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Melanonychia striata secondary to 
pigmented nail matrix fibroma simulating 
nodular melanoma
Melanoníquia estriada secundária a fibroma da matriz ungueal 
pigmentado simulando melanoma nodular

DOI: http://dx.doi.org/10.5935/scd1984-8773.201574513

ABSTRACT
Melanonychia corresponds to color patterns in the nail plate, ranging from brown to bla-
ck. It is a diagnostic challenge due to the fact it has several differential diagnoses, including 
benign and malignant entities. There are no reports of pigmented fibroma of the nail ma-
trix causing striata (or longitudinal) melanonychia. In light of this fact, the authors report 
a case of melanonychia striata secondary to pigmented fibroma of the nail, with clinical 
examination and dermoscopic findings suggestive of nodular melanoma.
 Keywords: nails; malformed nails; neoplasms; fibroma

RESU MO
Melanoníquia é a coloração da lâmina ungueal variando do marrom ao negro. Representa um desafio 
diagnóstico, pois há diversos diagnósticos diferenciais incluindo entidades benignas e malignas. Não há 
relatos de fibroma da matriz ungueal pigmentado causando melanoníquia longitudinal. Diante disso, 
os autores relatam um caso de melanoníquia estriada secundária a fibroma ungueal pigmentado, com 
achados do exame clínico e dermatoscópico sugestivos de melanoma nodular.
Palavras-chave: unhas; unhas malformadas; neoplasias; fibroma

INTRODUCTION
Melanonychia is the color, ranging from brown to black, 

of the hands’ or feet’ nail plates. It may be secondary to exoge-
nous pigments including tobacco, dirt and tar; fungal infections; 
bacterial infections such as Pseudomonas aeruginosa and Proteus spp; 
and subungual hematoma caused by trauma. Clinical findings are 
variable according to the etiology. Anamnesis, dermoscopy of the 
nail plate, direct mycological examination and culture for fungi 
and bacteria are crucial for the diagnosis. 1, 2

The production of melanin in the nail matrix – in most 
cases in the form of a longitudinal band – also manifests clinically 
as melanonychia, and can be called longitudinal melanonychia 
or melanonychia striata. It occurs in benign diseases, such as nevi 
and lentigines of the nail matrix, and in various inflammatory, 
traumatic and iatrogenic disorders responsible for the activation of 
the matrix’s melanocytes (hypermelanosis). Melanonychia striata 
can still be secondary to melanoma, and its diagnosis remains a 
challenge for dermatologists. 1, 3
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Ungual fibroma is a benign tumor of the connective tis-
sue that arises as an asymptomatic, skin color nodule. It usually 
originates in the proximal border of the nail, with rare cases 
arising in the matrix region. Trauma is the most important factor 
associated with the lesion’s etiology. 4, 5 There are no reports in 
the international literature of pigmented ungual matrix fibro-
ma causing longitudinal melanonychia. In light of this fact, the 
authors of the present study describe a unique case of melanon-
ychia striata secondary to a fibroma associated with epithelial 
hyperpigmentation, with clinical and dermoscopic findings sug-
gestive of nodular melanoma.

CASE REPORT
A 68 year-old, dark skinned female patient complained 

of the darkening of the nails of the feet and hands, that had 
taken place more than ten years before. Examination revealed 
the presence of melanonychia striata in several nails of the toes 
and fingers, compatible with racial melanonychia. However, the 
hyperpigmentation of the fourth toe of the right foot was more 
exuberant, with involvement of 75% of the nail plate. In addi-
tion, it had ungual hyperkeratosis and transverse hypercurvature 
of the nail (Figure 1). Dermoscopy allowed visualizing uneven 
pigmentation in the nail plate, with color ranging from brown to 
black, besides micro-Hutchinson sign (Figure 2).

The nail plate was avulsed, evidencing a papular pig-
mented lesion in the nail matrix region. Intraoperative der-
moscopy revealed a blackened lesion with gray areas simulating 
blue-whitish veil and microinvasion signs in the proximal ungual 
fold. In light of these findings, the hypothesis of nodular mela-
noma was formulated and an excisional biopsy was carried out 
(Figures 3 and 4).

The pathological examination evidenced a fibrous prolif-
eration in the dermis with hyperpigmentation of the basal layer, 
compatible with pigmented fibroma, leading to the exclusion of 
the hypothesis of melanocytic origin for the lesion (Figure 5).

DISCUSSION
Melanonychia can have various etiologies, from physio-

logical causes to malign neoplasia – hence the importance of the 
early etiologic diagnosis. In this context, dermoscopy of the nail 
plate is highlighted as a useful test for differentiating benign and 
malignant lesions. 6

According to the Consensus on nail plate dermoscopy 
in melanonychia, a brown background associated with parallel 
lines of regular spacing and width, in the same color, suggests 
the presence of a benign lesion (nevus or lentigo), while a brown 
background associated with longitudinal lines irregular in color, 
width, spacing, and parallelism suggests the existence of mela-
noma. Nonetheless, the decision to excise the lesion should be 
based on the clinical criteria rather than on the patterns ob-
served in the dermoscopy of the nail plate. 7, 8

In the present case, the patient had melanonychia in 
several toenails, characterized by longitudinal homogeneous 
parallel lines, gray in color and regular in their spacing, thick-
ness and color, characterizing a typical presentation of racial 
melanonychia. However, the nail plate of the fourth toes of the 
right feet stood out once it had longitudinal lines with irreg-
ular spacing and thickness, and color ranging from brown to 
black and a blue-grayish area in its central portion, which are 
findings suggestive of melanoma. Corroborating with this hy-
pothesis, the pigmentation extended over the proximal nail fold 
(micro-Hutchinson sign).

These facts led the authors to decide for avulsing the nail 
plate and performing an excisional biopsy. During the surgery, 
dermoscopy of the blackened lesion evidenced in the nail ma-

Figure 1 : Longitudinal melanonychia in the fourth toes of the right foot

Figure 2 : Dermoscopy of the nail plate: irregular pigmentation of the nail 
plate, with color ranging from brown to blackish and micro-Hutchinson sign
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trix region revealed multiple colors with irregular longitudinal 
lines, favoring the initial hypothesis of nodular melanoma. The 
lesion was then complete excised with 1mm deep shaving.

The material was sent for histological examination, 
which evidenced fibrous proliferation of the dermis, consisting 
of spindle-shaped fibroblasts amid dense collagen fibers and ac-
anthotic epidermis with hyperpigmentation in the basal layer, 
without melanocytic proliferation. The nail plate showed epi-
dermis with hyperkeratosis and melanin hyperpigmentation, and 
underlying dermis with edema and vascular proliferation. These 
findings ruled out the melanocytic origin of the lesion, while 
being consistent with the diagnosis of pigmented fibroma. The 
presence of edema, vasodilation and extravasation of red blood 
cells in the dermis suggests local trauma, the main etiological 
factor for the development of ungual fibromas.

Ungual fibromas are uncommon benign tumors of the 
fibrous tissue. Solitary lesions are denominated acquired nail fi-
brokeratomas while multiple lesions are associated with tuberous 
sclerosis, in this circumstance being called Koenen tumors. There 
is no histological difference between the two variants. The le-
sions are usually asymptomatic and arise as pinkish or skin color 
nodules with globoid morphology. They are most often located 

Figure 3:  Avulsion of the nail plate 
showing a pigmented nodular lesion in 
the nail matrix region

Figure 4:  Intraoperative dermoscopy: blackened lesion with gray areas 
simulating blue-whitish veil and microinvasion signs in the distal third of 
the lesion
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Figure 5:  
Histopathological examination (HE):
A) Fibroblast proliferation amid colla-
gen associated with acanthosis and 
hyperpigmentation of the basal layer 
of the epidermis.
B) Hyperkeratotic nail plate with exten-
sive pigmentation covering its entire 
length. Areas of edema, vasodilation 
and extravasation of red blood cells in 
the dermis suggesting local trauma;
C) Detail of fibroblasts (dermal fibrous 
proliferation).
D) Detail of the acanthotic epidermis 
with hyperpigmentation of the basal 
layer.
E) Detail of the nail plate’s dermis with 
edema, vasodilation and extravasation 
of red blood cells.
F) Details of the extensive melanin 
pigmentation in the cells of the horny 
layer in the nail plate
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periungually, but rarely are subungual, originating from the nail 
matrix. The treatment is surgical, with the complete removal of 
the lesion. 5, 9

The fibroma of the nail matrix cases described in the 
literature manifested with thinning of the nail plate, transverse 
hypercurvature or exophytic growth of the proximal nail border. 
However, the authors have not found in the literature cases of 
fibroblast proliferation in nail matrix with characteristics similar 
to those of fibroma associated with epithelial hyperpigmenta-

tion, resulting in melanonychia striata – hence the relevance of 
the present report. In addition, the clinical examination and der-
moscopy findings led to the hypothesis of nodular melanoma, 
which can only be discarded after histological analysis. The au-
thors emphasize the need for examining the dermoscopic char-
acteristics of the nail plate and of the lesion itself, after avulsion 
of the nail plate in light of to all cases of melanonychia, although 
the definitive diagnosis is established only by pathological ex-
amination.
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