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SUMMARY - Onychomatricoma is a benign slow-growing fibroepithelial tumor
arising from the nail matrix. The tumor was described as a new entity almost
two decades ago. Although the clinical appearance is typical, most cases are

probably misdiagnosed by physicians because of unfamiliarity with the condi-
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INTRODUCTION

Onychomatricoma (OM) is a rare benign slow-
growing fibroepithelial tumor arising from the nail
matrix (1). The tumor was described as a new entity
by Baran and Kint in 1992, and was initially termed
as“onychomatrixoma”(2). The most widely used term,
“onychomatricoma’, was first coined by Haneke and
Franken in 1995 (3). Up to now, fewer than 70 cases
have been reported (4).

Herein we describe a case of OM previously misdi-
agnosed as candidal onychomycosis and paronychia
and erroneously treated as such. We believe that OM
is still an unrecognized entity and probably more
common than cited in the relevant literature (5).
Awareness of the condition may preclude the long-
term use of unnecessary and potentially toxic oral
antifungal medications.
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tion. Herein we describe a case of onychomatricoma masquerading as candidal
onychomycosis and paronychia and treated erroneously as such.
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CASE REPORT

A 72 year-old Caucasian woman presented with
a 15-year history of nail plate discoloration and de-
formity involving the right index finger. There was no
complaint apart from cosmetic unsightly appearance.
She had received various oral antifungal medications
beforehand for 2 years based on a presumptive clini-
cal diagnosis of candidal onychomycosis and paro-
nychia, but without apparent benefit. Her personal
medical history was remarkable for hypertension,
lumbar disk hernia and total hip arthroplasty. There
was no previous history of nail trauma or avulsion.

Dermatological examination revealed thicken-
ing, longitudinal ridging, yellowish discoloration and
transverse overcurvature confined to the index fin-
gernail of the right hand (Figs.1 and 2). Bulbous swell-
ing and mild erythema of the proximal nail fold was
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Figure 1. Thickening, longitudinal ridging, yellowish
discoloration and transverse overcurvature of the nail
plate. Note bulbous swelling and mild erythema of
the proximal nail fold.

observed. Green to gray holes with irregular sizes and
shapes were noted at the distal free border of thick-
ened nail plate. A potassium hydroxide examination
of nail scrapings was negative. Dermatoscopy of the
nail plate surface demonstrated longitudinal yellow-
ish lines and splinter hemorrhages, whereas that of
the free border of the nail offered closer inspection
of the woodworm-like gray to green irregular cavities
(Fig. 3). Initial tentative clinical diagnosis was onycho-
matricoma.

The patient was referred to the Department of Ort-
hopedics and Traumatology for nail avulsion, comple-
te excision of the tumor and total matrix destruction.
Histopathologic examination revealed a thick funnel-
shaped nail plate, perforated by woodworm-like cavi-
ties (Fig. 4). The matricial fibroepithelial tumor was
characterized by deep epithelial invaginations and
a fibrillar stroma at the proximal zone, and multiple
“glove finger” fibrokeratogenous digitations along its
connective tissue axes at the distal zone (Figs. 5 and
6).

Based on histologic findings, the diagnosis was
firmly established as OM. There was no disease recur-
rence at the one-year postoperative follow up.

CONCLUSION

Onychomatricoma is a relatively recently de-
scribed fibroepithelial tumor of the nail matrix. The
median age of reported cases is 50 years (6,7). The
tumor is usually confined to adult population (8), al-
though a pediatric case has recently been reported
(9). Sex distribution is almost equal (5,9). It is much
more frequent in Caucasians and most cases report-
ed hitherto were from Europe (5,6,8,10).

Figure 2. Green to gray irregular holes at the distal
free border of the nail plate.

The etiology is skeptical. A history of preceding
trauma may seldom be elicited (6,8,10,11). Nail clip-
pings for mycology are usually negative and radiol-
ogy shows no bony abnormalities (4,5,10,12).

Onychomatricoma is clinically characterized by
a diffusely thickened, longitudinally ridged and yel-
lowish nail plate with transverse overcurvature (1,8).
There may be proximally located splinter hemorrhag-
es and proximal nail swelling (6,8,12,13). Longitudinal
hollows may be visualized as holes at the distal free
border of the nail (woodworm-like or honeycomb-
like cavities) (5,8,14,15). Sometimes only a portion
of the nail apparatus is involved in the form of a lon-
gitudinal yellowish band of variable width (5,12,14).
Onychomatricoma is more commonly reported on
fingernails (75-80 %), particularly index fingernail,
then on toenails. The tumor is typically asymptomat-
ic, although pain due to compression by footwear has
been elicited in OM of toenails (4,8). Bleeding might
occur upon clipping the free margin of the nail (12).

Onychomatricoma appears to be the only tumor
that actively produces nail plate deformity by its fili-
form fibrokeratogenous projections that macroscopi-
cally resemble an “anemone” and perforate the nail

Figure 3. Dermatoscopy of the free border of the nail
revealing woodworm-like irregular cavities.
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P el 2
Figure 4. Thickened funnel-shaped nail plate with
the woodworme-like cavities. (H&E, X10).

plate (4,5,8-10,15). Nail avulsion exposes a tufted vil-
lous tumor originating from the nail matrix epitheli-
um and emerging through the proximal nail fold (14).
The nail plate appears as a thickened funnel, storing
filamentous fibroepithelial digitations from the ma-
trix fitting into the holes visible at its proximal aspect
(14,16).

Unusual variants of OM comprise pterygium-like,
onychogenic Bowen’s disease-like, fibrokeratoma-
like, cutaneous horn-like and melanonychia-like (pig-
mented) variants (1,7,8,11,14,16,17). Unlike the clas-
sical OM where the tumor is confined to the ventral
matrix, unusual clinical variants have been ascribed
to the involvement of the ventral aspect of proximal
nail fold (7,14,16).

Dermatoscopy shows thick nail with linear longi-
tudinal yellowish to whitish lines (corresponding to
nail plate hollows) and splinter hemorrhages (4,9,12).
In our case, typical dermatoscopic features were pres-
ent on the upper surface of the nail plate. In addition,
dermatoscopy of the free border of the nail assisted
us in spotting the irregular holes in the nail plate cre-
ated by the tumor itself. Other fast and minimally in-
vasive techniques that may aid in making a correct
diagnosis include nail clipping (a thick nail plate hav-
ing lacunae of varying sizes and shapes filled with
serous fluid and lined by a thin layer of epithelium),
high-resolution variable frequency ultrasonography
and magnetic resonance imaging (pathognomonic
Y-shape at the proximal portion of the nail plate lon-
gitudinally and holes transversely) (4,8,14,15).

Histologically, the diagnosis is confirmed by the
presence of 3 features: (a) a fibroepithelial tumor
consisting of 2 portions: the proximal zone (under
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Figure 5. Fibroepithelial villous tumor of the matrix
with multiple ‘glove finger’ digitations along its con-
nective tissue axes (distal zone). (H&E, X10)

the proximal nail fold corresponding to the root of
the nail and cuticle, characterized by deep epithelial
invaginations and a fibrillar and fibrocytic stroma),
and a distal zone (corresponding to the lunula, char-
acterized by multiple “glove finger” digitations along
its connective tissue axes); (b) a matricial tumor typi-
fied by a thick keratogenous zone; and (c) a thick nail
plate, perforated by cavities (1,12,17). However, histo-
logic spectrum is broader than previously recognized
(7). Immunohistochemical analysis is a helpful diag-
nostic tool; however, it is neither specific nor manda-
tory (6-8,10). On electron microscopy, the basal cells
of OM contain apparently decreased numbers of
tonofilaments and desmosomes of nonuniform evo-
lution (8).

AT L )
R Y o8 :
Figure 6. Multiple ‘glove finger’ digitations (the same
area as in Figure 5, close up) (H&E, magnification is
illustrated in the figure).



Oztiirk Durmaz et al.
Onychomatricoma

Acta Dermatovenerol Croat
2013;21(3):198-201

CONCLUSION

The prognosis of OM is good, despite the lack of
series with long-term follow-up (8). Although recur-
rence and malignant transformation have not been
reported, dysplasia may be encountered (6). Some
authors consider OM as a premalignant lesion (4,12).

Treatment of choice is complete surgical excision
(4,8). Surgery should entail the entire matrix proximal
to the tumor to avoid recurrences (5,12). The cosmet-
ic and functional outcome of the surgery should be
discussed with the patient preoperatively (10).
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