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about this operation is that it works, whereas
less radical procedures, unless done with
great care, do not; and its advocates can be
excused on the grounds that much suffering,
time and disappointment is saved.

Some years ago I was impressed by an article
by Brearley,! which advised slicing off a large
piece of the terminal pulp and lateral nail fold
which had overgrown the corner nail “spike” and
allowing the saucerised area to granulate. The
resulting scar contracture extends the nail bed to
the end of the toe, thus preventing recurrence.
The procedure has the advantages that it can be
done in the presence of acute sepsis and that
nothing is lost.

With extensive excision followed by haemo-
stasis the results are gratifying provided that it is
done on the early age group before the side of the
nail has started to curl under. It was this last
observation which caused me to consider the
aetiology more seriously and, although, boys being
boys, one must hold them culpable, the evidence
was that “picking”’ the nail was more a result than
a cause. The granuloma which occurs at the
corner of the nail has all the conditions for a
pyogenic granuloma. With the overlap of the
lateral nail fold and end pulp there is no gravity
or natural drainage—or natural manicure—for the
skin detritus and foreign material which collects
there. As this accumulates under the corner of the
nail it raises it off the nail bed, which then retracts
proximally under the lateral nail fold, so worsening
the condition.

It is possible to get these conditions in a finger,
and ingrowing fingernails do occur. In the booted
foot, however, the situation is aggravated by the
pump-like action of the arched toenail against the
toe cap. This has the effect of alternately raising
and dropping the corners of the nail (I have tested
this on a plaster-of-Paris analogue), so impacting
the detritus even more firmly at the corner. It is
this detritus which causes the foreign body
granuloma and without this there is no ingrowing.
The unbooted native does not suffer from in-
growing toenails. It is loose shoes, football boots,
or Wellingtons, as well as holed socks, which
cause the problem.

Of recent years I have concentrated on
removing the lateral nail fold to secure
adequate drainage and an automatic manicure.
There is then usually no problem as the nail
grows to the end of the toe and the terminal
pulp retracts before it. Once this has occurred
and the situation is maintained there does not
seem to be any recurrence. I am intrigued by
the account of gutter treatment because it
establishes these conditions from the start and
look forward to the kits becoming available.
I doubt, however, whether it should be used
in the presence of sepsis, and one difficulty I
foresee is the bead-like swellings—possibly
due to the incorporation of foreign material
—which are often present on the sides of the
nail.
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SIR,—Mr W R Murray and Dr J E Robb in
their letter (11 August, p 391) are quite correct
in stating there was no statistically significant
difference in the results between the gutter
treatment and avulsion of the toenail because
of the small numbers studied, as we reported
in our paper (21 July, p 168). They are, how-
ever, incorrect in using reoperation rate as the
sole criterion of success, as is clearly shown in
our results. Cure rate is the important factor
from the patient’s point of view. Our results
indicate that a randomised study of 120
patients should show a good stastistical
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difference between the cure rate at one year
for the gutter treatment (of around 55°,) and
the cure rate for avulsion (of around 30¢,),
and such a study would indeed be valuable.
Comment was also made on the equipment
required. The sterile kit is inexpensive and
should be balanced against our recommended
follow-up of 10 days with a final check at six
months—a total of four visits for the gutter
treatment, compared with a careful long-term
follow-up for a period of six to eight months
with multiple attendances as recommended by
Lloyd-Davies and Brill' for simple avulsion
treatment. Mr Murray and Dr Robb also
stated that there is no theoretical reason why
gutter treatment should result in better long-
term results than avulsion. Fowler,? however,
has described the theoretical reasons why this
should be: after avulsion of the nail the pulp
of the hallux is pushed dorsally during weight
bearing and the distal nail grooves are thus
obliterated. When the new nail advances to
this area of obliteration recurrence of the in-
growing toenail readily occurs. The other
common finding I have observed after avulsion
of the toenail is that the new nail is increased
in thickness and more brittle, and this increase
in thickness may appear similar to onycho-
gryphosis if avulsion has been carried out on
more than two occasions.
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SIR,—Recent correspondence (11 August,
p 391) has suggested that avulsion of the
toenail should be retained as a useful technique
in any toenail management protocol. However,
though I agree with Mr A W Fowler (25
August, p 500) that ingrowing toenails are
multifactional in their causation, a very
frequent finding is drastic cutting of the
toenail, which removes support from the
pulp of the toe and allows it to prolapse around
the edges of the nail. These cases are parti-
cularly suitable for treatment with the gutter
procedure! and, together with instruction to
avoid cutting the nails short, result in a high
cure rate.

Where there is considerable embedding of
the toenail or abnormal thickening of the nail,
either a segmental excision (described by Mr
Fowler)? or phenol cauterisation of lateral nail
matrix is the treatment of choice. I prefer
segmental excision in these cases (cure rate at
one year 84°,1), but in a recent series of cases
of phenol cauterisation of the lateral matrix?
there was a 94", cure rate of 50 patients
reviewed at six months. Perhaps a prospective
trial between these two methods is indicated.
For onychogryphosis or where there is
marked ingrowth and granuloma affecting
both sides of the nail, phenol cauterisation of
the whole nail bed is the treatment of choice.?

In my opinion, simple nail avulsion is rarely
indicated and should be regarded only as a
palliative operation. Many patients continue
to suffer months or years of further discomfort
following avulsion until their name reappears
on the waiting list for definitive surgery.
Although this may in part be due to poor
selection and follow-up of patients, with the
above plan of management there are very few
failures of treatment, considerably fewer

15 SEPTEMBER 1979

hospital attendances for and

satisfied patients.

treatment,
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Minor tranquillisers and road accidents

SIR,—In their interesting paper (7 April, p 917)
Dr D C G Skegg and others claimed to have
shown an association between minor tranquil-
lisers and increased risk of serious road
accidents. I am not sure that they have.

From the details of the five patients listed,
one finds that the fourth patient was knocked
off her bicycle when a car door opened. She
was taking a tablet containing meprobamate
and ethoheptazine, an analgesic known to
cause dizziness in some patients. It seems un-
likely that the meprobamate was responsible
for an accident that may not have happened in
the absence of the careless behaviour of a
motorist, but whether the analgesic or the
tranquilliser played any part cannot be
decided.

The fifth patient, who fell off her bicycle,
was taking two benzodiazepines, an anti-
depressant, and insulin for her diabetes. 1
share the admitting doctor’s uncertainty:
“Mechanism of fall unknown.” The hypo-
tensive effect of the antidepressant or hypo-
glycaemia from insulin could have been as
much responsible as the benzodiazepines.

The third patient, a known heavy drinker,
had taken alcohol and diazepam, a mixture
that is well known to be potentially lethal,
particularly for car drivers. In the absence of
a blood test I would be disinclined to accept
his story that he had drunk a little alcohol,”
bearing in mind the penalties for driving under
the influence of liquor; far safer to blame the
tablets the doctor gave him.

This leaves two patients whose accidents are
‘“unexplained.” Why did the first case drive his
car head on into a lorry? Was he asleep or
suicidal ? In short, was it the drug or his mental
condition that caused his death ? Possibly the
second case is the only one in which one can
reasonably infer that his use of chlordiaze-
poxide was a cause of inattention resulting in
his not looking where he was going.

Clayton! has reviewed the very real problems
of relating the use of psychotropic drugs to the
frequency of collisions on the road. In truth,
apart from individual patients who admit to
difficulties experienced when driving after
taking their medication, we know very little
about this important problem. That many
psychotropic drugs affect psychomotor skills
and judgments in the laboratory or test track
situation is beyond dispute. However, most
studies are carried out on young, healthy, male
volunteers taking drugs for short periods of
time, and one wonders what relevance these
have to older patients on long-term medication
who are driving daily on the roads. How many
suffer serious accidents as a result is not, at
present, known.

Hence I wholeheartedly support the authors’
request for a large, randomised control trial to
sort out the effects of drugs and underlying



