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other authors have proposed it as a fibroproliferative 
hamartoma that simulates the nail matrix histology.[2] 
Onychomatricoma has a female to male ratio of 2.16:1; 
mean age of presentation is 51 years and occurs more 
frequently in Caucasian patients. Less frequently, 
it occurs in African Americans and exceptionally in 
Mexican patients. Its predominant location is the 
fingernails (75%). Predisposing factors such as trauma 
or onychomycosis have been suggested.

Pathology shows a wide histological spectrum as 
recently described by Perrin et  al.,[3] but typically 
consists of fibroepithelial tumor composed of a 
proximal pedunculated base and a distal zone with 
multiple projections. There is a two‑layered stroma 
with a collagenous and fibroblastic superficial coat 
and a deep core with less cellularity and thicker 
collagen; a V‑shaped hyperkeratogenous zone can 
be observed. Beyond the lunula, the nail plate is 
thickened and burrowed with cavities containing 
serous fluid. Immunohistochemistry for cytokeratin 5 
and 14 are positive, along with K17, K6, K16, and K75 
in most cases, suggesting a differentiation towards the 
nail bed and the nail isthmus.[4] Recently CD34 was 
also reported to be positively expressed.[3]

Magnetic resonance shows tumoral core in the matrix 
with invaginations into the funnel‑shaped nail plate; 
the center has a low intensity signal and peripheral 
and axial images show the holes in the nail plate and 
the tumoral digitations.[5]

Differential diagnosis for onychomatricoma include 
fibrokeratoma of the nail matrix, glomus tumor, 
squamous cell carcinoma, Bowen’s disease, viral warts 
and ungual fibroma. This last diagnosis was the clinical 
impression in both patients described above; however, 
it can be ruled out by the hyperplastic and onychogenic 
nature of the epithelium. Complete surgical excision is 
the first line of treatment. Recurrence and malignant 
transformation have not been reported, although 
dysplasia may be present.[3]

Onychomatricoma is an infrequent subungual tumor 
that primarily occurs in Caucasians. Only two cases 
have been previously reported in Mexican patients. 
Treatment should be individualized but complete 
surgical excision remains as the gold standard. Because 
onychomatricoma can easily mimic other ungual 
diseases, physicians and particularly dermatologists 
should be acquainted with the proper diagnosis and 
treatment of this adnexal tumor.
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Localized scleroderma unius 
lateri and Borrelia burgdoferi 
infection

Sir,
Localized scleroderma (named also morphea) is an 
inflammatory autoimmune skin sclerosis of unknown 
etiology. A causative role of Borrelia burgdoferi infection 
has been proposed.[1] The B. burgdoferi infection can 
be assessed with serological test as well as polymerase 
chain reaction (PCR) on blood and skin sample.[2] Here 
we report the case of a Moroccan 27‑year‑old male, 
living in Italy since 10  years. In October  2010, he 
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