CAZURI CLINICE

CLINICAL CASES
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Rezumat

Melanomul  subunghial este o tumord rard,
reprezentand intre 0,7 % si 3,5 % dintre cazurile de
melanom in cadrul populatiei caucaziene. In 20-30% din
cazuri melanomul subunghial este acromic; lipsa
pigmentului melanic ingreuneaza mult diagnosticul si, in
consecintd, poate afecta prognosticul. De asemenea,
localizarea particulard pune si probleme deosebite de
abordare terapeutica.

Prezentim cazul unui pacient cu modificdri la nivelul
unghiei policelui drept care s-a prezentat intr-un serviciu
de chirurgie. Deoarece ulceratia rezultatd dupd evulsia
unghiei persistd, este indrumat pentru biopsie in clinica
noastrd. Examenele histo-patologic si imuno-histo-chimic
orienteazd spre diagnosticul de melanom acromic
subunghial. Ulterior, pacientul este indrumat in serviciul
de oncologie pentru investigatii si precizarea conduitei
terapeutice ulterioare.
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Summary

Subungual melanoma is a rare tumor, representing
0.7% to 3.5% of melanoma cases among Caucasian
population. In 20-30% of cases, subungual melanoma is
amelanotic; the lack of melanic pigment hinders the
diagnosis and, consequently, may affect the prognosis; also,
the particular localization rises distinct problems regarding
the therapeutically approach.

We report the case of a patient with changes of the
right thumb’s nail who presented in a surgical department.
Because the persistence of ulceration resulting after nail
evulsion persists, the patient was referred for biopsy in our
clinic. Histo-pathological and imuno-histo-chemical
examinations orientates towards subungual amelanotic
melanoma diagnosis. Subsequently, the patient was referred
to the oncology service for investigations and subsequent
therapeutic conduct.
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Prezentare de caz

Prezentdm cazul unui pacient in varsta de 79
de ani, fara APP semnificative, care s-a prezentat
intr-un serviciu de chirurgie, pentru modificari
ale unghiei policelui drept care evoluau de
aproximativ trei luni. Unghia era ingrosata, de
culoare alb-gélbuie, friabild si fisuratd. Nu exista
istoric de leziuni traumatice la acest nivel. S-a

Case presentation

We present the case of a 79 years old patient,
without significant APP, who presented in a
surgical department for right thumb nail
alteration which had been evolving for about
three months. The nail was thickened, yellowish-
white, friable and fissured, without a history of
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efectuat evulsia unghiei si, deoarece la doud luni
dupéd interventia chirurgicald ulceratia restanta
nu avea tendintd spre reepitelizare, pacientul este
indrumat in clinica noastrd pentru biopsierea
leziunii.

La examenul clinic s-a evidentiat, la nivelul
falangei distale a policelui drept, o formatiune
tumorala cu dimensiunile de aproximativ 1.5 x
1.5 cm, infiltrativd, situatd inclusiv subunghial,
cu suprafata neregulatd, ulcerata, séngeréndé,
insotitd de modificari ale lamei unghiale (fig. 1).
Masa tumorald a crescut rapid in dimensiuni (fig.
2 — tumora dupd o sdptdmand). Nu s-au decelat
adenopatii loco-regionale. Pacientul nu prezenta
semne si simptome de afectare sistemica.
Investigatiile de laborator uzuale au fost in limite
normale.

La examenul dermatoscopic s-a remarcat
prezenta unor zone de culoare roz-albicioasa,
elemente vasculare atipice, distribuite asimetric
la nivelul leziunii, si o zona ulceratd, acoperita de
o crustd hematica.

S-a efectuat biopsia incizionala a formatiunii
tumorale. Examenul histo-patologic a evidentiat
prezenta unor celule mari, fusiforme, cu nuclei
pleomorfi, intens tahicromi, cu nucleoli
proeminenti si un indice mitotic relativ crescut (5
mitoze/mm?); central, fragmentul prezintd o
zond intinsa de ulceratie, cu necrozd, tesut de
granulatie si vase de neoformatie (fig. 3 si 4).
Examenul imuno-histo-chimic a evidentiat
prezenta Melan A; Ki67 a fost pozitiva in 25-30%

Figura 1. Melanom subunghial. Aspect clinic inifial
Figure 1. Subungual melanoma. Clinically aspect
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traumatic injuries at this level. The evulsion of
the nail had been performed, and since, for two
months after, the residual ulceration had no
tendency toward re-epithelialization, the patient
was referred towards our clinic for biopsy.

The clinical examination highlighted, at the
distal phalange of the right thumb a tumor of
approximately 1.5 x 1.5 cm, infiltrated, located
also subungual with irregular surface, ulcers,
bleeding, accompanied by changes of nail blade
(fig.1). The tumoral mass rapidly increased in
sizes (fig. 2. Tumor after a week). The patient
does not present signs and symptoms of systemic
damage; usual lab investigations were normal.

Dermatoscopic exam has noted the presence
of some pink-white areas, atypical vascular
element, asymmetrically distributed within the
lesion and ulcerative area covered by a haematic
crust.

Incisional biopsy of the tumor was per-
formed. Histo-pathological exam emphasized the
presence of large, fusiform cells with pleo-
morphic and intense tahicromatic nuclei with
prominent nucleoli and relatively high mitotic
index (5 mitosis/mm?); the central fragment
presents a large ulceration area with necrosis,
granulation tissue and neo-vessels (figs. 3 and 4).
Immuno-histo-chemical exam revealed the
presence of Melan A; Ki67-was positive in
25-30% of the tumor cells. These data

Figura 2. Melanom subunghial. Aspect clinic dupd o
stptamand
Figure 2. Subungual melanoma. Clinically after a week
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Fiqura 3. Melanom subunghial. Aspect histopatologic
Figqure 3. Subungual melanoma. Histopathological aspect

dintre celulele tumorale. Aceste date sustin
diagnosticul de melanom acromic subunghial.

Ulterior pacientul a fost indrumat in serviciul
de oncologie pentru evaluare si stabilirea
conduitei terapeutice ulterioare.

Discutii

Melanomul subunghial reprezinta intre 0,7 si
3,5% din cazurile de melanom in cadrul
populatiei caucaziene si 60-75% din cazurile de
melanom acral. A fost descris initial de catre
Boyer 1n 1834 [7] si de Demargnay and Monod in
1855. Ulterior, in 1886, Hutchinson a ficut o
descriere amanuntitd, descriindu-1 ca “panaritiu
melanic”, afectiune malignd rard a patului
unghial si manifestare a unui “sarcom melano-
citar” [23]. Este intalnit mai frecvent la varstnici
(mai ales in decadele 6 si 7) si populatia non-
caucaziana [9,31]. Astfel, melanomul acromic
reprezintd la negri 15-20% din melanoame, 16%
la mexicani, 10-30% la japonezi, 17% la chinezi si
33% la nativii americani [21,22,26]; totusi, tinand
cont de faptul cd melanomul este mai putin
frecvent la afro-americani [9], numaérul absolut al
melanoamelor subunghiale nu diferd intre rase,
situdndu-se la o incidenta anuala de 0.1 1a 100.000
de locuitori [20]. Cazurile de melanom sub-
unghial la copii au fost raportate foarte rar in
literatura. In peste 90% din cazuri se localizeaza
la nivelul policelui sau al halucelui [34].

Fiqura 4. Melanom subunghial. Aspect histopatologic;
detaliu.
Figure 4. Subungual melanoma. Histopathological
appearance; detail.

support the subungual amelanotic melanoma
diagnosis.

There after the patient was referred to
oncology service for further investigations and to
establish the therapeutic conduct.

Discussions

Subungual melanoma represents between 0.7
to 3.5% of all melanoma cases in the Caucasian
population, and 60 to 75% of acral melanomas. It
was Boyer who first described it in 1843 [7] and
Demargnay and Monod in 1855. Later, in 1886
Hutchinson did a detailed description by
describing it as a “melanin panaritium”, rare nail
bad malignancy and express of a “melanotic
sarcoma” [23]. It is encountered more commonly
in the elderly people (mostly in 6 and 7 decades)
and non-Caucasians [9,31]. Thus, amelanotic
melanoma represents 15-20% of black popu-
lation’s melanomas, 16% of Mexicans, 10-30% in
Japanese, 17% in Chinese and 33% of Native
Americans . Yet bearing in mind that melanoma
is uncommon in African Americans [9] the
absolute number of subungual melanomas does
not differ between races, standing at an annual
incidence of 0,1 per 100,000 people [20].
Subungual melanoma cases in pediatric
have been rarely reported in the literature. In 90%
of cases it is localized on the hallux or
thumb [3,4].
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Melanomul subunghial, variantd a melano-
mului acral lentiginos, isi are originea in matricea
unghiald sau tegumentele periunghiale. Unii
autori prefera termenul de melanom unghial
[5,35].

In majoritatea cazurilor melanomul sub-
unghial este asimptomatic. Clinic, melanomul
subunghial se prezintd ca o bandd pigmentara
longitudinald, brun-negricioasd, asociatd cu
hiperpigmentarea repliului unghial (semnul
Hutchinson, caracteristic melanomului sub-
unghial) [6,23]. Leziunile sunt invariabil insotite
de ulceratia patului unghial si distrofia unghiala.
Semnul Hutchinson nu diferentiaza intotdeauna
melanomul unghial de alte patologii melano-
citare benigne si nici de tumorile non-melano-
citare unghiale, care pot produce un aspect clinic
similar, descris ca pseudo-semnul Hutchinson
[15]. In unele cazuri, melanomul unghial poate
avea neuro- si/sau osteotropism.

Insd, in 20-30% din cazuri, melanomul
subunghial este acromic (in celelalte localizdri,
forma acromicd reprezinta aproximativ 2-8% din
cazurile de melanom) [3,15]. Absenta pig-
mentului melanic Ingreuneaza mult diagnosticul;
astfel, se apreciaza cd pana la 85% din cazuri nu
pot fi diagnosticate corect in momentul pre-
zentdrii initiale, mai ales atunci cand medicii nu
sunt dermatologi. Pacientii se prezintd de obicei,
cu o leziune asimptomatica, cu aspect nodular,
ulceratd sau vasculara, eventual insotita de
cdderea unghiei; tumora este evidentiatd de
multe ori In urma unui traumatism al patului
unghial [4,10,17]. Un alt aspect clinic este
reprezentat de ulceratia patului unghial. Spre
deosebire de alte localizari, nu a fost evidentiata
o relatie cauzald cu expunerea la ultraviolete;
totusi, unii autori considera ca ultravioletele pot
traversa unghia si cd lama unghiald poate juca
rolul de lentild care focalizeazd radiatiile
ultraviolete [18,19]. Relatia cu traumatismele
locale, frecvent asociate, nu este precizatd; se pare
totusi cd nu existd o relatie cauzald, trauma-
tismele relevdnd mai degraba prezenta unui
melanom acromic subunghial [30].

Deoarece aspectul clinic al melanomului
acromic subunghial poate fi similar cu al altor
leziuni ale patului unghial, cum ar fi paronichia
cronicd, trebuie sd existe un grad ridicat de
suspiciune, fiindca un diagnostic precoce este
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Subungual melanoma, variation of acral
lentigines melanoma, originates in the nail’s
matrix or periunghiale skin’s, this is the reason
why some authors prefer the term “nail
melanoma” [5,35].

Mostly, subungual melanoma is asympto-
matic. Clinically, the melanoma presents itself as
a pigmentary longitudinal blackish-brown
subungual band, associated with hyper-
pigmentation of the nail fold (Huntchinson’ sign,
characteristic of subungual melanoma) [6,23].
Lesions are invariably accompanied by ulceration
of the nail bed and nail dystrophy. Huntchinson’
sign do not always distinguish the melanoma
from other benign melanocytic pathologies or
non-melanocytic tumors which may produce a
similar clinical aspect, described as the pseudo-
Huntchinson’ sign [15]. In certain cases, nail
melanoma may have neuro- and/or ostotropism.

In 20-30% of cases, the subungual melanoma
is amelanotic (in other areas the achromic form
represent around 2 to 8% of melanoma cases)
[3,15]. The absence of melanic pigment hinders
the diagnosis, so it is assessed that up to 85% of
cases may not be diagnosed justly at the moment
of primary presentation, especially when
physicians are not dermatologist. Patients
usually present with an asymptomatic lesion,
with nodular, ulcerated or vascular character,
possibly accompanied by the nail’s destruction.
The tumor is frequently highlighted following an
injury of the nail bed [4,10,17]. A further clinical
aspect is the ulceration of the nail’s bed. Unlike
other sites, there was no evidence of a connection
with UV exposure; however some authors
consider that UV can cross the nail and the nail
blade may act as a lens focusing the UV radiation
[18,19]. The relationship with local trauma, often
associated, is not demonstrated; however, it
seems, there is no connection at all, trauma rather
revealing the presence of a subungual amelanotic
melanoma [30].

Because subungual amelanotic melanoma’s
clinical appearance can be similar to other
damage of the nail bed, such as chronic
paronychia, there must be a high degree of
suspicion, since the precocious diagnosis is




esential pentru un prognostic favorabil [24].
Anamneza si un examen clinic riguroase,
impreund cu examenul histo-patologic sunt
esentiale pentru diagnosticul precoce.

Din punct de vedere dermatoscopic, melano-
mului acromic subunghial ii lipsesc majoritatea
criteriilor legate de pigmentatie; totusi, uneori la
dermatoscopie se mai pot observa resturi de
pigmentatie [36]. De aceea, frecvent diagnosticul
se stabileste pe baza modificarilor structurilor
vasculare. Astfel, pot fi evidentiate zone sau
globule roz-lactescente [13] (95% din cazuri), mai
mult de o nuanta de roz, vase punctiforme (43%),
“In ac de par” (41%), liniare neregulate (49%), “In
tirbuson” sau combinatii ale acestora; aceste
aspecte sunt Iintalnite in 29,5% dintre melanoame,
avand o specificitate de 84,7% pentru melanomul
acromic [12,36]. Prezenta modificarilor vasculare,
mai ales atunci cand sunt distribuite central sau
neregulat, trebuie sd atragd atentia asupra unui
posibil melanom acromic subunghial [29].

Clinic, diagnosticul diferential se face cu
granulomul piogenic, hematomul subunghial,
carcinomul spinocelular, exostoza subunghiald,
angioame, tumora glomicd, verucile peri- sau
subunghiale, paronichia cronica etc. [24].

Granulomul piogenic sau telangiectatic este
entitate benignd, frecvent intdlnita in practica
dermatologica, prezentdndu-se ca o masa
nodulard, vasculard, distribuitd cu precadere pe
degete, ce apare de obicei post-traumatic,
sangereaza usor si se poate remite spontan in
timp [33]. Tratamentul de electie este reprezentat
de excizia chirurgicald cu examenul histo-
patologic al piesei, acesta din urma fiind necesar
pentru a nu trece cu vederea un melanom
acromic sau un carcinom spinocelular care pot
avea aspecte clinice similare [18,19]. De aceea in
situatiile in care excizia chirurgicala nu este
practicatd, se recomada biopsierea si examenul
histo-patologic pentru orice leziune care nu se
remite In interval de 2 luni, care sdngereaza sau al
cdrui diagnostic ramane incert [27].

Hematoamele subunghiale sunt in general
cauzate de traumatisme. Presiunea generatd de
acumularea de sange in spatiul dintre patul
unghial si unghie, provoacd de obicei o durere
intensa [24].

Exostoza subunghiald este o tumord osoasd
benignd, situatd mai ales pe ultima falangd a
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essential for a favorable prognosis [24].
Anamnesis and solid physical exam, with the
histopathological exam are fundamental for early
diagnosis.

On dermatoscopic exam, subungual ame-
lanotic melanoma lacks most of the criteria
related to pigmentation; yet sometimes dermato-
scopy can also remark debris of pigmentation
[36]. Therefore, diagnosis is often determined by
changes in vascular design; thereby can be
highlighted pink-white colored areas or globules
[13] (95% of cases), pinkish vessels dots (43%),
“hairpin” (41%), linear shapes (49%), “the cork-
screw”, or thereof combinations; such matters are
encountered in 29.5% of melanomas with a
specificity of 84.7% for the amelanotic melanoma
[12,36]. Presence of vascular changes, particularly
when are centrally and irregularly distributed,
must draws attention to a potential subungual
amelanotic melanoma [29].

The clinical differential diagnosis is made
with pyogenic granuloma, subungual hematoma,
squamos cell carcinoma, subungual exostosis,
angioma, glomic tumor, peri-/subungual warts
and chronic paronychia, etc. [24].

Pyogenic or telangiectatic granuloma is a benign
entity, commonly in dermatology, exhibit as a
vascular, nodular mass, spread mainly on the
fingers, which usually occurs post-traumatic,
easily bleeds and may spontaneously disappear
in time [33]. The first choice treatment is surgical
excision followed by histopathological exam, the
later is necessary in order to not overlook an
amelanotic melanoma or squamos cell carcinoma
that may have similar clinical facet [18,19].
Consequently, when surgical excision is not
performed, biopsy sampling with histopatho-
logical exam is advised for any lesion that is not
resolved within two months or bleeding lesions
or those whose diagnosis remains doubtful [27].

Subungual hematomas are typically caused by
trauma. The pressure engendered by the blood
gathering in the area between the nail bed and
the nail plate, usually entails intense ache [24].

Subungual exostosis a benign bone tumor,
located mostly on the last joint of the hallux; it
bulges the fingernail that becomes highly painful
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halucelui; ea bombeaza unghia, care devine
foarte dureroasa la mers sau traumatisme.
Tratamentul constd in indepartarea chirurgicald a
formatiunii [25].

Verucile perifsubunghiale sunt leziuni bine
delimitate, cu suprafata keratozicd, de culoarea
pielii, izolate sau grupate, In numadr variabil
[24,33]. Localizarile periunghiale si subunghiale
sunt dureroase si pot determina modificdri ale
unghiilor; 65% pot regresa spontan.

Din punct de vedere histo-patologic, mela-
nomul acromic subunghial este complet lipsit de
pigment [28]. Uneori pot fi observate tipurile
histo-patologice ale melanomului, dar si aspecte
similare cu cele din carcinoame sau sarcoame
[28,33]. De aceea, pentru precizarea diagnosti-
cului este necesara utilizarea examenului imuno-
histo-chimic in care pot fi evidentiati markeri
melanocitari ca proteina S-100, Melan-A sau
HMB-45 [14].

Tratamentul de electie al melanomului
acromic subunghial este reprezentat de
amputatia falangei afectate [16,26]. In plus,
pacientii vor fi supusi unor serii de examinari
imagistice, ce includ radiografii standard, CT
axial, RMN, scintigrafie osoasd etc., pentru a
evidentia eventualele metastaze [3,6,11].
Managementul leziunilor precoce se poate
realiza, dacd este posibil, prin excizie chirurgicala
si grefd, respectand o margine de siguranta
oncologicd de 0,5-1 cm, In scopul diminudrii
riscului de recidiva locald [27]. Deoarece este
foarte probabil sd existe metastaze in tranzit sau
satelite la nivelul tegumentelor ce Inconjoara
unghia, marginile de sigurantd sunt greu de
obtinut fira amputarea partiald a degetului
afectat; pentru mentinerea functionalitdtii, se
poate realiza transplant de police sau haluce la
nivelul bontului [16,27]. Atunci cand nu este
posibild interventia chirurgicald, trebuie luat in
considerare un tratament alternativ (imuno-
modulatoare, chimioterapice etc.) [6, 27].
Deoarece metastazarea in melanom se produce in
cea mai mare parte din cazuri (aproximativ 80%)
pe cale limfaticd, prin penetrarea vaselor
limfatice si neoangiogeneza limfatica, evaluarea
statusului ganglionar trebuie consideratd ca
metodd standard de investigatie. Prezenta
adenopatiei ganglionare impune evidarea
ganglionard. In cazul evidentierii metastazelor se
asociazd chimioterapia [15]. Post-operator este
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towards walking or trauma. Treatment consists in
surgical departure of the formation [25].

Perifsubungual warts are well defined lesions
with keratosis surface, skin-coloured, isolated or
grouped in variable number [24,33]. Periungual
and subungual localizations are distressing and
can lead to nail deformities, 65% may
spontaneously regress.

In histo-pathological terms, subungual
amelanotic melanoma is completely devoid of
pigment [28]. Sometimes may be observed other
histopathological types of melanoma, as well as
similar aspects to those of carcinomas or
sarcomas [28,33]. Therefore the diagnosis
requires the use of immune-histo-chemical exam
which can highlight melanocytic markers like S-
100 protein, Melan-A or HMB-45 [14].

The treatment of choice of amelanotic
subungual melanoma is the amputation of
affected phalanx [16,26]. Moreover, patients will
undergo a series of imaging examinations, which
include plain radiographs, CT axial, MRI, bone
scan, etc., for evidence of metastases [3,6,11].
Early lesions management can be done, if
possible, by surgical excision and graft respecting
a safety oncologically margin of 0.5-1 cm, in order
to diminish the risk of local recurrence [27]. Since
it is highly likely to occur transit or satellite
metastases at surrounding the nail skin level,
safety margins are difficult to achieve without
partial amputation of the affected finger; in order
to maintain the functionality may be performed
the police or toe transplants to the stump [16,27].
When surgery is not feasible, should be
considered alternative treatment (immune-
modulators, chemotherapy, etc.) [6,27]. Because
metastasis of melanoma occurs lymphatic in
most of the cases (80%), by penetrating the
lymphatic vessels and lymphatic neo-angio-
genesis, nodes status assessing must be regarded
as a standard mean of investigation. The presence
of lymphadenopathy requires node dissection. If
metastases are proven, chemotherapy is also
associated [15]. Periodic postoperative follow up
is required (clinical, PET-CT, etc.) [31].

The most important criterion is AJCC
stadialization (American Joint Comitte on




necesard urmadrirea periodica (clinic, PET-CT etc.)
a pacientilor [31].

Cel mai important criteriu de prognostic este
stadializarea AJCC (American Joint Comittee on
Cancer) [1,2]. De asemenea, alti factori de
prognostic ca indicele Breslow, nivelul de invazie
Clark [32], prezenta ulceratiilor si/sau a
adenopatiei loco-regionale, sexul masculin, ame-
lanoza, afectarea osoasa, infiltrarea limfocitelor in
tumord, rata mitoticd, stadiul tumorii in mo-
mentul diagnosticului si tratamentului influen-
teazd supravietuirea pacientului [34]. De
exemplu, un indice Breslow mai mic de 1 mm se
coreleazd cu o supravietuire la 10 ani de 92%, iar
un indice de 4 mm cu o supravietuire la 10 ani de
50% [8]. Rata de supravietuire a pacientilor cu
melanom acromic subunghial este semnificativ
mai redusé fata de cea din alte forme de melanom
(la 5 ani este de 10-30% fata de 80%), aspect ce se
datoreazd probabil subdiagnosticdrii sau
diagnosticarii in stadii avansate [20].

Concluzii

Desi melanomul acromic subunghial este o
forma rard de melanom, trebuie avut in vedere in
diagnosticul diferential al tumorilor subunghiale.

Din cauza lipsei de pigment melanic, cele mai
multe cazuri sunt diagnosticate eronat. In fazele
incipiente aspectul clinic preteaza la confuzii,
fapt ce intarzie interventia terapeuticd optimé si
diminud sansele de supravietuire ale pacientului.

Diagnosticul precoce este important pentru
obtinerea unui rezultat terapeutic optim. Este
recomandatd realizarea de biopsii de la nivelul
leziunilor suspecte, mai ales in cazul in care o
leziune este recidivantd sau nu rdaspunde la
tratament.

Tratamentul de electie este cel chirurgical,
fiind reprezentat de amputarea degetului afectat,
iar consultul oncologic pentru evaluarea statu-
sului ganglionilor limfatici stabilirea conduitei
terapeutice ulterioare este considerat standard.
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Cancer) [1,2]. Also, other prognostic factors as the
Breslow index, the Clark invasion level [32], the
subsistence of ulcers and/or loco-regional adeno-
pathy, male gender, lack of melanic pigment,
bone impairment, lymphocytes infiltration into
the tumor, the mitotic rate, the tumor stage at the
time of diagnosis and treatment influences the
patient survival rate [34]. For instance, less than 1
mm Breslow index is correlates with a 10 year
survival of 92% ant the 4 mm index with a 10 year
survival of 50% [8]. The survival rate of patients
with subungual amelanotic melanoma is
significantly lower comparing other types of
melanoma (10-30% 5 year survival compared to
80%), probably due to overdue diagnosis, in
advanced melanoma stages [20].

Conclusions

Although amelanotic subungual melanoma is
a rare form of melanoma, it shout be considered
in the differential diagnosis of subungual tumors

Due to lack of melanin pigment, most cases
are erroneously diagnosed. In the early stages,
the clinical appearance lends itself to confusion,
which delays the optimal therapeutic inter-
vention and mitigate the patient’s survival
chances.

Early diagnosis is important for attaining the
optimal therapeutic effect. It is recommended to
perform biopsy of suspicious lesions, markedly
when the lesion is recurrent or does not respond
to treatment.

The treatment of choice is surgical, signifying
the amputation of the affected finger, and the
oncological consult, for assessing lymph node
status, setting subsequent therapeutic conduct, is
considered standard.
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