Magalhées, Succi & Souza 49
Investigacdo Clinica, Laboratorial e Terapéutica / Clinical, Laboratory and Therapeutic Investigation

Subsidios para o estudo histopatol 0gico das lestes
ungueais
Base for the histopathological study of nail lesions
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Resumo: FUNDAMENTOS - Os autores apresentam ampla revisdo sobre os fundamentos da bidpsia da
unidade ungueal, fornecendo bases tedricas sobre anatomia, histologia e histopatologia. Abordam,
detalhadamente, as indica¢Bes e o0s objetivos da bidpsia da unidade ungueal e as vérias técnicas
disponiveis.

OseTIvVOs - Definir os locais adequados da bidpsia do aparelho ungueal para as diferentes doengas da unha,
comparar duas formas de amaciamento da lamina ungueal, uma utilizando KOH a 20%, outra, solucéo
aquosa de Tween 40 a 10%, e estabelecer uma rotina para o processamento do material de bidpsia.
MAaTEeRIAL E METODOS - O grupo de estudo constou de 11 pacientes com doenga ungueal, que procuraram
0 ambulatério de Dermatologia do HUPE/UERJ para esclarecimento diagndstico. Foi realizado o total de
12 bidpsias.

ResuLTADOS - N&o houve diferenga na dificuldade técnica, em incluir ou cortar o material, consoante ao
método de amaciamento utilizado, nem prejuizo citolégico ou histoldgico ao exame histopatoldgico.
ConcLus0Es - Os autores concluiram que bidpsia ungueal é procedimento seguro e eficaz para esclarecer o
diagnostico das doencas ungueais quando o exame clinico ou outras técnicas falharam. Também é impor-
tante, para quem deseja realizar o procedimento, o conhecimento adequado da anatomia dessa regiao.
Palavras-chave: biopsia; doencas da unha; patologia.

Summary: BACKGROUND - In this paper a broad review of nail biopsy is presented, emphasizing its
anatomy, embryology, histology and histopathology. The indication and purpose of nail biopsy as well
as the techniques available are reviewed in detail.

OgiecTIVE - Define the appropriate site for nail biopsy according to nail disorder, compare two different
methods of nail specimen softening: soaking in 20% potassium hydroxide and in 10% aqueous solu-
tion of Tween 40 and establish a routine for the nail biopsy procedure.

MATERIAL AND METHODS - Our group studied eleven patients with nail disease who presented at the
Dermatology Department in Pedro Ernesto University Hospital for a definite diagnosis. Twelve
biopsies were performed.

ResuLts - There were no differences in the softness achieved with the two methods and none harmed the
cytologic and histologic analysis.

ConcLusions - The authors concluded that nail biopsy is a safe and useful procedure for nail diseases
when clinical and laboratory methods fail to reach a diagnosis. A complete and thorough under-
standing of the nail unit anatomy is necessary to perform the procedure.
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INTRODUCAO

Os dermatologistas ndo hesitam em biopsiar a pele
para confirmar diagndstico ou excluir malignidade. O com-
portamento em rel agdo a bidpsiadaunha é, entretanto, com-
pletamente diferente. As dividas e os medos sdo muitos.
Quais sdo as indicagdes? Qual o local adequado da bidpsia
na unidade ungueal ? Qual técnica é amais segura e acessi-
vel, e menos traumatica? Havera sequiela definitiva? Como
processar 0 material? Os autores tentaram buscar respostas
para essas perguntas.

Unidade Ungueal

Anatomia Funcional

A unha (ou ungliis; ngles no plural) é anexo cuté-
neo que se superpde a face dorsal das falanges distais. As
unhas protegem as sensiveis extremidades digitais, pres-
tam-se a funcdo de arranhar, crescendo cerca de dois a
4,5mm por més.*

Filogeneticamente, as unhas evoluiram das garras
das aves e répteis e dos cascos dos mamiferos inferiores.
Elas protegem afalange distal de impactos trauméticos, tém
funcdo de pinga, participam da fungéo discriminativa e séo
usadas para arranhar. Nao se pode esquecer também sua
fungdo cosmética.?

Os componentes da unidade ungueal so basicamen-
te sais?

- amatriz ungueal, que é a por¢ao geradora;

- al&mina ungueal, produto da ceratinizacdo da matriz;

- 0 sistema cuticular, englobando o eponiquio ou cuticula
visivel, derivada da pregaungueal proximal, e o hiponiquio,
derivado do epitélio do leito ungued;

- a porcdo de suporte representada pelo leito ungueal e
falange Gsseq;

- a por¢cdo de ancoragem representada pelo mesénquima
especializado que existe proximalmente entre afalange e a
matriz e distalmente entre a falange e a polpa digital lateral
edista;

- 0 arcabouco composto pelas pregas ungueais: proximal,
lateral e distal.

A configuragdo da lamina unguea é definida por
delicado balanco entre alguns pardmetros: forma, convexi-
dade, contorno da extremidade distal, espessura e horizon-
talidade da silhueta da l&mina.> Os primeiros quatro par&-
metros sdo responsaveis pela morfologia da lamina, e o
quinto por sua posi¢éo.

O suprimento sangiiineo do leito e da matriz € com-
posto por rica rede derivada das artérias digitais. Existem
dois arcos arteriais principais (proximal e distal) formados
por anastomoses dos ramos das artérias digitais e varias
anastomoses arteriovenosas no leito ungueal (corpos glémi-
C0s), as quais se relacionam com a regulacdo térmica’

A inervacdo faz-se por ramos dos nervos digitais. A
unidade ungueal do quinto e da metade media do quarto
dedos recebem inervagdo sensitiva pelo ulnar. O restante se
faz por meio do mediano.?
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INTRODUCTION

Although dermatologists do not hesitate to performa
skin biopsy to confirm diagnosis or exclude the possibility of
malignancy, their behavior in relation to nail biopsy is com-
pletely different. The doubts and fears are many. What are
the indications? Which is the appropriate site for biopsy in
the ungual unit? Which technique is the safest, most acces-
sible and least traumatic? WII there be a definitive sequel ?
How does one process the material? In this work, the
authors attempted to provide answers for these questions.

Ungual Unit

Functional Anatomy

The nail (or unguis; pl. ungues) is a cutaneous
annex that covers the dorsal face of the fingers and toes.
The nails protect the sensitive digital extremities and serve
the function of scratching, growing about 2 to 4.5mm each
month.*

Philogenetically, the nails evolved from the claws of
birds and reptiles and the shells of inferior mammals - sic.
They protect the distal phalange from traumatic impact;
they also function as tweezers; participate in the sensory
function; and are used to scratch. Also, one cannot forget
their cosmetic function in humans.?

There are basically six components in the ungual
unit:?

- the nail matrix, which is the root;

- the nail plate, product of the keratinization of the matrix;
- the cuticula system, including the eponychium or visible
cuticle, derived fromthe proximal nail fold, and the hypony-
chium, derived from the epithelium of the nail bed;

- the support portion represented by the nail bed and pha-
langeal bone;

- the anchorage portion represented by the specialized
mesenchyma that is proximal between the phalange and
matrix and distal between the phalange and the lateral and
distal digital pulp;

- the mantle composed by the nail folds: proximal, lateral
and distal;

The configuration of the nail plate is defined by a
delicate balance between some parameters: form, convexity,
outline of the distal extremity, thickness and the sidewalls of
the plate.? The first four parameters are responsible for the
mor phology of the plate and the latter for its position.

The blood supply of the bed and matrix is composed
of a rich network of digital arteries. There are two main
arterial arcades (proximal and distal) formed by anastomo-
ses of the branches of the digital arteries, together with
several arteriovenous anastomoses in the nail bed (glomus
body), which are related to the thermal regulation.®

Branches of the digital nerves affect the innervation.
The ungual unit of the fifth and medial half of the fourth fin-
gers receives sengitive innervation from the ulnar nerve.
The remainder is made through the median nerve.’
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Histopatologia

Griffin em 1977, Omura em 1985° e Jerasutus em
1997¢ descreveram, com detalhes, a histopatologia das
doencas ungueais.

O conhecimento da histopatologia das doencas da
unha é muito mais limitado do que o das doengas da pele
ndo so porque quantidade menor de bidpsias é reaizada,
como também por suas estruturas anatdbmicas distintas e
mais complexas do que a da pele.

O maior problema encontrado € a possibilidade de
perda da orientacdo adequada a inclusdo do material. Dai a
importancia de se marcarem os fragmentos obtidos, orien-
tando o posicionamento para correta inclusdo.

Num corte longitudinal encontram-se: a lamina
ungueal, a prega ungueal proximal, a matriz, o leito e 0
hiponiquio.

A prega ungued proximal apresenta epitélio dorsa e
ventral. A superficie dorsal contém glandulas sudoriparas,
mas € desprovida de unidades pilossebéceas. A epiderme
apresenta as quatro camadas habituais, e arelacéo cone/papi-
la esté preservada. O epitélio ventral é cornificado, também
com as quatro camadas, porém é mais fino, retificado, sem
quaisquer apéndices epidérmicos. A camada cornea origina
da desse epitdlio congtitui a cuticula, a qual, funcionando
como selo, previne a entrada de bactérias e de umidade.

A matriz ungueal é um epitélio germinativo, espes-
S0, sem interposicdo de camada granulosa, com cones lar-
gos que se voltam para baixo e para a por¢ao proximal.

A medida que suas células progridem para as cama-
das superiores, o citoplasma torna-se intensamente eosino-
filico e o nacleo torna-se picnético, até desaparecer por
completo e as células da lamina ungueal se transformarem
em onicocitos. A [Unula, parte visivel da matriz, apresenta
ainda as mesmas caracteristicas, sendo zona queratdgena.

Na matriz, os melandcitos estdo presentes, mas sdo
pobremente desenvolvidos e pouco numerosos. Apresentam
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Histopathology

Griffin in 1977, Omura in 1985° and Jerasutus in
1997¢ provided detailed descriptions of the ungual diseases.

Knowledge of the histopathology of nail diseases is
much more limited than that of cutaneous diseases, not only
because fewer biopsies have been performed, but due to the
different and more complex anatomical structures when
compared to those of the skin.

The greatest obstacle is the possihility of losing cor-
rect orientation in the inclusion of material. Hence the
importance of marking the specimens obtained, to guide
their positioning for correct inclusion.

In a longitudinal section one finds the nail plate,
proximal nail fold, nail matrix, nail bed and hyponychium.

The proximal nail fold presents dorsal and ventral
epithelium. The dorsal surface contains sudoriparous
glands, but has no pilosebaceous units. The epidermis
presents the four usual layers, and the cone/papilla rela-
tionship is preserved. The ventral epitheliumis cornified,
as are the four layers, however it is finer, rectified and
without any epidermal appendixes. The horny layer ori-
ginating from this epithelium constitutes the cuticle,
which functions as a seal to prevent the entry of bacteria
and humidity.

The nail matrix is a thick germinative epithelium,
without interposition of a granular layer, with wide cones
located downward toward the proximal portion.

As their cells progress into the superior layers, the
cytoplasm becomes intensely eosinophilic and their nuclei
become picnotic, until disappearing entirely and the cells of
the nail bed turn into onychocytes. The lunula, the visible
part of the matrix, continues to show the same characteris-
tics and forms the keratogenous zone.

Melanocytes are present in the matrix, but are few
and poorly developed. They present both basal and supra-
basal location, and this could be a consequence of the

Figura 1: H&E - Traquioniquia: perda da coesdo dos onicécitos na
porcédo superior da lamina ungueal
Figure 1: H&E - Trachyonychia: loss of cohesion of the ony-
chocytes in the superior portion of the nail plate
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Figura 2: Pterigio ungueal dorsal, suspeita
clinica de liquen plano
Figure 2: Pterygium unguis, clinical suspicion
of lichen planus
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Figura 3: H&E - Liquen plano ungueal: observam-se
hipergranulose, hiperplasia e liquenificacdo da camada basal do
leito ungueal, borrada por linfécitos. Mais distalmente encontra-se
tecido de granulagéo préprio da fase inicial do pterigio.
Figure 3: H&E - Ungual lichen planus: hypergranulosis, hyperpla-
sia and lichenification of the basal layer of the nail bed can be
observed, although blurred by lymphocytes. More distally there
is granulation tissue characteristic of the initial phase of
pterygium unguis.

localizag8o tanto basal quanto suprabasal, e isso pode ser
conseqliéncia da expressdo de moléculas de adesdo no epi-
télio ungueal. Nesta Ultima localizag8o, as integrinas a3 e
B1, que provavelmente regulam a adesdo de melandcito-
queratindcito, sdo expressas tanto na camada basal quanto
na suprabasal.” A densidade € menor na matriz proximal,
talvez pela protecdo a exposi¢ao aos rai os ultraviol etas dada
pela prega proximal. Células de Langerhans e de Merkel
também tém sido identificadas nessa localizagdo. A matriz
édivididaem trészonas: aproximal, aintermedidriae adis-
tal, fazendo parte desta Gltima, a lUnula.

A l&mina ungueal é constituida por células cornifica-
das, de arranjo lamelar, que se coram fracamente pela eosina
e fortemente pelas coloracdes acidorresistentes. Sua origem
persiste controversa. Zaias, em 1968,° pesquisando a forma-
¢80 dalamina ungueal em primatas por meio de estudo auto-
radiografico, concluiu ter alémina ungueal origem exclusiva
namatriz. Johnson, em 1991,° afirmou ser apor¢do ventral da
l&mina, cerca de 20% de sua espessura, produzida pelo leito.

O epitélio do leito ungueal repousa abaixo daléamina
ungued e é limitado distalmente pelo hiponiquio e proxi-
malmente pela matriz. Ele ndo apresenta células granul osas,
€ relativamente fino e, nos cortes sagitais, contém poucas
células paracerat6ticas. Nos cortes transversais, apresenta-se
firmemente aderido a derme subjacente por longos e estrei-
tos cones epidérmicos, interpostos as papilas dérmicas.

O hiponiquio ceratiniza como a pele volar, apresen-
tando camada de células granul osas e camada cornea espes-
sa e compacta.

A derme é altamente vascular e suprida por artérias
digitais. Existem numerosos corpos glémicos que, funcio-
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Figura 4: Fontana Masson - Hiperplasia melanocitica benigna: acima
da juncdo observa-se melandcito de nucleo pequeno, citoplasma
amplo e palido. A melanina, corada em castanho, é vista no citoplas-
ma de queratindcitos e nos dendritos melanociticos que, as vezes,
atingem a porgao mais superficial.

Figure 4: Masson-Fontana - Benign melanocytic hyperplasia: above
the junction one can observe small nucleus and ample and pale
cytoplasm melanocytes. The melanin, stained brown, is seen in the
cytoplasm of the keratinocytes and in the melanocytic dendritic
process, which sometimes involves the most superficial portion.

expression of adhesion molecules in the ungual epithelium.
In the latter location, the integrins ¢3 and £1, which pro-
bably regulate the melanocyte-keratinocyte adhesion, are
expressed in the basal and suprabasal layer.” The proximal
matrix is less dense, perhaps due to the protection against
exposure to ultraviolet rays provided by the proximal fold.
Langerhan and Merkel's cells have also been identified in
this location. The matrix is divided into three zones. the
proximal, intermediate and distal, of which the lunula com-
prises part of the latter.

The nail plate is constituted of cornified cellsin a
lamellar arrangement that is colored faintly by eosin and
strongly by the acid resistant dyes. Their origin continuesto
be controversial. Zaias, in 1968,° researching the formation
of the nail plate in primates through auto-radiographic
study, concluded that the nail plate has its origin exclusi-
vely in the matrix. Johnson (1991)° stated that the ventral
portion of the plate, about 20% of its thickness, is produced
by the nail bed.

The epithelium of the nail bed rests below the nail
plate and is distally limited by the hyponychium and proxi-
mally by the matrix. It does not present granular cells and
isrelatively thin. In the sagittal section it contains few para-
keratotic cells. In the traverse section, it is firmly adhered
to the underlying dermis by long and narrow epidermal
cones, interposed to the dermal papillae.

The hyponychium becomes ker atinized like the volar
skin, presenting a layer of granular cells and the horny
layer is thickened and more compact.

The dermis is highly vascular and supplied by digi-
tal arteries. They are numerous glomic bodies that, working



Magalhées, Succi & Souza

nando como shunts arteriovenosos, regulam a temperatura
dos dedos. Troncos e terminagdes nervosas sao também
numerosos. A derme repousa diretamente sobre a falange
distal, sem interposi¢éo de tecido celular subcutaneo.

A Biopsia Ungueal

Consider acbes Gerais

Stone, em 1978, afirmou que a bidpsia unguea sd
se justificaria nos casos em que a possibilidade de maligni-
dade estivesse presente. Naqueles com hipétese diagnéstica
de psoriase ou liquen plano, por exemplo, seria preferivel
assumi-lo clinicamente.

Ja outros autores™*2 consideram-na recurso diagnds-
tico seguro, de facil execucgdo e Util para vérias doengas
ungueais quando a rotina clinica e os métodos laboratoriais
falham no esclarecimento diagnostico. Trata-se de procedi-
mento seguro que pode e deve ser realizado pelo dermato-
logista.**

S80 prérequisitos para a redlizacdo da bidpsia
ungueal o conhecimento adequado da anatomia da unha, da
anestesia e da hemostasia, e a presenca de anormalidade
ungueal na qual a histopatologia prové diagndstico.®

A indicagdo e os métodos variam de acordo com o
sitio e o tipo da doenca na unidade ungueal .*?

Os fragmentos obtidos das biopsias ungueais podem
ser de dificeis orientag8o, processamento e interpretacdo. E
importante manter contato direto com um dermatopatol o-
gista experiente.>s2

Metddos e Indicacdes

Bidpsia Longitudinal de todos os Elementos

da Unha

Inicidmente descrita por Zaias em 1967 correspon-
dendo aretirada de um fragmento longitudinal mediano. Nesse
caso, obtém-se informagBes de todos os e ementos da unidade
ungued: prega ungueal proxima, matriz, leito e 1&mina
ungued. O autor recomenda que a bidpsia ndo exceda a 3mm
delarguranaregido damatriz, o que evitaria cicatriz definitiva.

Em 1980 Scher** descreve novamente, com detal hes,
técnica, sugerindo algumas modificacfes e ampliando
0 campo de a¢do ndo sb diagnostico, como também terapéu-
tico, para ablacdo de lesdes neoplasicas e correcdo de oni-
cocriptose.

As principais indicacdes englobam doencas damatriz
unguea ou de toda a unidade ungueal: tumores da matriz,
melanoniquia estriada e distrofias ungueais que envolvam
extensamente a lamina ungueal. Eventualmente, é também
indicada para o diagnéstico de psoriase e de liquen plano,
guando toda a unidade ungueal se encontrar envolvida.?

Biopsia Excisional e Incisional

Podem ser realizadas no leito ou na matriz.

No leito, as excisdes devem ser fusiformes longitu-
dinais, quando possivel, e limitadas a largura de 3mm. E
sugerido que a sutura traz melhores resultados estéticos.*
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as arteriovenous shunts, regulate the temperature of the fin-
gers. Trunks and nerve endings are also numerous. The der-
mis rests directly on the distal phalange, without interposi-
tion of subcutaneous cellular tissue.

Nail Biopsy

General Considerations

Sone, in 1978, stated that nail biopsy is only justi-
fied in cases in which there is a possibility of malignanc,
while in those with a diagnostic hypothesis of psoriasis or
lichen planus, for instance, it would be preferable to mana-
ge the picture clinically.

Other authors™? consider nail biopsy to be a safe
diagnostic resource that is easy to perform and useful for
several ungual diseases, when the clinical routine and labo-
ratory methods fail to reach the diagnosis. It is a safe pro-
cedure that can and should be performed by a dermatolo-
gist_n.u

The prerequisites for performing ungual biopsy are
appropriate knowledge of the nail anatomy, anesthesia and
hemostasia and the presence of a histopathol ogicaly identi-
fiable diagnosis.?

The indication and methods vary according to the
site and type of disease in the ungual unit.”?

Soecimens obtained from nail biopsies can present
difficult orientation, processing and interpretation. Thus it
isimportant to maintain direct contact with an experienced
dermatopathologist.>¢*

Methods and Indications

Longitudinal Biopsy of all the Nail Elements

Initially described by Zaias in 1967* it corresponds
to the removal of a median longitudinal fragment. In this
case, information is obtained regarding all of the elements
of the nail unit: proximal nail fold, matrix, bed and plate.
The author recommends that the biopsy does not exceed
3mmin width within the area of the matrix, so asto avoid a
permanent scar.

In 1980, Scher** once again provided a detailed des-
cription of this technique and suggested some modifica-
tions, broadening the field of action both in the diagnosis
and therapeutics for ablation of neoplastic lesions and cor-
rection of onychrocryptosis.

The main indications include diseases of the matrix
or the entire nail unit: tumors of the matrix, striated mela-
nonychia and nail dystrophy with extensive involvement of
the nail plate. Sometimes, it is also indicated for the diag-
nosis of psoriasis and lichen planus, when the whole ungual
unit is involved.”

Excision and Incision Biopsy
These can be performed in the nail bed or matrix.
In the bed, the excisions should be fusiform and lon-
gitudinal when possible and limited to a width of 3mm.
Some argue that suture provides better aesthetic results.”



54 Magalhées, Succi & Souza

Figura 5: PAS - Hifas septadas -
regulares na porcao inferior da i iy
lamina ungueal e hiperceratose | w
subungueal

Na matriz, a orientagdo do |/~ *‘
maior eixo do fuso deve acompanhar _
aforma crescente daldnula. Atengéo B T
deve ser dada a espessura do fuso,
gue ndo deve ultrapassar 3mm.*

As indicagbes incluem:
tumores e lesbes vegetativas no
leito ungueal; pigmentagdo inexpli-
cada, onicdlise e hiperceratose, alte-
ragOes suspeitas de onicomicose ou | !
de psoriase. Na matriz ungueal, . g
pode-se utiliz&la para excluir |# &
malignidade em lesBes de melano-
niquia, diagnosticar tumores e dis-

Figure 5: PAS - Regular septal

hyphae in the inferior portion

"'--,t of the nail plate and subun-
b gual hyperkeratosis

In the matrix, the orientation
of thelargest axis of the strip should
follow the crescent form of the lunu-
la. Attention should be given to the
thickness of the strip, which should
not exceed 3mm.*

The indications include:
tumors and vegetative lesions in the
nail bed; unexplained pigmenta-
tion, onycholysis and hyperkerato-
. sis, or when onychomycosis psoria-
- «. | sisaresuspected. Inthe nail matrix,
it can be used to exclude malig-
nancy in melanonychia lesions and

trofias.”?

Bidpsias por punch
Scher, em 1978,* descreveu detalhadamente a técni-
ca para realizar bidpsias das unhas por punch, demonstran-
do-amétodo simples, que permite melhorar aacuréciadiag-
nostica e o tratamento das doencas ungueais. Enfatizou a
importancia da possibilidade de descartar malignidade.

Asindicagdes incluem doencgas dos vérios elementos
da unidade ungueal: matriz, leito e pregas ungueais.’?

Um dos inconvenientes dessa técnica € o fato de sO
poder ser estudado um dos elementos da unidade ungueal
em cada bidpsia.

Stone, em 1978, descreveu a bidpsia da prega
ungueal proximal utilizando punch de 2mm em pacientes
com paroniquia cronica, resistente a terapéutica, bem como
0 achado de corpos estranhos como agentes etiol 6gicos.

Souza, em 1995," mostrou a utilidade da bidpsia
ungueal por punch como o principal método diagnostico
nos casos em que doengas, como psoriase e liquen plano,
sdo exclusivas do aparelho

to diagnose tumors or dystrophy.*?

Punch Biopsy

Scher (1978)" gave a detailed description of the
technique to perform punch biopsy of the nails, demonstra-
ting a simple method that improves the diagnostic accuracy
and treatment of nail diseases, while emphasizing the
importance of discarding malignant potential.

The indications include diseases of several elements
of the nail unit, such as the matrix.*

One of the inconveniences of this technique is the
fact that only one of the elements of the nail unit can be stu-
died in each biopsy.

In 1978, Sone® described the biopsy of the proximal
nail fold using a 2mm punch in patients with chronic
paronychia resistant to treatment, as well as for detecting
foreign bodies as etiological agents.

Souza, in 1995, showed the usefulness of nail punch
biopsy as the main method for diagnosis in cases in which
diseases such as psoriasis and lichen planus are exclusive to
the nail apparatus.

ungueal.

Figura 6: H&E - Psoriase ungueal:
lamina ungueal com perda da
coesdo dos onicdcitos, encontran-
do-se de permeio abscessos e
focos hemorragicos, de cor alaran-
jada, sobre as areas com auséncia
de granulosa. O leito ungueal
exibe sinais de liquenificagéo,
com hipergranulose, hiperplasia e
espongiose focal.

Figure 6 - H&E - Ungual psoria-
sis: nail plate with loss of cohe-
sion of the onychocytes, located
among abscesses and hemor-
rhagic focuses, with an orange
coloration, over areas with an
absence of granulosa. The nail
bed presents signs of lichenifica-
tion with hypergranulosis, hyper-
plasia and focal spongiosis.
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Outros Métodos

Quando a lesdo atinge o aparelho ungueal em suas
pregas, outros métodos podem ser utilizados, como excisdo
em bloco, barbirese (shaving) ou excisdo em crescente da
prega ungueal .*?

Outras Consideracgdes

Elewski, em 1996, reforcou a necessidade da ava-
liagdo histopatoldgica das unhas clinicamente suspeitas de
onicomicose cujos exames micol dgicos diretos pelo KOH e
culturas tenham sido negativos.

Blecher, em 1993, utilizou, para cultura, material
obtido com o uso de um motor de alta rotacdo. Observou
gue se tratava de um passo possivel, no diagnéstico de
infeccdo fungica, entre a coleta tradicional de material da
unha para exame micolégico e a bidpsia.

Machler, em 1998,* utilizou fragmentos da [&mina
ungueal pararealizar exame histoldgico em casos com dis-
trofia, concluindo tratar-se de técnica simples e efetiva no
diagndstico de onicomicose e psoriase, com o incoveniente
de ndo identificar o fungo.

Grammer-West, em 1998, mostrou casos em que 0
diagndstico de psoriase foi obtido por meio do exame histo-
patol 6gico da lamina ungueal avulsionada.

Processamento do Material

O processamento do material biopsiado envolve técni-
cas de amaciamento daldminaungueal, inclusio e coloractes.

Alvarez, em 1967,% descreveu técnica de processa
mento utilizando um método de inclusdo em polietileno gli-
col piroxilina, no qual 0 amaciamento da I&mina ungueal
erarealizado pelafixacdo do material em &cido tricloroacé-
tico a 5% e formalina a 10%.

O material mais utilizado parainclusdo da biopsia é
a parafina.

Lewin, em 1973* descreveu 0 emprego de vérios
métodos de amaciamento da |amina ungueal. Para as unhas
de espessura normal, os métodos utilizando hidréxido de
potéssio associado ao &cido nitrico apos fixagdo em formol
ou tween 40 e a seguir formol eram igualmente eficazes. Para
unhas espessas, a técnica preferida seria o Tween 40, embora
a utilizagdo de hidréxido de potéssio também fosse efetiva.

Piérard, em 1994,* utilizou, durante 24 horas, solu-
¢80 aquosa a 10% de Tween 40, com bons resultados, no
amaciamento de suas biépsias ungueais; a seguir adotava
técnicas habituais de formalizagéo e inclusdo em parafina.

Em geral, asl&minas so coradas pela hematoxilina-
eosinae PAS.

PACIENTES E METODOS

Neste estudo, foram incluidos os pacientes que pro-
curaram o ambulatério de Dermatologia do HUPE/UERJ,
nos meses de outubro e novembro de 1999, para esclareci-
mento diagnadsti co e conduta terapéutica de lesdes ungueais.
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Other Methods

When the lesion involves the folds of the nail appa-
ratus, other methods can be used, such as block excision,
shaving or crescent shaped excision of the nail fold.*?

Other Considerations

Elewski, in 1996, stressed the need for a histopa-
thological evaluation of nailswith clinical suspicion of ony-
chomycosisin which direct mycological exams for KOH and
cultures were negative.

Blecher, in 1993, used a high rotation motor for
collecting material for the cultures. It was observed that
this was a feasible option for the diagnosis of fungal infec-
tion, midway between the traditional method for collection
of material from the nail for mycological exam and the
biopsy.

Machler, in 1998,* used fragments of the nail plate
to perform histological exam in cases with dystrophy, con-
cluding that it is a simple and effective technique for the
diagnosis of onychomycosis and psoriasis, without the
inconvenience of having to identify the fungi.

Grammer-West, in 1998,* described cases in which
the diagnosis of psoriasis was obtained through histopatho-
logical exam of the nail plate.

Processing the Material

Processing the biopsy material involves techniques
for softening the nail plate, inclusion and staining.

Alvarez, in 1967,% described a method using inclu-
sion in pyroxylin glycol polyethylene, in which the nail plate
was softened by fixing in 5% trichloroacetic acid and 10%
formalin.

Paraffin is the most often used material for inclusion
of the biopsy.

Lewin (1973)* described several techniques for sof-
tening the nail plate. For nails of normal thickness, the
methods using potassium hydroxide associated with nitric
acid after fixation in formol or Tween 40 followed by formol
were equally effective. For thick nails, the preferable tech-
nigque is Tween 40, although the use of potassium hydroxide
is also effective.

Piérard, in 1994, used a 10% aqueous solu-
tion of Tween 40 for 24 hours with good results for
the softening of their nail biopsies; followed by the
usual techniques for formalization and inclusion in
paraffin.

In general, the plates are stained with hematoxylin
and eosin or PAS.

PATIENTS AND METHODS

The patients in this study are those who presented
with lesions at the Dermatology Clinic of the University
Hospital Pedro Ernesto (HUPE/UERJ), during October and
November 1999, for diagnosis and ther apeutic management
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Tabela 1: Resultados / Table 1: Results

Paciente Idade Sexo Cor Indicagdo Local Amaciantes  Histopatol6gico
Patient Age Sex Color Indication Local Softener Histopathol ogy
01 60 F  B/W Onicdlise e hiperceratose Halux esquerdo - leito punch 04 Koh 20% 15' 56°c  Pas negativo; sugestivo de Onicopatia
subungueal, Onicomicose? Left hallux — bed Punch 04 traumédtica/ Pas negative; suggestive of
Onycholysis and subungual traumatic onychopathy
hyperkeratosis Onychomycosis?
02 68 M B/W Onicdlise e hiperceratose Hélux esquerdo - leito Fuso Tween 40 Inadequado para diagndstico
subungueal, Onicomicase? longitudinal / Left hallux — bed Inadequate for diagnosis

Onycholysis and subungual Longitudinal strip
hyperkeratosis Onychomycosis?

03 5 F B/W 20 unhasésperas, Traquioniquia? Halux diereito - leito Punch 04 Tween 40 Traguioniquia espongidtica (Fig.1)

20 rough nails Trachyonychia? ~ Right hallux — bed Punch 04 Spongiatic trachyonychia (fig. 1)
04A 28 M  B/W FEritemaeonicdliseemfaxa  Polegar esquerdo - matriz - Liquen plano ungueal
longitudinal /Erythema and ony- Punch 03 / Left thumb — matrix Ungual lichen planus
cholysis emlongitudinal band ~ Punch 03
04B 28 M B/W Pterigio ungueal (Fig. 2) Hélux esquerdo - leito Punch 04  Tween 40 Liguen plano unguesl (Fig. 3)

Ungual pterygium (Fig. 2) Left hallux — bed Punch 04 Ungual lichen planus (fig. 3)

05 37 F  B/W Meanoniquiaestriada Polegar esquerdo - matriz - Hiperplasia melanocitica benigna (Fig. 4)
Striated melanonychia Punch 03 / Left thumb — matrix Hiperplasia melanocitica benigna (Fig. 4)

Punch 03

06 64 F P/IB  Lesdo verrucosapregalateral, 4° Dedo médo d - leito Fuso Koh 20% 15' 56°c  Onicomicose + Contaminagéo bacteri-
Verruga vulgar? longitudinal / 4th finger, right ana (Fig. 5) / Onychomycosis + bacter-
Verrucose lesion lateral fold ~ hand — bed Longitudinal strip ial contamination (fig. 5)
Common wart?

07 K7} F  B/W Onicdlise e hiperceratose Hélux esquerdo - leito punch 04 Koh 20% 15' 56°c  Inadequado para diagndstico
subungueal, Onicomicose? Left hallux — bed punch 04 Inadequate for diagnosis
Onycholysis and subungual
hyperkeratosis Onychomycosis?

08 30 F B/W Coailoniquia/ Koilonychia Halux diereito - leito - Punch 04 Tween 40 Sugestivo da auséncia da porcéo super-

Right hallux — bed Punch 04 ficia daléaminaungueal por provavel

interrupcdo da produgdo pela matriz
proximal / Suggestive of absence of
superficial portion nail plate, probably
due to interruption of production by

proximal matrix
09 30 F P/B Tumor pigmentado naprega  Polegar d - prega proximal - - Nevo melanocitico combinado, tipo
proximal / Pigmented tumor in  incisional / Right thumb — proxi- intradérmico / Combined melanocytic
proximal fold mal fold —incisional nevus, intradermal type
10 10 M B/W  Unhas ésperas, Psoriase 4 dedo méo e- leito - Punch 04 — Psorfase + Liquenificagdo do leito
Rough nails Psoriasis Right thumb — proximal fold — unguedl (Fig. 6) / Psoriasis + lichenifi-
incisional cation of ungual bed (fig. 6)
1 a7 F B/W Onicdlisedistal 20 anos de Hélux esquerdo - leito punch 04  Koh 20% 15’ 56°c
evolugdo, Psoriase? Left hallux — bed punch 04 Onicolise de provavel natureza
Distal onycholysis with 20 traumética/ Onycholysis, probably of
years duration Psoriasis? traumatic nature
Os critérios de inclusdo utilizados foram: of nail lesions.
- presenca de melanoniquia longitudinal, Theinclusion criteria were:
- presenca de tumores da unidade ungueal, - presence of longitudinal melanonychia;
- suspeita de processo infeccioso da unidade unguea no - presence of tumors in the nail unit;
qual testes para pesguisa de fungos tenham sido negativos, - sugpicion of infectious process in the nail unit in which

An bras Dermatol, Rio de Janeiro, 78(1):49-61, jan./fev. 2003.



Magalhées, Succi & Souza

- presenca de condic¢Oes dermatol dgicas inflamatdrias, com
acometimento ungueal exclusivo.

Foram excluidos:

- pacientes que se recusaram arealizar a biopsia,

- pacientes com di stirbios psiqui atricos que inviabilizassem
arealizacdo do procedimento,

- pacientes com historia de doenca vascular periférica,

- processo infeccioso agudo do aparelho ungueal,

- discrasia sangiinea.

As bidpsias foram realizadas na sala de cirurgia der-
matol bgica.

A anti-sepsia de maos ou pésfoi realizada com povi-
dine degermante e solugdo de alcool e éter.

Na anestesia loco-regional, utilizou-se lidocaina a
2%, sem adrenaina. Nas bidpsias da matriz, foi adotada
anestesia troncular. Nos casos de bidpsia do leito, empre-
gou-se anestesialocal najuncdo da prega proximal e lateral,
progredindo até a ponta do dedo, conforme descrito por
Scher, em 1978.* Nas bidpsias do leito, ndo foi feito garro-
teamento, imprescindivel, no entanto, nas da matriz.

Na bidpsia do leito, recorreu-se a punch ndo descar-
tavel de 4mm e na da matriz, a punch descartavel de 3mm.
O acesso a matriz foi realizado por incises laterais na
prega ungueal proximal e reparo. Nas bidpsias dos elemen-
tos periungueais, 0s autores seguiram as orientagdes gerais
para bidpsia da pele.

A indicacgo de bidpsiadamatriz decorreu da presen-
¢a de melanoniquia estriada e da suspeita de doencas
ungueais originadas na matriz. As bidpsias do leito foram
realizadas nas doengas inflamatérias com acometimento da
matriz e do leito e serviram para confirmar suspeita de
infeccdo quando os exames micol dgicos haviam sido nega-
tivos. As biopsias do tecido periungueal foram usadas para
diagnosticar lesdo tumoral.

O curativo utilizado foi oclusivo e compressivo, tro-
cado nas primeiras 48 horas e, a seguir, diariamente.

O fragmento de biopsia foi submetido ao preparo
com KOH a 20% a 56°C por 30 minutos, posteriormente a
fixac8o do materia em formol ou a imersdo em solugéo
aguosa a 10% de Tween 40 por 24 horas previamente afixa-
¢80 em formol.

A seguir, encaminhou-se 0 material a0 setor de
Anatomia Patoldgica da Faculdade de Medicina da
Universidade do Estado do Rio de Janeiro, onde foi inclui-
do em parafina, cortado com espessura de 5u e corado pela
hematoxilina-eosina e pelo écido periadico de Schiff (PAS).

A avaiagao histopatolégicafoi realizada no setor de
Dermatopatologia do Hospital Universitario Pedro Ernesto
- UERJ.

RESULTADOS

Realizaram-se 12 bidpsias ungueais em 11 pacien-
tes, duas incisionais e 10 por punch, cujos resultados estéo
relatados natabela 1.
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tests for isolation of fungi were negative;
- presence of inflammatory dermatological conditions with
exclusive nail involvement.

The exclusion criteria were:

- patients that refused to undergo biopsy;

- patients with psychiatric disturbances that rendered the
procedure unfeasible;

- patients with a history of peripheral vascular disease;

- acute infectious process of the nail unit,

- blood dyscrasia.

The biopsies were performed in the dermatological
surgery theater.

Antisepsis of the hands or feet was done with povi-
doneiodine (PVPI) and a solution of alcohol and ether.

The local-regional anesthetic used was 2% lidocaine
without adrenaline, while in the biopsies of the matrix, nerve
block anesthetics was used. In the cases of biopsy of the bed,
local anesthetics were used in the junction of the proximal
and lateral fold, progressing to the fingertip, as described by
Scher, in 1978. A clipping was not used for biopsies of the
nail bed, though this was essential for matrix biopsies.

Disposable punches of 4mm and 3mm were used for
biopsies of the bed and matrix, respectively. Access to the
matrix was achieved by lateral incisions in the proximal
nail fold and repair. In the biopsies of the periungual ele-
ments, the authors followed the general orientations for
biopsy of the skin.

Indication for biopsy of the matrix was considered to
be the presence of striated melanonychia and suspicion of nail
diseases originating in the matrix. Biopsies of the nail bed
were performed for inflammatory diseases with involvement
of the matrix and bed and were used to confirm suspicion of
i nfection when the mycol ogical exams were negative. Biopsies
of the periungual tissue were used to diagnose tumoral lesion.

Occlusive and compressive dressings were used and
these were changed after the first 48 hours and then on a
daily basis.

The biopsy fragment was submitted to a preparation
of 20% KOH at 56°C for 30 minutes and then to fixing of the
material in formol or immersion in 10% aqueous solution of
Tween 40 for 24 hours prior to fixing in formol.

The material was then forwarded to the
Pathological Anatomy Department of the Medicine
School of the University of the State of Rio de Janeiro,
where it was embedded in paraffin, cut into 5« sections
and stained with hematoxylin and eosin and with perio-
dic-acid Schiff (PAS).

The histopathological evaluation was performed by
the Dermatopathol ogy Department of the HUPE-UERJ.

RESULTS

A total of 12 nail biopsies were performed in 11
patients, of which two were incision and 10 punch biopsies,
the results are summarized in table 1.
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DISCUSSAO

Na realizac8o das bidpsias, 0s autores se depararam
com algumas dificuldades. Nas unhas que apresentavam
onicolise e espessamento da lamina ungueal, houve, em
100% dos casos, descolamento dalaminado leito durante o
procedimento, levando a necessidade de emblocamento
separado da l&mina e do leito biopsiado.

Com relagdo a biopsias de leito, em 19957 Souza
utilizou o punch de trés ou 4mm; Rich,”> em 1992, mostrou
a técnica de duplo punch; orientando a utilizagdo de um
punch de 4mm para retirada da [&mina ungueal e um de
3mm para a retirada do fragmento do leito; nas aqui relata-
das, houve grande dificul dade técnicano emprego do punch
descartével, pois a lamina ungueal desprendida durante a
biopsia a ele aderia internamente, 0 que ndo aconteceu
quando usado o punch ndo descartavel.

Nas bidpsias damatriz, a orientaggo indica escolhade
punch de 3mm ou fuso transversal, acompanhando a curva
turadaltnula e evitando a matriz proximal, se possivel.’5*

Dado que nesse tipo de bidpsia a exposicdo da
matriz pela confecgdo de retalho da prega proximal éindis-
pensavel, os autores escolheram o punch descartéavel de
3mm, natentativa de prevenir sequelas definitivas na unha.

Com relagdo a anestesia, eles julgam ser fundamen-
tal, nos casos de biopsia da matriz, a anestesia troncular, ja
gue € necessario campo cirdrgico sem sangue, o que facili-
ta identificar o local da alteragdo na matriz, orientando a
biopsia. Quando setratava de biopsiar leito, aplicaram anes-
tesia local, e houve boa toleréncia por parte dos pacientes,
bem como efetividade de bloqueio. N&o utilizaram garrote,
0 sangramento foi minimo e em nada prejudicou o procedi-
mento.

Outro fator decisivo na precisa avaliagdo histoldgica
da biépsia é a orientacéo do material obtido. Trata-se nor-
malmente de pequenos fragmentos, e a orientacdo inade-
quada pode comprometer o resultado. E possivel a utiliza-
¢80 de corantes nessa orientacd0 ou a marcagdo da peca
com uma pequena incisdo lateral, definindo se a inclusdo
seratransversal ou longitudinal. N&o se aconselhaaimedia-
ta clivagem do material como forma de orientar a incluséo,
pelo risco de prejuizo ao exame histopatol dgi co.

Em 1997¢ Jerasutus mostrou, com detalhes, as alte-
racOes histopatol 6gicas do |eito ungueal quando de inclusao
transversal: os cones epidérmicos sao estreitos e longos,
intercal ados por papilas dérmicas, formando pregas longitu-
dinais regulares ao longo do leito ungueal. Sugere-se, por-
tanto, ainclusdo longitudinal.

Os pacientes foram acompanhados pelos autores,
gue ndo observaram sequielas naquel es submetidos a bidp-
sia do leito. Os dois pacientes submetidos a bidpsia da
matriz foram acompanhados até o crescimento normal e
completo dalémina ungueal, sem sulcos ou onicdlise, 0 que
foi interpretado como resultado final sem seqielas. A
casuistica dos autores € pequena e pode ndo representar a
real incidéncia de complicagoes.
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DISCUSSION

While performing the biopsies, the authors encoun-
tered several difficulties. In 100% of the cases in which the
nails presented onycholysis and thickening of the nail plate,
there was a separation between nail plate and nail bed
during the procedure, leading to the need for nail plate and
nail bed to be mounted separately.

Regarding biopsies of the bed, in 1995 Souza used
a 3 or 4mm punch; Rich,”? (1992) described a technique
using two punches; recommending the use of a 4mm punch
for sampling the nail plate followed by a 3mm punch for
removal of a fragment of the nail bed; in the cases reported
in the present work, there was great technical difficulty in
the use of disposable punches, because the nail plate loose-
ned during the biopsy and became adhered to the internal
part of the punch, which did not happen when non disposa-
ble punches were used.

In biopsies of the matrix, the choice of a 3mm punch
or transversal strip, is recommended and accompanying the
curvature of the lunula while avoiding the proximal matrix,
whenever possible.’=*

Given that in this type of biopsy, exposure of the
matrix for preparing a specimen of the proximal fold isindis-
pensable, the authors opted for a disposable 3mm punch,
with a view to preventing definitive sequelsin the nail.

Regarding anesthesia, a nerve block is considered
fundamental as the anesthetic procedure in the cases of
biopsy of the matrix, since a surgical field free from blood is
necessary to facilitate identification of the site in the matrix
that presents alterations and thereby guiding the biopsy.
When performing a biopsy in the nail bed, local anesthesia
was applied and there was good tolerance on the part of the
patients, as well as effectiveness of the blockade. It was not
necessary to use clipping since the bleeding was minimal
and it did not affect the procedure.

Another decisive factor for a precise histological eva-
luation of the biopsy is the orientation of the material obtai-
ned. This usually involves small fragments and an incorrect
orientation can invalidate the results. To indicate the orienta-
tion one can use colors or mark the specimen with a small
lateral incision to define whether the inclusion was transver -
sal or longitudinal. The immediate cleaving of the material
asa meansto guide theinclusion is not advisable asthereis
a risk that this might alter the histopathological exam.

In 1997.,° Jerasutus demonstrated in detail the histo-
pathological alterations to the nail bed following a trans-
verse inclusion: the epidermal cones are narrow and long,
inserted by dermal papillae, forming regular longitudinal
folds along the nail bed. Therefore a longitudinal inclusion
is recommended.

The patients were followed-up by the authors and no
sequela were observed among those submitted to biopsy of
the nail bed. The two patients submitted to biopsy of the
matrix were followed-up until normal and complete growth
of the nail bed, without furrows or onycholysis, which was
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Com relagdo ao processamento, as bidpsias da
matriz e tecidos periungueais foram diretamente fixadas em
formol, o que ndo comprometeu nem ainclusdo, nem aava-
liagdo histopatol 6gica dos materiais.

As biopsias do |eito foram submetidas a dois modos
de amaciamento, utilizando KOH a 20%, aquecido a 56°C
por 15 minutos, ou solugdo aguosa a 10% de Tween 40.
Com relagéo ao corte do material no micrétomo, a dificul-
dade se relacionava em maior ou menor grau com a espes-
sura da l@mina ungueal, ja esperada e contornada pela utili-
zacd0 de l&minas novas no micrétomo a cada quatro dife-
rentes materiais processados.

Naavaliagéo histopatol 6gicando se observou prejui-
Zo citolégico nem histoldgico nas amostras. Ambas as téc-
nicas sdo de facil reproducao e baixo custo.

N&o foi possivel redlizar a andlise estatistica do
grupo, dadas sua pegquena dimenséo e falta de homogenei-
dade. Houve troca constante das |&minas do micrétomo,
parafacilitar os cortes, o que interferiu na avaliacéo da efi-
cécia das técnicas de amaciamento.

Com relac8o aos resultados obtidos pelo exame his-
topatol dgico:

- 0S casos suspeitos clinicamente de onicomicose que tive-
ram exames micol 0gi cos negativos ndo foram confirmados
pela histopatologia. O nimero de casos € pequeno (trés), o
gue ndo permite aos autorestirar conclusdes. Eles evitaram,
porém, tratamentos onerosos e com efeitos colaterais.
Acreditam tratar-se de onicopatia traumética - que freqiien-
temente acomete o halux, local das bidpsias aqui focaliza-
das -, podendo apresentar-se clinicamente como onicdlise
ou hiperceratose reativa;®

- em um dos casos clinicos, a suspeita era de verruga
subungueal, e, durante a histopatologia, ndo foram
encontradas caracteristicas histol 6gicas de infeccdo pelo
HPV, sendo os autores surpreendidos por hifas na colo-
racéo pelo PAS. Infelizmente, ndo havia sido feito exame
micoldgico prévio. Pode-se inferir aqui aimportanciada
realizagdo da coloracéo para pesquisa de fungos nas
biépsias de unha, sobretudo nos casos com hipercerato-
se ungueal;

- no caso de melanoniquia estriada, a importancia esta no
fato de se excluir, com seguranca, a malignidade, o que é
igualmente valido para o caso de tumor periungueal, tam-
bém biopsiado;

- no caso da crianga com traquioniquia, os achados histol¢-
gicos na bidpsia do leito apenas foram secundérios as alte-
raches primérias que ocorriam na matriz. O melhor teria
sido biopsiar a matriz;

- em outro caso, com caracteristicas clinicas de psoriase, a
biopsiado leito foi suficiente para se concluir o diagnéstico.
- no caso de liquen plano, ja que a doenca acomete tanto a
matriz quanto o leito, preferiu-se biopsiar o leito. Quando a
lesdo émuitoinicial e exclusivadamatriz, como em um dos
casos hiopsiados, a Unica forma de conseguir o diagnostico
€ pela biopsia da matriz.
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considered a final result without sequela. However, the
authors patient sample was small and consequently may
not be representative of the real incidence of complications.

Regarding the processing, the biopsies of the matrix
and periungual tissue were fixed directly in formol, which did
not alter the inclusion or histopathological evaluation.

Biopsies of the bed were submitted to one of two
methods of softening, using either 20% KOH, heated to
56°C for 15 minutes, or 10% aqueous sol ution of Tween 40.
Regarding the sectioning of the material in the microtome,
the difficulty was linked to the greater or lesser degree of
thickening of the nail plate, as was already expected and
overcome by the use of new blades in the microtome after
every four different specimens processed.

In the histopathological evaluation, no cytological
or histological damage was observed in the samples. Both
techniques are easily reproduced and have a low cost.

It was not possible to perform statistical analysis of
the group given its limited number of samples and lack of
homogeneity. The blades in the microtome were frequently
changed to facilitate the sectioning, which also interfered in
the evaluation of the effectiveness of the softening techniques.

As for the results obtained from the histopathol ogi-
cal exam:

- the clinically suspected cases of onychomycosis that pre-
sented negative mycological exams were not confirmed by
histopathology. The number of cases was small (n = 3),
which did not allow the authors to reach any conclusions.
However costly procedures with side effects were avoided.
It was suspected that these were cases of traumatic onycho-
pathy; which frequently affects the hallux, the site of the
biopsies focused here and that can present clinically as ony-
cholysis or reactive hyperkeratosis;®
- in one of the clinical cases, subungual wart was suspected
and the histopathology revealed no histological characte-
ristics of infection by HPV, although the authors were sur-
prised by hyphae in the staining by PAS. Unfortunately, no
previous mycological exam had been done. This fact sug-
gests how important it is to perform staining for the isola-
tion of funghi in nail biopsies, above all in those cases with
ungual hyperkeratosis;

- in the case of striated melanonychia, it is important to
exclude, with certainty, the possibility of malignancy, which
was equally valid for the case of periungual tumor that was
also biopsied;

- in the case of the child with trachyonychia, the histologi-
cal findings in the biopsy of the bed were only secondary to
the primary alterations occurring in the matrix. Hence it
would have been better to perform a biopsy in the matrix;

- in the case with clinical characteristics of psoriasis, biopsy
of the nail bed was sufficient to confirm the diagnosis.

- inthe case of lichen planus, since the disease affects both the
nail matrix and bed, biopsy of the bed was preferred.

However, when the lesion is in the very initial stage and
restricted to the matrix, asin one of the biopsy cases, a biopsy
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Nos casos suspeitos de onicomicose, cujos exames
micoldgicos foram negativos ou quando se desga excluir
psoriase, um método disponivel e que ndo deve ser esqueci-
do, intermedidrio entre 0 exame micolégico e a bidpsia
ungueal, € o exame histopatol 6gico de fragmentos de |ami-
na ungueal. Suarez, em 1991,* mostrou sua utilidade em
diagnosticar onicomicose, nos casos de exame micol 6gico
negativo parafungos. Machler, em 1998,* e Grammer-West,
em 1998,* lidando com casos de onicodistrofia, endossaram
utilidade para o diagnostico de onicomicose e psoriase.

CONCLUSOES

A biopsia ungueal requer, do dermatologista, amplo
conhecimento da anatomia da unidade da unha, sendo
imprescindiveis desde a escolhado loca até a orientagdo da
inclusdo e interpretacdo dos resultados.

Os locais adequados de biopsia no aparelho ungueal
para as diferentes doencas da unha séo:

- melanoniquia estriada ou tumores na matriz: matriz;

- distrofia ungueal envolvendo toda a extensdo da lamina:
matriz;

- massa ou tumor no leito: leito;

- unha psoriasica ou flingica questionavel ou ndo documen-
tada: leito;

- onicdlise inexplicada: leito;

- hiperceratose subungueal: leito;

- lesdo vegetante e pigmentagcdo subungueal inexplicada:
leito;

- paroniquia crénica, tumores ou massas da prega ungueal
causando distrofia ungueal: prega ungueal.

Nas bidpsias ungueais ndo houve diferenca na difi-
culdade técnica de incluir ou cortar o material consoante o
meétodo de amaciamento empregado.

Nao houve prejuizo citologico nem histolégico das
biopsias com as duas técnicas de amaciamento da |&mina
ungueal utilizadas.

A bidpsia ungueal é procedimento seguro que pode
gjudar no diagnéstico das doengas da unha.

Pode-se sugerir uma rotina para a biépsia ungueal:
1) local: guiar-se pela alteracdo ungueal presente;

2) anestesia: regional para as bidpsias damatriz elocal para
as do leito;

3) utilizagdo de garrote para bidpsia da matriz o que é dis-
pensavel nas do leito;

4) punch: descartédvel de 3mm nas bidpsias da matriz e ndo
descartével de 4mm nas bidpsias do leito;

5) marcar o fragmento biopsiado com corantes ou cortar
uma de suas laterais, orientando assim ainclusdo: transver-
sal ou longitudinal;

6) fixagdo: diretamente em formol nas bidpsias da matriz e
utilizagdo de técnicas de amaciamento, tanto Tween 40 em
solucéo aguosa a 10% quanto KOH a 20%, por 15 minutos,
a56°C, nas hidpsias de leito. a
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of the matrix is essential.

In the cases of suspected onychomycosis, in which
the mycological exams were negative or whenever it was
necessary to exclude psoriasis, the histopathological exam
of nail plate fragments, midway should not be neglected.
Suarez (1991)* demonstrated its usefulness for diagnosing
onychomycosis in the cases of negative mycological exam
for fungi. Machler in 1998,* and Grammer-\West 1998,*
wor king with cases of onychodystrophy, endorsed its useful -
ness for the diagnosis of onychomycosis and psoriasis.

CONCLUSIONS

Nail biopsy should only be carried out by dermatolo-
gists who have a broad knowledge of the anatomy of the nail
unit, which isindispensablein all aspects ranging from choi-
ce of the site to orientation of the inclusion and interpretation
of the results.

The appropriate sites for biopsy in the ungual appa-
ratus for the various diseases of the nail are:

- striated melanonychia or tumors in the matrix: matrix;

- ungual dystrophy involving the entire extension of the nail
plate: matrix;

- mass or tumor in the nail bed: bed;

- doubtful or non documented psoriatic or fungous nail:
bed;

- unexplained onycholysis: bed;

- subungual hyperkeratosis: bed;

- vegetative lesion and unexplained subungual pigmenta-
tion: bed;

- chronic paronychia, tumors or masses of the ungual fold
causing ungual dystrophy: ungual fold.

In the nail biopsies there was no difference in the
technical difficulty of including or sectioning the material
relative to the softening the method used.

There was no cytological or histological damage to
the biopsies with either of the two techniques used for sof-
tening the nail plate.

Nail biopsy is safe a procedure that can help in the
diagnosis of ungual diseases.

A routine for nail biopsy is suggested below:

1) site: use the nail alteration presented as a guideling;

2) anesthesia: regional for biopsies of the matrix and local
for the nail bed;

3) clipping should be used for biopsy of the matrix and is
dispensable for those of the nail bed;

4) punch: usea digposable 3mm punch for biopsies of the matrix
and a non digposable 4mm punch for biopsies of the nail bed;
5) mark the biopsy specimen with colors or trimone of its Sides,
in order to guide the inclusion: transversal or longitudinal;

6) fixing: directly in formol for biopsies of the matrix and
the use softening techniques is advised, either 10% Tween
40 in aqueous solution or 20% KOH for 15 minutes at 56°C
for biopsies of the nail bed. u
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