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Squamous cell carcinoma of the thumb nail bed
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ABSTRACT

Squamous cell carcinoma arising from the nail bed is not common. This condition can be easily misdiagnosed, especially if
there is preceding trauma. We present here a case of squamous cell carcinoma of the right thumb in a 70 year-old man. The
distal phalanx and part of the proximal phalanx were also involved. We performed a disarticulation of the metacarpophalangeal
joint of the right thumb. The wound healed well. If an early diagnosis is made, then Moh’s micrographic surgery or wide
local excision with the use of a local flap could be advocated. In late stages, amputation or disarticulation is the treatment

of choice.
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Squamous cell carcinoma of the nail bed is uncommon. The
clinical presentation can mimic several benign conditions
such as paronychia, pyogenic granuloma or verruca vulgaris. A
high degree of suspicion is needed to diagnose this condition.
Any chronic or recurring lesion that fails to respond to initial
treatment should be biopsied. The treatment depends on the
extent of the lesion at the time of presentation and can vary
from Moh’s microsurgery to digital amputation. We report
here a case of subungual squamous cell carcinoma of the
thumb with bone involvement treated with disarticulation
of the metacarpophalangeal joint.

CASE REPORT

A 70 year-old man presented with pain and swelling of the
right thumb after accidentally hitting it with a hammer. He
was initially treated by a general practitioner. The subungual
hematoma was drained and analgesics were prescribed for
pain.

Six months after the initial injury, he presented with a
nonhealing wound with a nonhealing ulcerated growth
measuring 2.5 x 2.1 cm in size at the tip of the right thumb
with a raised nail plate [Figure 1]. Our provisional diagnosis

was pyogenic granuloma. Histopathology of this mass
showed an ulcerated, moderately differentiated squamous
cell carcinoma arranged in sheets and large clumps. The cells
showed nuclear pleomorphism, increased abnormal mitosis
and areas of keratin formation. No vascular or lymphatic
permeation was seen. The margins of the tumor were clear.
A diagnosis of moderately differentiated squamous cell

Figure 1: Squamous cell carcinoma lifting off the nail plate from
the nail bed
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carcinoma was made. Radiographs revealed the involvement
of the distal phalanx and part of the proximal phalanx.
There was no evidence of distant metastasis. We performed
a disarticulation of the metacarpophalangeal joint of the
thumb, which healed uneventfully. The patient did not want
any further reconstructive surgery for the thumb.

DISCUSSION

Squamous cell carcinoma of the nail bed was first described
in 1850 by Velpeau."? The actual rate of incidence is not
known and the common age of incidence appears to be
in the 5™ decade.P! The youngest patient reported to have
squamous cell carcinoma of the nail bed was 25 years old."
The actual cause is not known. A few possible causes have
been suggested. Chronic infections, radiation exposure,
human papillomavirus (HPV), burn scars, chronic exposure
to sun and chronic dermatitis have been implicated. '
Squamous cell carcinoma arising from a psoriatic nail bed has
been reported.!"!'There is an association between squamous
cell carcinoma and HPV. Genital-digital transmission has been
suggested as a mechanism of transmission."? This is further
supported by the fact that no HPV DNA was detected using
polymerase chain reaction (PCR) in patients with subungual
squamous cell carcinoma of the toe."”’PCR was not performed
on the sample obtained from our patient. In our patient,
there was no past history of viral warts, although he did have
preceding trauma. A few authors have reported crush injury,
fishbone penetration and paper staple puncture as the cause
of trauma preceding subungual squamous cell carcinoma.*'4l
Our patient accidentally hit his thumb with a hammer. The
exact relation between trauma and squamous cell carcinoma
is not known, however this observation could be explained
by coincidence, pain causing increased attention to an area of
the digit and bleeding of the tumor after trauma. Squamous
cell carcinoma of the nail bed can have different clinical
presentations, it can resemble chronic paronychia, verruca
vulgaris, pyogenic granuloma, ulcerative lesion or present as a
small swelling. Unlike subungual melanoma, the involvement
of axillary lymph nodes and distant metastasis are rare
since the tumor is slow-growing and low-grade in nature.
Bone tends to be involved in late cases. Diagnosis is often
delayed since this is not a common condition. In our patient,
preceding trauma drew attention to the tumor. Most of the
reported cases involve the thumb. However, involvement of
the other digits like the index finger and middle finger have
also been reported.®”!

Differential diagnoses include delayed healing of traumatic
wound, chronic nail biting, paronychia and fungal infections.
Others include pyogenic granuloma, verrucae vulgaris,

verrucous carcinoma, subungual metastasis, acral amelanotic
melanoma, subungual keratoacanthoma.*! Pyogenic
granuloma is relatively quite common. It is usually a small,
red, oozing and bleeding growth that looks like raw meat.
There is often preceding trauma and it grows rapidly over a
period of a few weeks to an average size of a half an inch.
Verrucae vulgaris can appear on the palmar or dorsal aspect
of the fingers, presenting as multiple, raised, hyperkeratotic
lesions. Verrucous carcinoma is rare-it usually occurs in the 6™
decade of life and it presents as a slow-growing, fungating,
recalcitrant and exophytic mass.!"” The clinical presentation
of subungual metastasis is variable-it may present as an
erythematous swelling of the digit or it may appear as a
violaceous nodule which may cause distortion of either the
nail plate or the surrounding soft tissue. Since it is frequently
painful in nature, it may be mistaken for an acute infection."!
Acral amelanotic melanoma presents as a small bluish lesion
in the subungual area. The skin around the nail is edematous
and is usually slightly tender.'” Subungual keratoacanthoma
is a rapidly growing tumor, which presents as a rapidly
growing painful mass. X rays show a lytic, cup-shaped erosion
of the distal phalanx. Healing occurs rapidly.'¥ A plain X ray
therefore is useful to determine if there is bone involvement.
A biopsy often clinches the diagnosis.

The treatment of squamous cell carcinoma of the nail bed
depends on the extent of the tumor. Moh’s micrographic
surgery has been used in the early stage of the disease
to minimize tissue loss.""!" For lesions with no bone
involvement, wide local excision with no less than 4 mm
of normal tissue from the margins of the tumor should be
done along with reconstruction of the remaining digit.?"!
Reconstruction can be done with full-thickness skin graft or
local flaps. Among the local flaps that have been described
are a dorsal V=Y flap, a Brunneli flap and a lateral pulp flap.?"
Bl For lesions with bone involvement, amputation is the
treatment of choice. The level of amputation depends on
the extent of bone involvement. Radiation therapy has been
recommended for the salvage of unresectable subungual
squamous cell carcinoma.?*

Squamous cell carcinoma of the nail bed is an uncommon
condition. Awareness about the disease and a high index of
suspicion is necessary to make an early diagnosis. Nail lesions
not responding after initial treatment should be biopsied.
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