
Brief Report

Vol. 30, No. 5, 2018 637

Received July 24, 2017, Revised November 15, 2017, Accepted for publication December 2, 2017

Corresponding author: Je-Ho Mun, Department of Dermatology, Seoul National University College of Medicine, 101 Daehak-ro, Jongno-gu, Seoul 03080, 
Korea. Tel: 82-2-2072-3274, Fax: 82-2-742-7344, E-mail: jehomun@gmail.com
ORCID: https://orcid.org/0000-0002-0734-2850

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/4.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly 
cited.

Copyright © The Korean Dermatological Association and The Korean Society for Investigative Dermatology

like our patient in the literature. One possible explanation 
could be proposed for this association. After receiving 
treatment of the primary lesion, the condition of patient 
with or without immunodeficiency is more likely to be 
vulnerable to secondary malignancy.
In conclusion, we emphasize that when patients diag-
nosed with cutaneous lymphoma present new skin le-
sions, clinicians should consider skin biopsies and further 
immunostaining. 
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Dear Editor:
Onychomatricoma is a rare benign fibroepithelial tumor of 
the nail unit. It typically presents as thickening of the nail 
plate, splinter hemorrhage, xanthonychia, and transverse 

overcurvature, and generally arises in patients with pale 
skin. Onychomatricoma rarely manifests longitudinal mel-
anonychia (LM). In this case, it is termed pigmented 
onychomatricoma. However, the occurrence of onycho-
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Fig. 1. (A) Gray longitudinal melanonychia of the left toe. (B) Dermoscopic examination showing nail plate thickening, longitudinal 
parallel gray lines, longitudinal parallel white lines, and multiple cavities at the distal nail plate. (C) After partial nail avulsion, a 
villous tumor of the nail matrix penetrating the thickened nail plate. (D∼F) Histopathologic examination showing spindle cells 
proliferation in the dermis and papillomatosis covered by nail matrix-like epithelium without stratum granulosum (H&E: D, ×40;
E, ×100; F, ×400).

matricoma in the Asian population is rare and pigmented 
onychomatricoma is immensely unusual1,2. Here, we pres-
ent a rare patient with pigmented onychomatricoma. 
A 67-year-old man presented with an 8-month history of 
gray LM on the left hallux nail. He was under 2 months of 
targeted therapy with gefitinib for non-small-cell lung car-
cinoma with pericardial metastasis. Physical examination 
showed longitudinal gray bands with ridging on his left 
toe nail (Fig. 1A). Dermoscopic examination showed nail 
plate thickening, longitudinal parallel gray and white 
lines, and multiple cavities at the distal nail plate (Fig. 1B). 
Patient consent was gained regarding publication of all 
photographic materials. A nail matrix biopsy was per-
formed to exclude subungual melanoma. Partial nail avul-
sion revealed a villous tumor of the nail matrix penetrating 
the thickened nail plate (Fig. 1C). Histopathologic exami-
nation of the excised mass revealed papillomatosis cov-
ered by nail matrix-like epithelium without stratum gran-
ulosum and spindle cell proliferation in the stroma (Fig. 
1D∼F). Immunohistochemical stain showed CD 34 ex-
pression of mesenchymal cells.
Pigmented onychomatricoma has been considered as an 
extremely rare nail tumor. Wynes et al.3 reported a case of 
onychomatricoma with LM mimicking a subungual 
melanoma. Due to the clinical resemblance of pigmented 
onychomatricoma and subungual melanoma, diagnosis 

may be challenging, hence an excisional biopsy is re-
quired to differentiate these conditions. 
Recently, Di Chiacchio et al.4 analyzed 30 cases of ony-
chomatricoma in which LM was present in seven cases 
(23%). Other signs included increased nail thickness 
(85%), splinter hemorrhages (80%), xanthonychia (73%), 
increased transverse overcurvature (50%), woodworm-like 
cavities at the free edges of the nail plate (43%), swelling 
and periungual erythema (50%), and pain during nail com-
pression (30%). Therefore, a pigmented variant of onycho-
matricoma may not be as infrequent as previously regarded. 
We assume that unfamiliarity of the tumor among derma-
tologists may have attributed to its under-diagnosis and 
low prevalence.
Diagnosis of onychomatricoma is often delayed leading to 
inadequate management. Late diagnosis may be due to a 
lack of awareness of its clinical features and the fact that 
the tumor is usually painless4. Recently, dermoscopy has 
been proposed as a valuable adjuvant tool in facilitating 
the diagnosis of onychomatricoma. Several dermoscopic 
features of onychomatricoma have been reported includ-
ing longitudinal parallel white lines, gray lines, splinter 
hemorrhage, dark dots, multiple cavities at the distal nail 
plate2,5. In our case, parallel longitudinal white and gray 
lines, yellowish background color, and multiple cavities at 
the nail edge were found.



Brief Report

Vol. 30, No. 5, 2018 639

Received July 19, 2017, Revised November 21, 2017, Accepted for publication December 11, 2017

Corresponding author: Nicolas Kluger, Department of Dermatology, Helsinki University Central Hospital, Meilahdentie 2, PO Box 160, FIN-00029 HUS, 
Helsinki, Finland. Tel: 358-9-471-86530, Fax: 358-9-471-86474, E-mail: nicolas.kluger@hus.fi
ORCID: https://orcid.org/0000-0002-5225-8316

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/4.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly 
cited.

Copyright © The Korean Dermatological Association and The Korean Society for Investigative Dermatology

In conclusion, we report a rare case of pigmented onycho-
matricoma occurred in an Asian patient. The recognition 
of key characteristic features of onychomatricoma is essen-
tial for early suspicion and appropriate management of 
this rare tumor. 
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Dear Editor:
The isomorphic (Koebner) phenomenon (KP) may occur in 
numerous cutaneous conditions and in a wide variety of 
trauma, including tattooing1. The elective localization of 
xanthomas in tattooed areas has been described pre-
viously2,3. We report a patient with papular eruptive xan-
thomas in a recent tattoo without dyslipidemia. The pa-
tient has given his consent for publishing all photographic 
materials. 
An otherwise healthy 35-year-old white man presented a 

recent rash of yellowish non-coalescent papules of the ex-
tensor sides of the arms (Fig. 1A), as well as a recent tattoo 
of the arm (Fig. 1B). Lesions were pruritic and firm to the 
touch. Physical examination was otherwise unremarkable. 
A full excision of one of the lesions from a non-tattooed 
area showed an infiltrate of foamy histiocytes, which fa-
vored the diagnosis of xanthomas (Fig. 2). Fasting trigly-
ceride and total cholesterol levels were within normal 
ranges. Family history for dyslipidemia was negative. 
Because of the simultaneous timing of the eruption and 
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