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Case Report

A novel dermoscopic feature in traumatic onycholysis
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ABSTRACT
Dermoscopy has certainly had a profound impact on the clinical diagnosis and management of both pigmented and
nonpigmented skin lesions. Over the years, there has been much emphasis on the use of dermoscopy for the diagnosis
of onychopathies. Traumatic onycholysis has been considered as one of the most common onychopathies. Although
history and clinical examination remain the most crucial steps, dermoscopy apppears to be a rapid and effective tool in
establishing the diagnosis of traumatic onycholysis. Here, we present two cases of traumatic onycholysis with classical
and novel dermoscopic findings.
Keywords: Trauma; Onycholysis; Dermoscopy

INTRODUCTION
The nail plays an essential role in appearance. Moreover,
the nail provides a barrier and protects the distal
phalanx [1,2]. Traumatic nail diseases are a common
group of nail disorders. Among them traumatic
onycholysis is one of the mostly encountered one,
which has been defined as the traumatic separation
of the nail plate from the nail bed due to disruption
of the onychodermal band [1,3,4]. Although history
and clinical examination remain fundamental steps,
dermoscopy has offered a new approach in the diagnosis
of traumatic onycholysis [5-7]. Here, we present two
cases of traumatic onycholysis with classical and novel
dermoscopic features.
Case 1
A 19-year-old woman came to our outpatient clinic
with a six months’ history of thickened toenails. She
had a history of working as a saleswoman and wearing
pointed toed high heeled shoes for long periods of time.
Dermatological examination of the patient revealed
subungual hemorrhage, subungual hyperkeratosis and
onycholysis in the right second toenail and bilateral
great toe nails. Beau’s lines also observed in the left great
toe nail. Nail plate dermoscopy showed homogenenous
pigmentation with peripheral fading and satellite globules,

linear edged onycolytic areas and horizontal grooves
(Figs. 1 and 2). Moreover, distal free edge dermoscopy of
the left great toe nail revealed red and black filamentous
structures in the subungual area (Fig. 3).
Case 2
A 59-year-old woman came to our outpatient clinic
with a two months’ history of separation of the right
great toenail plate from the nail bed. She had a history
of regular long distance walking for physical activity.
Dermatological examination revealed distal onycholysis
in the right great toenail. Nail plate dermoscopy
demonstrated distal onycholysis with a linear proximal
border. In addition, distal free edge dermoscopy of the
right great toenail revealed reddish-black globules, black
dots, red and black filamentous structures (Figs. 4- 6).
Based on history, clinical and dermoscopic findings we
made the diagnosis of traumatic onycholysis in both
of our patients. Prior to the study, patient gave written
consent to the examination and biopsy after having
been informed about the procedure.

DISCUSSION
Onycholysis is a common problem encountered by
dermatologist. Greatest majority of cases are caused by
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Figure 1: Nail plate dermoscopy showing reddish-purple homogeneous
pigmentation (pink star) with peripheral fading (orange arrows) and
satellite globules (red arrows), note linear edged distal onycholysis and
horizontal grooves, which correspond to Beau’s lines (blue arrows) (x20).

Figure 2: Dermoscopy demonstrating destruction of the nail plate and
distal onycholysis. Note black globules (green arrows) and brownish
red dots (pink arrow) corresponding to subungual hemorrhage (x20).

physical trauma. Generally patients are asymptomatic
until they notice the whitish appearance of the
transparent onycholytic nail plate [4]. “Roller coaster
nails” has been defined as the typical presentation of
onycholysis. This appearance describes linear edged
onycholytic nail plate with an oscillating pattern [1].
Dermoscopy has been shown to be a reliable tool in
differentiating traumatic onycholysis from other causes
of onycholysis, which mainly include psoriasis and
onychomycosis. In traumatic onycholysis the line of
detachment of the plate from the bed is linear, regular and
smooth and is surrounded by a normally pale pink bed.
Whereas, in onychomycosis the line of detachment has
a jagged appearance with sharp indentations, which are
called as spikes. In psoriasis, the edge of the detachment
is surrounded by an erythematous border [6,7].
In traumatic lesions not only onycholysis, but also other
signs of trauma are detected. Generally, dermoscopy
also reveals hemorrhagic spots and streaks, which are the
main clues of subungual hemorrhage [6-8]. Onycholysis
and subungual hemorrhage were the main findings in
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Figure 3: Dermosocpy of the distal free edge revealing subungual
hyperkeratosis and red and black filamentaous structures in the
hyperkeratotic area (x30).

Figure 4: Distal free edge dermoscopy of the right great toenail showing
subungual hyperkeratosis, reddish-black globules (red arrows), black dots
(pink arrow), red and black filamentous structures (blue arrows) (x40).

our patients. Therefore, the major dermoscopic features
were linear edged onycolytic areas and homogenenous
pigmentation with peripheral fading and satellite
globules. On the other hand, we noticed a peculiar feature
in both of our patients. Distal free edge dermoscopy of
traumatic nails of the patients revealed red and black
filamentous structures. In one of our patients we also
observed reddish-black globules and black dots.
The nail unit has a complex and abundant vascular
network. It has been shown that the superficial capillary
network of this complex microvasculature varies
according to specialized areas of the nail unit. The
hyponychium, the most distal region of the nail bed,
is a specialized area, which seals the subungual space
and allows the nail plate to physiologically detach from
the nail bed. The subungual region of the nail unit is
supplied by distal and proximal subungual arcades. The
nail bed has numerous capillary loops arising from a
deeper regular arrangement of sagittally aligned, parallel
rows of vessels. The size of the capillary loops becomes
longer and gets more inclined distally, with the longest
capillary loops seen at the hyponychium [2,9,10].
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described a novel dermoscopic finding. Dermoscopy
has opened new perspectives in the diagnosis of
countless number of dermatological diseases.
There is a growing body of literature on the use
of dermoscopy as a diagnostic tool in everyday
practice. On the other hand, further studies are
needed to better characterize unusual dermoscopic
findings.

CONSENT
Figure 5: Dermoscopy of the hyponychium demonstrating juxtaposing
black (red arrow) and red (yellow arrow) filamentous structures, note
that the central region of the black filamentous structure is underneath
the surface (x40).

The examination of the patient was conducted
according to the Declaration of Helsinki principles.
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