Case Report

Horn on the Nail: Acquired Ungual Fibrokeratoma
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Acquired ungual fibrokeratomas are uncommon fibrous tissue tumors that are located in the ungual area. They usually presents
as asymptomatic, solitary, smooth, dome-shaped, or fingerlike, flesh-colored papules accompanying nail deformities, including a
longitudinal groove and trachyonychia. Acquired periungual fibrokeratoma is considered a topographical variant of acquired digital
fibrokeratoma; it has a unique “garlic clove” shape. A traumatic origin has been suggested, as acquired ungual fibrokeratomas occur
most frequently on the fingers and toes. Herein, we report a case of a 29-year-old man with growth over left little finger, who was
treated with surgical excision of the tissue. Histopathological examination confirmed ungual fibrokeratoma. It is a rare variant of
digital fibrokeratoma, and so far the first ungual fibrokeratoma to appear de novo on little finger to the best of our knowledge.
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INTRODUCTION

Acquired ungual fibrokeratoma is an uncommon benign
fibrous tissue tumor located in the nail area. The term
was first coined by Cahn in 1977.1 He postulated that
this was the same as the garlic clove fibroma, which
was first identified by Steel in 1965.1'% Digital ungual
fibrokeratoma is seen in all races, between 12 and 70 years
of age, with peak in the middle age.’! Higher incidence
was seen in males than that in females. Acquired ungual
fibrokeratomas usually present as asymptomatic, solitary,
smooth, dome-shaped, or fingerlike, flesh-colored papules,
accompanying nail deformities that include a longitudinal
groove and trachyonychia. It is a rare variant of digital
fibrokeratoma.

Case RepoRrT

A 29 year old man presented with an asymptomatic
growth over the left little finger since 18 months. There
was no history of preceding trauma. It started as a small
raised lesion projecting out from the center of the proximal
nail fold. Over a period of 18 months, it developed into a
hornlike structure. There was no history of manipulation
of lesion. No past history of similar skin lesions was
reported.
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On physical examination, solitary longitudinal firm
fingerlike growth, emerging from the center of proximal
nail fold toward distal part of nail, was observed. The
distal tapering end of the growth appeared necrosed. The
nail plate of the involved finger showed linear depression
beneath the growth. The lesion was not adherent to
underlying nail plate. Minimal tenderness was present. No
bony deformity was apparent [Figures 1-4].

Following clinical differentials were considered—acquired
ungual fibrokeratoma, onychomatricoma, Koenen tumor,
and glomus tumor. An excision biopsy was planned.

Under aseptic conditions, a proximal digital block was
performed using 2% lignocaine without adrenaline.
Incision was put at proximal nail fold, roofing the growth.
The proximal nail fold was retracted to expose the nail
matrix by skin hooks. The whole tumor was excised with
its basal attachment. Tissue was sent for histopathological
examination. Wound healed with secondary intention
[Figure 4]. No recurrence was observed in 5 months
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Figure 1: Fingerlike projection emerging from center of proximal nail fold

following excision. Histopathology revealed keratinized
stratified squamous epithelium with a prominent granular
layer of thick orthokeratosis with superficial region
showing fibrocollagenous matrix with increased blood
vessels. Features were suggestive of fibrokeratoma.

Discussion

Acquired periungual fibrokeratomas are rare, benign,
fibrous, and hyperkeratotic tumors,'”J presenting as
lesions that emerge from the proximal nail fold or
sometimes from the nail bed.®” Although acquired
periungual fibrokeratoma is considered a topographical
variant of acquired digital fibrokeratoma, it has a unique
“garlic clove” shape.**

Including the word “acquired” in the terminology of
this unusual tumor leads one to believe that there is a
precipitating factor. However, the etiology is still unknown.
Hare and Smith® proposed that trauma is involved,
whereas Nemeth and Penneys!'% reported that factor XIIIa-
positive dermal dendritic cells play an important role in the
regulation of collagen synthesis.”'?! A traumatic origin has
been suggested because acquired ungual fibrokeratomas
occur most frequently on the fingers and toes.") Acquired
ungual fibrokeratomas usually present as asymptomatic,
firm, smooth, flesh-colored papules, protruding laterally
on the nail plate from beneath the cuticle of the proximal

Figure 2: Nonadherence to nail

Figure 3: Excised tissue

nail fold. Verruca vulgaris, a supernumerary digit, Koenen
tumor of tuberous sclerosis, pyogenic granuloma, eccrine
poroma, cutaneous horn, epidermoid cyst, acrochordons,
and neurofibromas must be included in the differential
diagnosis of acquired ungual fibrokeratoma.?!3-13]

Histopathological findings include hyperkeratosis,
acanthosis, focal hypergranulosis, and irregular rete ridge
elongation in the epidermis. The core of the tumor consists
of thickened collagen in the dermis, oriented parallel to
the long axis of the lesion [Figures 5 and 6]. In 1985, Kint
et al'9 classified acquired digital fibrokeratomas into
three histological subtypes. In all three, the epidermis is
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Figure 4: Postoperative wound healing

acanthotic and hyperkeratotic. In the first variant, tumor
cores are composed of thick, dense, closely packed, and
irregularly arranged collagen bundles. The second variant
shows an increase in grouped fibroblasts and reduced
elastic fibers. The third variant is composed of a poorly
cellular and edematous structure with completely absent
elastic tissue. Our case showed a mixed variety of first and
second variants.

Kint et al® divided acquired ungual fibrokeratomas into
two types based on appearance, that is, dome shaped and
fingerlike. However, more diverse morphologies such as
rod shaped, dome shaped, flat, and branching are also
seen. Kim ez al. classified acquired ungual fibrokeratoma
into four clinical types, namely pine pitlike, dome shaped,
fingerlike, and chicken’s footlike.

Kim et al'7 found that dome-shaped acquired ungual
fibrokeratomas were the most common clinical type,
our case was of fingerlike morphology. Acquired ungual
fibrokeratomas should be considered in the differential
diagnosis of periungual tumors with a longitudinal
nail groove. The groove is thought to be due to the
fibrokeratoma originating from the underside of the
proximal nail fold, compressing the nail matrix.!'?

7337/18

Acquired ungual fibrokeratomas do not spontaneously
regress.'! They should be excised when symptomatic
or when it causes significant cosmetic problems. The
preferred treatment is total excision because superficial
removal usually results in recurrence.'® Various surgical
techniques can be used to resect these tumors, depending
on their size and location. Usually, the tumor is incised
around its base and dissected from the bone. If a lesion
is beneath the nail plate, partial or total removal of the
nail is required first. Lesions above the nail plate, however,
can be removed by shaving followed by phenolization,
CO, laser vaporization, or surgical resection after lifting
the proximal nail fold as a banner flap.'>?'! During the
procedure, the germinal matrix should be preserved by
careful dissection along the under surface of the tumor.?>%
To minimize the risk of recurrence, it is recommended that
careful elevation of lesion and retraction of the proximal
nail fold to expose the whole tumor and surrounding nail
matrix is performed, avoiding additional injury to the nail
matrix.
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CoNcLUSION

Acquired ungual fibrokeratoma is a rare variant of digital
fibrokeratoma. In this case, we found the lesion to be de
novo (without any history of trauma), it appeared on little
finger, which has not been reported so far to the best of our
knowledge. We conclude that complete excision of tumor
from base is the treatment of choice for the condition.
This case has been reported for its rarity.
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