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El fibroqueratoma subungueal es una tumoracién fibroepitelial benigna, va-
riante topografica de los fibroqueratomas digitales adquiridos, se caracteriza
por ser una neoformacion digitifome o filiforme localizada en dedos de las

manos y menos frecuente en dedos de los pies que predomina en varones

adultos de edad media. Su etiologia es atin desconocida aunque puede ser des-
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encadenado posterior a traumatismos. Su diagnéstico definitivo es histopato-

légico y su tratamiento de eleccidn es la escision quirtirgica completa. Se des-
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El fibroqueratoma subungueal es un tumor fibroepitelial
benigno, variante topografica de los fibroqueratomas di-
gitales adquiridos, que toman este nombre debido a su
relativa frecuencia en los dedos de las manos y es mas

raro en los dedos de los pies!

Su etiologia es aiin desconocida, aunque se postula que
se originan del tejido conectivo dérmico o del pliegue
proximal ungueal, relacionados a factores desenca-
dentantes como traumatismos o microtraumatismos

repetidos.>

La lesion es mas comun en individuos entre la segunda
y tercera década de la vida, predominantemente en el

sexo masculino#

Paciente femenina de 56 afios, sin antecedentes patold-
gicos de relevancia, que consulta por una lesién tumoral
de aproximadamente 4 afios de evolucion, localizada
en cuarto dedo de mano izquierda. La paciente no re-

feria traumatismos previos, ni antecedentes de lesiones

criben dos casos de fibroqueratomas digitales localizados a nivel subungueal.

similares en otros dedos. Al examen fisico se observa

papula firme de aproximadamente 3 x 5 mm de dia-
metro, color piel, digitifome y queratésica que emerge
desde el lecho ungueal y sobresale de hiponiquio (foto
a). Con la sospecha clinica de fibroqueratoma digital,
se realiza exceresis completa de la lesiéon mediante
ventana con corte longitudinal de la lamina ungueal
(foto b). El examen histopatolégico mostré un tumor
constituido por tejido fibroconectivo denso muy vascu-
larizado; epitelio acantético con acentuada hiperquera-

tosis (foto c) compatible con fibroqueratoma ungueal.
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CASO 2

Paciente de 62 afos de edad que acude a la consulta
por presentar lesién lineal filamentosa de 1 afio de evo-
lucion, localizada en pulgar derecho. No referia trau-
matismos previos ni dolor a la palpacién. Al examen
fisico se observa lesion filiforme hiperpigmentada,
duro- elastica al tacto que iniciaba en tercio proximal
de lecho ungueal y protruia a través de hiponiquio por
debajo de la lamina ungueal (foto d y e). A la dermatos-
copia se observa banda longitudinal de pigmentacién
homogénea de aproximadamente 1 x 6 mm por debajo
de la lamina ungueal que en la regién distal produce

despegamiento de la lamina (foto f).

COMENTARIO

El fibroqueratoma digital fue descrito por primera vez

en 1951 por Moncorps pero no fue hasta 1968 que Bart
et al, realizaron estudios retrospectivos, describiendo un
tumor fibromatoso localizado en los dedos que simulaba

cuernos cutaneos o dedos rudimentarios pero con carac-
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teristicas histopatoldgicas distintivas;>* mds adelante
Pinkus describié 28 casos en otras localizaciones como
palmas, talones y rodillas y lo denominaron fibroque-

ratoma acral para abarcar el resto de localizaciones.®

Su etiologia es ain desconocida, se ha postulado posibles
factores desencadenantes como traumatismos o micro-
traumatismos repetidos. Nemeth y Penney describen la
existencia del facto XIIIa positivo en las células dendri-
ticas de la dermis en estos tumores, este factor juega un
rol importante en la sintesis y formacion de colageno, el
mismo que podria ser activado debido a traumatismos,

lo cual desencadenaria la formacion de este tumor47

Clinicamente se caracteriza por ser una neoformacion
solitaria, exofitica e hiperqueratésica (en ocasiones hi-
perpigmentada), por lo general nodular o filiforme,
pediculada o sésil que mide menos de 1 cm, cuando se
trata de lesiones mayores a 1 cm se las considera fibro-
queratomas gigantes® Tienen una base angosta y punta
hiperqueratésica! Pueden surgir del pliegue proximal y
producir depresion de la lamina y en otras ocasiones, en
especial cuando su localizacién es subungueal, pueden
emerger de la matriz proximal o lecho ungueal y pro-
ducir cambios ungueales como surcos longuitudinales,
traquioniquia hiperqueratosis y onicolisis® Son asinto-
maticos aunque dependiendo del tamafio y localizacion
pueden realizar presion en la matriz causando dolor y

distrofia ungueal4®

Segun la localizacion anatémica, Yasuki los divide en
5 subcategorias: Ip: pliegue ungueal préximal; Im:
dermis debajo de matriz ungueal; Ib: lecho ungueal; IIp
dermis del dorso de la falange distal; y III pliegue un-
gueal lateral? Otras localizaciones como codos region
dorsal de las manos y pies pantorrillas y talones han

sido mencionadas41°

En la dermatoscopia se han descrito varios hallazgos
segin la localizacién y forma, se describen areas
blancas lechosas y homogéneas, estructuras filiformes
tipo gusano con areas eritematosas y estructuras rami-

ficas color pielo®

J. Lépez et. al.

Su diagnostico se base en la sospecha clinica con la con-
firmacién histopatolégica donde se observa una epi-
dermis hiperqueratésica con acantosis irregular acen-
tuada, redes de crestas interpapilares engrosadas y
ramificadas. El centro de la lesion esta formado por
haces de colageno denso entrelazados con capilares di-

latados y orientados en eje vertical 213

Dentro de los diagndsticos diferenciales encontramos
principalmente el tumor de Kéenen, el cual comparte ca-
racteristicas histopatoldgicas similares pero que general-
mente estd asociado a esclerosis tuberosa® y que presenta
otras caracteristicas dermatoldgicas distintivas, las cuales
debemos de investigar cuando nos encontramos frente
a este tumor. Otros diagndsticos diferenciales con enti-
dades frecuentes en zonas acrales son: verruga vulgar,
granuloma piégeno, onicomatricoma, onicopapiloma,

quiste mixoide digital, dermatofibroma entre otros®4

El tratamiento de eleccion es la escisién quirirgica, las
técnicas quirirgicas dependeran del tamaiio y de la lo-
calizaciéon¢ especialmente si se encuentran por debajo de
la ldamina ungueal, por el riesgo de ocasionar distrofias
irreversibles, en cuyo caso se debera realizar exceresis
total o parcial de la lamina ungueal para resecar com-
pletamente la lesién® Si se encuentra por encima de
la lamina, el método de eleccion es la extirpacion qui-
rirgica con colgajo en bandera que consiste en realizar
dos incisiones oblicuas en el pliegue proximal para vi-
sualizar toda la lesion y resecarla totalmente con es-
pecial cuidado de no dafiar la matriz ungueal}¢ también
se han descrito otras técnicas como el curetaje, rasurado
con fenolizacion o laser Co22# La tasa de recidiva es baja
si la exceresis es completa, siendo la zona periungueal
de los pies el area con mas reporte de recidivas debido a

extirpacién incompleta#

El fibroqueratoma subungueal pertenece a los fibroque-
ratomas digitales adquridos como parte de sus variantes
de localizacion, cuyo tratamiento de eleccion es la extir-

pacion quirdrgica completa con recidivas excepcionales.
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Subungual fibrokeratoma is a benign fibroepithelial
tumor and topographic variant of acquired digital fi-
brokeratomas. Named as such due to its common lo-

cation on fingers and less frequently on toes!

Although the etiology is unknown, its origin may be
traced to the dermal connective tissue or proximal nail
fold, probably related to triggers, such as trauma or fre-

quent microtraumas.>

It is most common in individuals between the second

and third decade of life, particularly males3+

A 56-year-old female patient, with no relevant pa-
thological history, presented with a tumor of approxi-
mately 4 years of evolution, located on the left hand’s
fourth finger. The patient did not report any history
of trauma or similar lesions on other fingers. Physical
examination revealed a firm, digitiform, keratotic, skin
colored papule measuring approximately 3 x 5 mm
in diameter, emerging from the nail bed, beyond the

hyponychium (figure a). Under clinical suspicion of di-

Subungual fibrokeratoma is a benign fibroepithelial tumor and topographic
variant of acquired digital fibrokeratomas. It is identified as a digitiform
or filiform neoformation located on the fingers and, less frequently, on the
toes; being predominant on middle-aged male adults. Although its etiology
is unknown, trauma to the lesion may be considered as a contributing factor.
Definitive diagnosis is histopathological, and complete surgical excision is the

first-line treatment. Two subungual digital fibrokeratoma cases are described.

gital fibrokeratoma, total exeresis of the lesion was per-

formed by means of a longitudinal cut of the ungual la-
minae (figure b). Histopathological examination showed
a tumor constituted by heavily vascularized, dense fi-
broconnective tissue, and acanthotic epithelium with
accentuated hyperkeratosis (figure c), compatible with

ungual fibrokeratoma.

A 62-year-old patient presented with a filamentous linear

lesion of a year evolution, located on the right thumb.
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There was not any history of trauma, nor pain from pal-
pation. Physical examination revealed a hyperpigmented,
hard elastic consistency, filiform lesion, emerging from
the proximal third of the nail bed and protruding through
the hyponychium beneath the nail plate (figures d and
e). Dermoscopy showed a homogenous pigmented lon-
gitudinal band measuring approximately 1 x 6 mm below
the nail plate, producing detachment on the plate’s distal

region (figure f).

COMMENTARY

Digital fibrokeratoma was firstly described in 1951 by
Moncorps. However, it was not until 1968 that Bart et
al. performed several retrospective studies, in which they
described a fibromatous tumor located on the fingers, si-
mulating cutaneous horns or rudimentary fingers with

distinctive histopathological features>¢ At a later stage,

Pinkus defined 28 cases in other areas, such as the palms,
heels and knees. Consequently, it was denominated acral

fibrokeratoma as to represent the rest of areas?

Centro Dermatolégico Dr. Uraga | Vol2 | N°2 2020 -013



Original Article

-014

Although the etiology is unknown, frequent trauma or
microtrauma may be considered as contributing factors.
Nemeth and Penney describe the existence of Factor
XIIla-positive dermal dendritic cells of these tumors.
This factor plays an important role in collagen synthesis
and formation, which may be activated due to trauma,

acting as a contributing factor for tumor formation4?

This tumor is clinically characterized as a solitary,
exophytic and hyperkeratotic (occasionally hyperpig-
mented) neoformation. It is generally nodular or fi-
liform, and pedunculated or sessile, measuring less
than 1 cm. Lesions greater than 1 cm are considered
as giant fibrokeratomas<® They have a narrow base and
hyperkeratotic tip! Moreover, they may surge from
the proximal nail fold and cause the laminae to be de-
pressed. In certain occasions, especially if the location
is subungual, they may emerge from the proximal
matrix or nail bed and produce changes, such as longi-
tudinal grooves, trachyonychia, hyperkeratosis and on-
ycholysis® These tumors are asymptomatic. However,
a particular size and location can put pressure on the

matrix, causing pain and nail dystrophy#*

Yasuki divides them into 5 subcategories, according to
anatomical location: Ip: proximal nail fold; Im: dermis
beneath the nail matrix; Ib: nail bed; IIp: dermis of
the dorsum of the distal phalanx; III: lateral nail fold?
Other locations, such as elbows, dorsal region of the

hands and feet, calves and heels are described 4

Dermatoscopy exposed several findings according to
location and form: homogeneous and milk-white areas,
worm-like filiform structures with erythematous areas

and skin colored branching structures.®"

Diagnosis was based on clinical suspicion and histopa-
thological confirmation,® which revealed a hyperkeratotic
epidermis with accentuated irregular acanthosis, and
thickened and branching interpapillary ridges. The center
of the lesion is formed by intertwined dense bundles of

collagen with vertically oriented, dilated capillaries>'

J. Lépez et. al.

Kdenen’s tumor is the main form to be distinguished
among differential diagnoses. Although it shares similar
histopathological features, it is commonly associated to
tuberous sclerosis® and presents other distinctive der-
matologic features, which must be researched when
treated. Other differential diagnoses with frequent en-
tities in acral zones are verruca vulgaris, pyogenic gra-
nuloma, onychomatricoma, onychopapilloma, digital

myxoid cyst, dermatofibroma, among others 2

Surgical excision is considered as the first-line
treatment. Surgical techniques are performed according
to the tumor’s size and location$ especially if found be-
neath the ungual laminae in order to avoid irreversible
dystrophies. This would require total or partial exeresis
of the ungual laminae to fully excise the lesion If the
tumor is located above the laminae, surgical excision
with banner flap would be the first-line treatment. In
this procedure, two oblique incisions are made at the
proximal nail fold in order to visualize the lesion in its
entirety and excise it, without injuring the nail matrix®
Other techniques, such as curettage, shave and pheno-
lization or CO2 laser are described® Complete exeresis
is associated to a low recurrence rate. Consequently, the
periungual area of the feet is that of the highest recu-

rrence rate due to incomplete excisions.#

Subungual fibrokeratoma is a location variant of acquired
digital fibrokeratomas. Complete surgical excision is the

first-line treatment with an exceptional recurrence rate.
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