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Though K H E  is rare, it is a tumour  that plastic surgeons 
and dermatologis ts  could wel l  encounter  in both children 
and adults. Frequently,  the presentat ion of  a vascular  
tumour  poses no diagnostic or  therapeutic problem, but a 
healthy index o f  suspicion is required with new, unusual  
or  enlarging vascular  tumours,  and there should be a low 
threshold for biopsy o f  these lesions. Knowledge  o f  K H E  
and its associated complicat ions  should lead to a prompt  
diagnosis and early initiation o f  treatment,  which  may  
reduce residual tumour  and sequelae. 5 
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Subungual melanoma in situ: two independent streaks in one nail bed 

J. H. W. Clarkson,  R. M. R. McAll is ter ,  S. H. Cliff* and B. Powel l  

Plastic Surgical Unit, St Georges Hospital London; and *East Surrey Hospital UK 

SUMMARY. We report  an unusual  case o f  two nai l -bed streaks under  one nail, reveal ing  m e l a n o m a  in situ affect ing 
the nail  bed and plate, but not  the nail  fold. This unusual  mode  of  presentat ion together  wi th  the absence o f  any nail-  
fold invo lvement  has not  been reported previously.  We highl ight  the need for early h is to logica l  assessment  o f  nai l -bed 
lesions and discuss subungual  melanoma.  �9 2002 The  Brit ish Associa t ion  o f  Plastic Surgeons  

Case report  

We report an unusual case of two independent melanocytic 
streaks discovered under the left thumbnail of a 35-year-old 
Caucasian male. Both transpired to be melanoma in situ. 

The patient presented with a history of two brown streaks 
running down the nail of his left thumb. He had noticed the first 

3 years before, and it was joined by the second after about a 
year. Initially it was diagnosed by his General Practitioner as 
a fungal lesion and treated accordingly. The streaks gradually 
became increasingly pigmented, leading him to present to a 
dermatology clinic in some concern. 

On examination, two distinct parallel pigmented streaks were 
observed, running the full length of the nail bed, extending 
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Figure 3--The nail bed was excised down to bone. 

Figure 1--Two independent nail-bed streaks. 

Figure 2--The biopsy sites from the nail bed and nail fold. 

underneath the nail fold (Fig. 1). There were no associated cuta- 
neous melanotic lesions on the nail fold or on the dorsal surface 
of the left thumb. Examination of local lymph node basins was 
negative. He had no previous history of malignant melanoma. 

Biopsies were taken from the nail bed, the nail-plate streaks 
and their origins in the nail-bed matrix (Fig. 2). The histology 
revealed melanoma in situ from both streaks on the nail plate as 
well as in the nail bed. The nail-matrix biopsies were both nega- 
tive, indicating that the pathology was in the nail bed. 

The patient was referred to the Plastic Surgery unit at 
St George's Hospital, and further excision biopsy was performed. 
The nail bed was excised down to bone and reconstructed in a 
two-stage procedure using a reverse cross-finger flap from the 
middle finger at the level of the middle phalanx (Figs 3 and 4). 
Histopathological analysis confirmed clearance of the lesion, and 
the wound has now fully healed after division of the flap (Fig. 5). 

Discussion 

Malignant melanoma in the nail bed is uncommon, 
reported at a rate of 2.6% of all malignant melanomasJ 
This incidence is strikingly raised in the Japanese popu- 
lation, and has been reported to be as high as 27% (seven 
out of 24 cases) 2 including melanoma in situ. In a 
retrospective analysis of  93 patients with melanoma, 
American Afro-Caribbeans were found to have 12% of the 
subungual melanomas, compared with only 1% of the 
total cutaneous melanomas in other regions, 3 suggesting 
subungual melanoma to be 12 times more common than 
cutaneous melanoma in this population. 

The discovery of  a pigmented nail streak in association 
with melanoma in situ is described in a series of four 
cases. 2 The authors described rapid growth and diffuse 
melanosis of  the nail, in sharp contrast to our own case of 
two distinct well-defined streaks. 

We would like to stress the unusual occurrence of  two 
independent melanotic streaks appearing under one nail 
bed, and point out that there is usually only one continu- 
ous streak. To our knowledge, no previous case has been 
reported involving this mode of  presentation. It is also 
highly unusual for melanoma in situ to affect the nail 
plate but not the nail-bed matrix, from where it arises. 
Lesions of  this nature nearly always arise from the nail- 
bed matrix. The diagnosis is characteristically delayed as 
the cause is presumed to be traumatic; indeed, local 
trauma is frequently seen in association, possibly draw- 
ing the attention of  the patient to the lesion. 1 

It is well known that the incidence of  malignant 
melanoma is rising, and that the prognosis in advanced 
disease is poor. Subunguai melanoma is rare; it is fre- 
quently misdiagnosed or the diagnosis is delayedJ ,3 One 
published analysis of  risk factors suggests (in addition to 
clinical staging and Clark's levels) that Afro-Caribbean 
race and the presence of  ulceration are associated with a 
poor prognosis in this condition. 3 This analysis also 
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fai led to show any signif icant  prognost ic  contr ibut ion o f  
Bres low level,  site, h is to logical  type or  gender. 

This  unusual  presentat ion highl ights  the need for  early 
b iopsy o f  suspicious subungual  lesions. 
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Figure 4--(A,B) A reverse cross-finger flap from the middle finger was 
used for the reconstruction. 

Figure 5--Fully healed wound after division of the flap. 


