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ABSTRACT: In Growing Toe Nail is a common condition involving the great toe. Many surgical procedures have been described. 

But the problems of recurrence, nail spicules and poor aesthetical consequences remain unresolved and a source of chronic 

irritation to affected patients.  

AIM: The aim of this study is to arrive at the best possible surgical technique for IGTN,having lowest recurrence rate and best 

aesthetic results.  

METHODS: Between July 1995- June 2014, 56 patients (7 with bilateral disease) visiting the outpatient of Department of Surgery 

of two medical college hospitals were included in the study and were subjected to adequate bilateral para ungual soft tissue 

excision with nail avulsion. Post-operative bleeding, pain, deformity and recurrence were the factors analysed.  

RESULT: Of the 56 cases, 7 had bilateral IGTN (63 nails).The age range was 18-68 years (Mean age 36.28 years). There were 32 

Males and 24 females. One case came with reactionary bleeding and one had local injection site inflammation. None had 

recurrence, any nail spikes or deformity during the mean follow up period of 2.38 years.  

CONCLUSION: Para ungual adequate soft tissue excision is an effective technique for the cure of IGTN. 
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INTRODUCTION: Onychocryptosis or In Growing Toe Nail 

(IGTN) is a common clinical problem.[1] It usually affects the 

great toes in young adult population, possibly because this 

toe bears the maximum pressure during ambulation (Within 

the tight confines of the footwear) giving rise to the lateral 

bulging of the soft tissue much beyond the lateral edge of the 

nail. Thus the terminal part of the nail at the lateral ends cuts 

the para-ungual soft tissue which becomes painful, often 

with pus collection, indicating the need for surgery.[2,3] 

Except for the patient, it is not considered a major health 

problem and hence the literature on IGTN is limited.  

Surgery is most often required for remission but the 

rate of recurrences is very high with the definitive risk of 

poor functional and aesthetical consequences. Among the 

numerous surgical procedures described in other studies, 

none is unanimously considered as the most effective.[4]
 

The conventional surgical approach to IGTN is directed 

towards the nail, which cuts into the para-ungual soft tissue 

over a period of time. But in reality, the hard tissue always 

impinges on to the soft tissue, causes recurrent infection and 

deformity. (If one cuts the knife with the fruit or fruit with 

the knife, it is the fruit which always gets cut). In IGTN, all 

approaches have been towards cutting the knife (The nail) 

and no approach aimed at dealing with the soft tissue has 

been described so far. 
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This method is directed towards para ungual soft tissue 

excision for the effective cure of IGTN. 

 

MATERIALS AND METHODS: Cases of painful IGTN with or 

without sepsis, reporting to surgical outpatient department of 

two medical college hospitals from July 1995- June 2014 were 

included in the study. Willing patients above 18 years were 

included in the study. Patients below the age of 18, unwilling 

patients and patients with ischemic lower limb were excluded. 

However controlled DM in patients was not a contraindication 

for inclusion into study. The whole foot was cleaned with soap 

and water, including the web space. 5% Betadine solution was 

applied as antiseptic preparation. Digital nerve block was used 

with an equal mixture of 2% Xylocaine and 0.5% Bupivacaine,  

3-5ml on either side of the nail. 

The whole nail was avulsed. The soft tissue on either side 

was excised from the margin of nail bed, starting from the tip 

of the toe towards the germinal matrix side of the nail (Fig-1). 

The in-growing side was excised more than the non in growing 

side, thus removing the maximum amount of the infected 

granulation tissue. In the presence of pus, the eponychium was 

also excised to avoid pus tracking. Pressure dressing was 

applied and limb elevated for 30 min for achieving optimal 

haemostasis.  

After attaining haemostasis the dressing was made loose 

and then patients were sent home with analgesic and a dose of 

diazepam at bed time for the first day. No routine antibiotics 

were used. All subjects received pain killer (Diclofenac 50mg 

SOS or with maximum of two doses per day) upto a maximum 

of 5days.  All were advised rest with elevation of the limb                    

(15-20o at the hip with knee at 180o). After 72 hours they were 

told to soak the dressing in warm salt water at home, remove 

the dressing, clean with soap and water and apply coconut oil.  
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The patients were advised to cover the foot with clean 

socks till the healing was complete. All the patients were 

reviewed weekly for first four weeks and subsequently as 

per the patients need, till the healing was complete.  Sixth 

monthly Follow up was done for recurrence and cosmetic 

outcome. 

 

 
 

 
 

Fig. 1: Image at the end of surgery  
before the bandaging 

 

RESULTS: There were a total of 56 subjects, including 7 

bilateral afflictions (Total 63 nails), with age ranging 

between 18 and 68 years. 32 patients were males and 24 

females. One patient came back in the evening on the day of 

the surgery with bleeding from operated site. The wound 

was re-dressed and she was kept overnight in the surgical 

ward for observation. One lady had redness and swelling at 

the local injection site.  

The same got resolved with oral antibiotics 

(Amoxycilline+Clavulenic acid) for five days. Pain killer was 

required for five days to a week, but none required more 

than 10 tabs. The healing time taken was 4-6 weeks [Fig-2] 

upto  

complete growth of new nail. All patients were followed up for 

minimum of 6 months and maximum upto 12yrs, out of which  

52(92.85%) for 1 year, 40(71.4%) for 2 years, 8(14.28%) for 3 

years and only one (Author’s daughter) for 12 years (Fig-3). 

There was no appreciable deformity of toes (Fig-3) and none of 

the patients had any recurrence of IGTN or any ectopic nail 

spikes at the end of the follow up period. 

 

 
 

Fig. 2: Three images of a case during weekly follow up 
 

 

A) first week after surgery. 
B) second week after surgery. 
C) fourth week after surgery. 

 

 
 

Fig. 3: Image of follow up after 12 years 
 

 

DISCUSSION: IGTN is a nagging and a painful condition. Most of 

the nails require some form of surgical procedure for cure.[1] 

The treatment options available are conservative, nail avulsion, 

nail matrix surgery and non-nail matrix surgery. Conservative 

management in young patients can be successfully achieved by 

health education related to better foot and toe care.[5] 

The outcome as well as the duration of therapy are 

unpredictable with conservative management. Nail avulsion, 

partial or total, gives temporary relief but results in high 

recurrence. Nail avulsion alone is inferior to lateral matrix 

phenolization after avulsion, as reported by Khan et al in their 

study comparing phenol application after surgery in 2014.[6]  

For a long time, the standard surgical method followed for 

IGTN was avulsion of the lateral side of the nail and 

cauterization of the germinal matrix with Phenol (Winograd 

technique) so as to avoid re-growth of the nail on the in-growing 

side. The average wound healing time was 4-6 weeks.  
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It was considered as an excellent surgical method 

because of its simplicity, low cost, low morbidity, high 

success rate and quick return to normal activity.[7,8,9] 

Application of Phenol claimed to reduce the chance of 

infection as reported by Rounding C et al in 2005.(10) But this 

has been contradicted by another study by Tilburg et al in 

2007 showing high infection rate.[11] Wedge resection of nail 

matrix and Phenolization is presently reported to have high 

recurrence and narrowing of the nail plate with consequent 

disfigurement of the toe in the study by Kose and Guler et al 

in 2012.[12] 

Another study by Grover C et al in 2015, using 10% 

NaOH to destroy the nail matrix instead of phenol, has found 

to have a better outcome with a mean duration of post-

operative pain of 7.92 days and postoperative wound 

discharge of 15.42 days as compared to application of 88% 

Phenol with identical parameters of 16.25 days and 18.13 

days respectively.(13) 

However, any chemical matricectomy, cannot be 

definite as it is most likely to be uncontrolled,  will either be 

more or suboptimal. If it is more it will cause soft tissue 

destruction at the germinal center and eponychium, and in 

inadequate destruction, ectopic nail or nail spikes will be the 

outcome.  

The rate of occurrence of ectopic nail or spicules may 

be as low as 0.57% and seen even after modified matrix 

advancement flap surgery as observed by Colulu H et al in 

2005.(14) Patients should be aware of these risks before the 

matrix surgery is performed. A catastrophic case of post 

phenol burn followed by amputation of the great toe has 

been reported by Sugden et al in 2001.(15) Any toe loss, that 

too the great toe is not acceptable for the treatment of IGTN.  

It has been further reported by Barclay et al in 2009 

that, for postoperative recurrence with pain and infection, 

the germinal matrix tissue should be permanently destroyed 

by phenolization (Application of 80%-88% phenol solution), 

electro-cautery, radiofrequency, or carbon dioxide laser 

ablation of the nail matrix.[16] This is undoubtedly a very 

drastic approach for a benign clinical condition. 

In one non matrix surgery described as “Knot 

technique” by Ince B et al in 2015, a wedge excision of the 

upper and lower soft tissues of the nail was performed and 

wound margins were simply sutured with 2/0 

polypropylene. Approximately 8 to 10 knots were tied under 

the nail (Needle is passed below the nail) without cutting the 

stitches. These knots were then used to push the soft tissue 

down and to raise the nail by pulling up the knots, thereby 

raising the ingrowing part of the nail.[17] This procedure 

proved to be too complicated, painful and the knots 

remaining in situ for a long time was a cause of distress for 

the patients. 

The present procedure requires only two knife strokes 

and is a simple office procedure done under local 

anaesthesia in the outpatient department. It is easy to 

perform even by a general practice doctor because of its flat 

learning curve. No application of corrosive acid or alkali is 

the further advantage, to avoid any accident, injury or 

chronic ulceration. No suture is used, hence is not so painful. 

Open wound can be considered as a safe wound as far as 

infection is concerned. There is no nail matrix surgery either 

partial or complete. No matrix surgery means, no ectopic 

nail or nail spike.  

 

 

The healing time is comparable with other techniques, 

with simple post op home remedies like washing, application of 

oil and wearing a clean socks. The nails on both the sides remain 

equal, so cosmetically it is better more so for women. The wide 

excision of the non in growing side of the nail, and subsequent 

large raw area are the drawbacks, but after healing, it is 

cosmetically more appealing (Fig-3). The need for excision of 

both the para ungual regions is to attain equal healing on both 

sides and hence uniform growth of nail (As compared with the 

normal nail) an utmost cosmetic necessity specially for female 

patients. 
 

CONCLUSION: Para ungual bilateral adequate soft tissue 

excision, a simple surgery done under local anaesthesia, without 

any nail matrix interference and use of chemical cauterziation, 

can be considered as a highly acceptable surgery for IGTN due to 

its excellent cosmetic outcome and longterm absence of 

deformity or recurrence. 
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