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SHORT REPORTS

Nail bed ablation-excise or
cauterise? A controlled study

Ingrowing toenail and onychogryphosis cause much disability. Pain,
with inflammation or sepsis, is the presenting symptom in the ingrow-
ing toenail, which is common in adolescents. Onychogryphosis causes
pain but is seldom associated with sepsis. It occurs spontaneously in
the elderly and may follow a history of trauma or repeated avulsions
of the nail in persons of any age. Removal of the nail and ablation of
the nail bed is the treatment of choice for onychogryphosis. This
treatment is also indicated for ingrowing toenail when simpler
methods fail,' and occasionally primarily when the ingrowth affects
both sides of the nail.

Patients, methods, and results

A total of 107 patients were subdivided into either an onychogryphosis or
an ingrowing toenail group and then, depending on either an odd or an even
hospital number, were treated by Zadik's procedure or by phenol cauterisa-
tion. All patients were reviewed after three days and subsequently until their
wound healed. Zadik's procedure was performed as described by Fowler.2
Under local anaesthesia and tourniquet control two oblique half inch (1-25
cm) incisions were made, beginning at the junction of the nail fold and nail
walls. Three flaps were dissected which consisted of skin only; the layer of
epithelium on the deep surfaces of the nail fold and nail walls was left in
situ. The nail was then avulsed and the skin flaps retracted backwards. Using
sharp dissection a block of tissue was removed which consisted of the
germinal matrix and the overlying deep layer of the nail fold and walls. The
skin flaps were then sutured back to cover the raw area. If there was gross
sepsis Zadik's procedure was delayed until two weeks after nail avulsion,
which was performed initially. A similar technique for phenol cauterisation
was used as described by Ross.3 Under ring block local anaesthesia blood
was exsanguinated from the toenail with a small Esmarch-type bandage and
a soft rubber tourniquet applied. After avulsion of the nail 88 % phenol was
applied to the nail bed for three minutes. Excess phenol was then removed
with surgical spirit and Tulle Gras and standard dressings applied. The
tourniquet was removed. All patients were reviewed at or after six months.
The results are summarised in the table.

Results of treating onychogryphosis and ingrowing toenail with either Zadik's
procedure or phenol cauterisation

Procedure

Zadik's Phenolcauterisation

Onychogryphosis
No of patients .20 17
Average healing time (weeks) .2 2
Recurrence of nail spikes at or after 6 months

(average 10 months) .7/20 1/17
Further treatment for recurrence. 3/20 0/17

Ingrowing toenzail
No of patients .34 36
Simple nail avulsion with definitive procedure later. 12 0
Average healing time (weeks) .4 3
Recurrence of nail spikes at or after 6 months

(average 11 months) .11/34 7/36
Further treatment for recurrence .6/34 3/36

Comment

These results show that in our hands phenol cauterisation compares
favourably with Zadik's procedure in both onychogryphosis and
ingrowing toenails. Phenol cauterisation resulted in fewer recurrences
of nail spikes in both groups and further surgical treatment was
required in only 60( of patients compared with 18%o with Zadik's
procedure. No cases of osteitis occurred with either procedure. These
results are similar to those of Suppan and Ritchlin,4 who claimed a
980/ success rate in 240 cases with phenol cauterisation, and those of
Murray and Bedil who had a reoperation rate of 16%' after Zadik's
procedure. Our recurrences with phenol were possibly related to
technical problems. Absolute haemostasis of the nail bed is essential.
If there is any haemorrhage exsanguination after nail avulsion should

be repeated. In a small pilot study phenol applied for under three
minutes resulted in a higher recurrence rate. Perhaps the higher
recurrence rate in the ingrowing toenail group might be reduced by
applying phenol for longer.

Phenol cauterisation has a further advantage that it need not be
delayed in infected toenails; phenol is itself an antiseptic and can be
applied by the relatively inexperienced. Eight patients with both big
toes affected, who had the randomised procedure on the worse toe
and the opposite treatment on the other, all remarked on the lack of
postoperative pain with phenol compared with Zadik's procedure.
We therefore advocate phenol cauterisation of the whole nail bed as
the procedure of choice. The low incidence of nail spikes and keratin
plaques in our phenol group indicates that a partial or wedge
cauterisation of the nail bed with phenol, as advocated by Dumble,5
may also be satisfactory for an ingrowing toenail affecting only one
side.
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Prurigo and pets: the benefit from
vets

Cat and dog fleas cause pruritic papules in man, as do the mites
Sarcoptes scabiei canis, Cheyletiella yasguri of dogs, and Cheyletiella
blakei of cats.1-3 Flea and mite infestations are regularly seen in
small-animal veterinary practice in Denmark, as in Britain.3 As
these arthropods are rarely found on man Bagnall and Rook recom-
mended that if a patient has unexplained prurigo all animal contacts
should be examined.5 To assess the benefit from veterinary help we
performed a parasitological examination of 143 animals who had
contact with 111 patients with unexplained prurigo, controlled any
transmissible ectoparasite, and then assessed the results.

Patients, methods, and results

A total of Ill patients with unexplained prurigo and 143 animal contacts
(108 dogs and 35 cats) were referred to us by dermatologists. The animals
were examined clinically or, in 10 cases, material vacuum-cleaned from the
animal or its basket was studied. Mites were identified in skin scrapings.
Flea infestation was diagnosed when adult fleas or their faeces were found.
The table shows the parasitological findings. All the animals with mite
infestation had symptoms, and five of the exposed patients had intended to
consult a vet for this reason. Seven of the patients exposed to fleas knew that
their animals were infested and believed that this caused their eruption.

Mites (on four dogs) were removed by washing the animal three to six
times in a 0-2 %O solution of metriphonate at intervals of two to four days.
Fleas (on 35 dogs and 25 cats) were eradicated from the house by vacuum
cleaning and by spraying floors, carpets, and furniture with a 2 % solution of
methoxychlor twice 10 days apart. The animal was washed once with an
insecticidal shampoo and provided with a flea collar. We informed the
referring dermatologists of our findings but did not interfere with the
patients' treatment.
One month later the patients were followed up. All six patients exposed


