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Introduction 

Malignant melanoma (MM) is one of the most deadly cancers[1]. Al-
though the disease accounts for only about 4% of skin cancer related 
cases, it is responsible for about 79% of skin cancer deaths[2]. Early 
diagnosis of MM is, therefore, essential for appropriate treatment 
decision and, in turn, may give patients the best chance for prolonged 
survival[3-5]. About 6% to 8% of malignant melanomas lack typical 
pigmentation and tend to be managed as benign lesions, making ac-
curate early diagnosis difficult[6]. Though subungual MM is rare, 
representing between 0.7% to 3.5% of all malignant melanomas in 
the general population[7], delays in diagnosis and misdiagnosis result 
in a poorer prognosis than MM at other sites[8]. We report a case of 
amelanotic subungual melanoma with distant lymph nodes metastasis 
which mimicked hemangioma. The clinical features and differential 
diagnosis should alert both dermatologists and other physicians to 
this infrequently seen malignancy.

Case Report

A 29 year-old female patient was admitted to the clinic, complain-
ing of a pink mass on her left thumbnail bed for one and a half years. 
According to her medical history, 2 years previously, the patient had 
a minor injury to her left thumb while sewing at work in the factory. 
Subsequently, the patient presented with a rough, thickened and de-
formed left thumbnail plate. A diagnosis of onychomycosis was made 
by her fi rst physician, and she was treated by surgical excision of the 
nail plate. Approximately 6 months later, the patient noted that the 
new nail plate had spontaneously become distorted and raised on one 
side. During the intervening few months, the nail plate became more 
raised, and a mass was found underneath it. The mass had increased 
progressively in size, and was subject to episodic bleeding follow-
ing minor trauma as well as poor healing. At that time, the patient 
was seen and treated by a second doctor who removed the damaged 
nail plate and the mass.  The patient was given a diagnosis of heman-
gioma, although routine histological examination was not performed. 
However, 7 months following this resection, the tumor regenerated. 
The patient reported that there was no signifi cant change regarding 
color of the nail plate, the skin around the nail and the mass beneath 
the nail plate since the beginning of her disease, and she denied any 
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associated pain. Her own past medical history and her 
family history were unremarkable.
    Physical examination showed a pink-tan mass un-
der the distorted and partial destructed nail plate of her 
left thumb. The mass was 1.5 cm × 1.5 cm × 1.3 cm in 
size, with a relatively smooth yet friable surface, which 
caused the formation of a superfi cial crust. No signifi -
cant pigmentation in association with the nail plate and 
the mass was found. Telangiectasia could be observed 
through the nail plate (Fig.1). Regional lymphadenec-
tasis was absent, but an egg-sized enlarged superficial 
lymph node was palpated in the patient’s left axilla. 
Systemic examination and routine investigation includ-
ing CBC, urinalysis, BSL, EKG, X-ray of the chest 
and hands, abdominal ultrasound, serum tumor mark-
ers AFP, CEA, CA125, CA199 were all within normal 
limits. Molybdenum target radiography of the breast 
revealed a 3.5 cm × 3.0 cm × 2.5 cm swollen lymph 
node in the left axilla. Based on the clinical appearance, 
a diagnosis of amelanotic malignant melanoma (AMM) 
was suspected. An incisional biopsy was performed, and 
the histopathologic findings were consistent with ma-
lignant melanoma. The tumor was composed of nests of 
markedly atypical epithelioid melanocytic melanocytes, 
oval to spindle in shape and having pleomorphic nuclei 
and large nucleoli. Melanin pigment was absent (Fig.2). 
Positive staining for vimentin and HMB-45 (Fig.3) on 
immunohistochemical analysis confi rmed the diagnosis 
of AMM. Extensive lymphadenectomy of the left axilla 
and dactylolysis were performed by the general surgery 
department. By gross examination, greater than 4 lymph 
nodes showed involvement; the largest was 3.0 cm × 
3.0 cm × 3.0 cm in size. Pathologic examination of the 
enlarged lymph node was consistent with metastatic ma-
lignant melanoma. The patient was referred to the oncol-
ogy department for biotherapy, and in 18-month follow 
up, there were no signs of recurrence or metastasis. 

Fig.1. The tumor was 1.5 cm × 1.5 cm × 1.3 cm in size, with a 
relatively smooth surface and a superfi cial crust at the top of the 
thumb.

Fig.2. The tumor was composed of nests of markedly atypical epi-
thelioid melanocytic melanocytes, oval to spindle in shape, with 
pleomorphic nuclei and large nucleoli. Melanin pigment was ab-
sent (H&E × 400). 

Fig.3. Positive immunohistochemistry stain for HMB45 (SP × 400).

Discussion

MM accounts for 1%-3% of all malignancies and 
1%-2% of all cancer deaths with an increasing incidence 
worldwide[9,10]. AMM is a subtype of MM with little or 
no pigment on visual inspection[8,11]. Although AMM is 
rare, it is one of the easiest subtypes to misdiagnose[12]. 
This neoplasm may mimic benign and malignant vari-
ants of both melanocytic and nonmelanocytic lesions. 
The atypical appearance of AMM often leads to diag-
nostic delay which is further detrimental to an already 
poor prognosis. AMM usually presents as a vascular 
tumor or as an ulcerated nodule which fails to heal. The 
differential diagnosis usually includes BCC, Bowen’
s disease, keratoacanthoma, hemangioma, dermatofi-
broma, actinic keratosis, or pyogenic granuloma. In the 
case presented, the mass was misdiagnosed as a heman-
gioma. In comparison with hemangioma, the surface of 
AMM tends to have a dull red hue and has less bleed-
ing. Pathologic findings are useful in the differential 
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diagnosis. However, the treatment of AMM and heman-
gioma differs dramatically, and diagnostic delay alters 
the prognosis for any patient with MM. For our patient, 
because the original resection specimen was not sent 
for histologic examination, the true nature of the tumor 
was not initially suspected by the second treating physi-
cian, and the correct diagnosis was delayed. MM grows 
rapidly and is prone to metastasis at an early stage of 
disease. Metastasis is not limited to regional lymph 
nodes, but also occurs in the gastrointestinal tract, the 
lungs, the brain, the paratesticular, the bone marrow and 
virtually any other site that can be seeded by the hema-
togenous route[13-18]. The overall prognosis for patients 
with metastatic MM remains poor. The present patient 
had more than 4 axillary lymph nodes with involvement. 
After extensive lymphadenectomy of her left axilla and 
dactylolysis, she received biotherapy. Though the patient 
was alive and well without evidence of recurrence or 
metastasis in 18-month follow up, the 5-year survival is 
still uncertain. As it is widely accepted that prognosis of 
MM is related to early diagnosis and effective treatment, 
any persistent nail bed lesion should be biopsied to ex-
clude the possibility of MM. In conclusion, as AMM is 
a great masquerader, this case, once again, illustrates the 
importance of routine histologic examination of every 
nodular acral tumor. At the same time, while MM not 
only presents to dermatologists, but to other physician 
specialties as well, the clinical features and differential 
diagnosis should serve as an alert to all.
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