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Acral melanoma of the hallux
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periungual erythema and swelling. Nailfold pig-
mentation was absent. The rest of his toenails ap-
peared normal (Figure 1).
The anamnesis we collected showed absence of

a significant medical history except for pleuritis
and cholecistectomy, many years before, and a
well-controlled hypertension. Both of his parents
had died for old age and there was no family his-
tory of skin or nail cancer. He denied any allergies
or previous trauma. The permanency of the lesion,
not improvable with onycectomy plus topical
agents, and the absence of suggestive risk factors
for onychomycosis raised doubts concerning the
correctness of the aforementioned diagnosis.
Thus, the first goal needed to be reached was a

correct diagnosis, which could be more support-
ive than clinical examination only. A biopsy of
the lesion was performed. Hystology revealed a
malignant melanoma. The patient underwent a
ultrasound of inguinal lymph nodes, total body
CT scan, which resulted negative for metastatic
lesions. The patient was treated with amputation
of his right hallux, which was sent for definitive
hystologic evaluation. Gross examination of the
excised distal phalanx specimens, measuring 4.5
× 3.5 × 2.3 cm, revealed a 3 cm fleshy nodule
originating from the nail bed of the hallux. Micro-
scopically, the tumor was characterized by a
biphasic growth pattern: a radial lentiginous
growth phase and a vertical nodular growth phase,
infiltrating and penetrating in depth the skin and
extending near the bone. Two cellular populations
have been observed: one composed of neoplastic
melanocytes with epithelioid appearance, abun-
dant eosinophilic cytoplasm, pleomorphic nuclei,
and frequent mitotic figures (3/mm2); the other
one composed of nevoid melanocytes organized
in small solid nests with evident nuclear alter-
ations, nuclear inclusions and 2 mitoses/mm2

(Figure 2). Immunostains for S-100 protein were
positive in both types of neoplastic cells. HMB-
45 was positive in nevoid melanocytes, but nega-
tive in epitheliomorphic cells.

Abstract. – OBJECTIVE: A case of misdiag-
nosed acral melanoma of the hallux and its diag-
nostic challenge are herein presented. Acral
melanoma is insidious and subtle. A methodic
approach to any suspicious lesions is mandato-
ry. A case of misdiagnosed acral melanoma of the
hallux is herein reported in a 66-year-old healthy
man. Suggestions concerning similar non-healing
lesions are herein presented.

MATERIALS AND METHODS: It was firstly
clinically diagnosed and treated as a micosis at
another centre. The absence of any ameliora-
tion after three years pushed us to perform a
biopsy.

RESULTS: An acral melanoma was revealed,
treated by amputation.

CONCLUSIONS: In case of a non-healing ul-
cer of the lower extremities, melanoma should
be taken into consideration. Even in absence of
any suggestive risk factors or clear signs of
melanoma, the lack of any improvement after
treatment should raise doubts about diagnosis.
In particular, biopsy is advisable as a first at-
tempt to guide the management.
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Introduction

Main Text
We report the case of a 66-year-old healthy

man who presented to our Clinic for a suspected
lesion at the hallux terminal phalanx of his right
foot. Three years before he had undergone a con-
sultation for the same lesion at another centre
where he received a diagnosis of ungual micosis,
which he was prescribed to treat with onicectomy
and topical antifungals.
Despite surgical and medical treatment, the

patient denied any improvements after three
years.
At presentation, effects of a partial onicectomy

could be seen plus a remnant yellowish streak,
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Melan-A revealed a positive staining in nevoid
melanocytes, while it was only focal, scanty and
weak in epithelioid ones (Figure 2). Based on
these pathological and immunophenotypical
findings, a diagnosis of acral nodular invasive
melanoma, arising in a background of acral
lentiginous melanomatous lesion, was made. Fi-
nally, microstaging indicated that the tumor pen-
etrated to a depth of 3 cm and microscopic in-
spection showed that the margins of the resection
(medial, lateral and deep) were free of any evi-
dence of cancer. The patient has been followed
for 8 months with neither relapses nor secondary
foci. Subungual melanoma (SM) is a rare condi-
tion and accounts for only 1% to 3%1-2. The me-
dian age of the affected patients is 59 years, with
a slight prevalence among men. A preceding
trauma is accounted by some authors to represent
a triggering factor. It is usually asymptomatic
and manifests with partial or total onycholysis
and erosion and ulceration of the nail bed.
Subungual melanoma is an insidious, frequent-

ly misdiagnosed condition because of its nonspe-
cific clinical features, and lack of pigmentation
adds further difficulty to an already puzzling di-
agnosis.
Some years ago, Levit et al3 proposed a clini-

cal screening system for SM mimicking the one
used for melanoma: A (Age: 40-70 years old;
race: African-Americans, Asian, native Ameri-
can); B (Brown pigment, Breadth ≥ 3 mm, ir-
regular Border); C (rapid Changing color, di-
mensions/ no change after treatment); D (Digits
involved: usually one thumb or hallux); E (Ex-
tension of brown-black pigment from the nail
bed, matrix, and nail plate onto the adjacent cu-
ticle and proximal or lateral nail folds: Hutchin-
son sign); F (Family or personal history). Dif-
ferential diagnoses include a variety of benign

and malignant conditions, such as chronic
paronychia, onychomycosis, subungual
hematoma, pyogenic granuloma, glomus tu-
mour, subungual verruca, mucous cyst, sub-un-
gual fibroma, keratoacanthoma, carcinoma of
the nail bed, and subungual exostosis. The level
of amputation has been debated. However, as
long as clear margins are obtained, conservative
levels of amputation are safe and do not ad-
versely affect overall survival with good resid-
ual function capacity. With regard to prognosis,
the outlook of SM is generally poor4 because
most lesions are at an advanced stage at the
time of diagnosis (mean Breslow thickness 4.8
mm), with reported 5-year survival rates rang-
ing from 18% to 58%5. As in all types of
melanoma, there is a direct relationship between
increasing tumour thickness and decreasing sur-
vival time: a 5 year survival period is estimated
for 88% of patients with a Breslow thickness of
> 2.5 mm, as opposed to 40% for those with a
Breslow thickness of ≤ 2.5 mm. Ulceration and
bone involvement are also unfavourable prog-
nostic factors. Patients and physicians must be
educated to recognize the clinical signs of this
particular melanoma; in dermatologic consulta-
tion, the skilled eye of a specialized observer,
along with dermoscopy, is the best instrument in
the selection of lesions for excisional biopsy. In
accordance with Yin et al6 precise biopsies are
strongly recommended, even in lesion sites that
are not easily accessible, such as the nail appa-
ratus. In fact, Yin et al6 recently reported a case
of acral melanoma appearing as a 3 month-old
foot ulcer; however, similar approaches should
be applied in case of both untreatable lesions
and nonhealing ulcers.
Radiographic studies of the affected area are

useful to exclude the possibility of bone lesions.

Figure 1. A, (First line on top). Photo of the subungual hallux melanoma at presentation: a post-onicectomy remnant yellow-
ish streak, periungual erythema and swelling. Absent nailfold pigmentation. The rest of the toenails are normal. B, (Second
line, left). An overview of the vertical nodular growth phase of the tumor, infiltrating and penetrating in depth the skin (haema-
toxilyn and eosin, original magnification ×4). C, (Second line, right). Note the atypical melanocytes displaying abundant
eosinophilic cytoplasm, nuclear pleomorphism and evident mitoses (haematoxilyn and eosin, original magnification ×40). D,
(Third line, left). The tumor was characterized of two cellular types: cells displaying marked atypia with abundant eosinophilic
cytoplasm and nuclear pleomorphism, and a nevoid population of melanocytes organized in small solid nests (haematoxilyn
and eosin, original magnification ×10). E, (Third line, right). HMB-45 was positive in nevoid melanocytes, but negative in ep-
itheliomorphic cells (LSAB-HRP, Dako, original magnification, ×20). F, (Fourth line, left). Melan-A revealed a positive stain-
ing in nevoid melanocytes, while it was only focal, scanty and weak in epithelioid ones (LSAB-HRP, Dako, original magnifica-
tion, ×20). G, (Fourth line, right). Immunostains for S-100 protein were positive in both types of neoplastic cells (LSAB-HRP,
Dako, original magnification, ×20).
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Conclusions

In case of a non healing ungual lesion, even af-
ter treatment and in absence of clinically evident
proliferative nodules, it is mandatory to suspect a
malignant etiology as subungual melanoma.
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