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vulvar hypertrophy, vulvar mass, vulvar edema, 
draining sinuses, ulceration, or abscess formation. 
“Knife-cut” ulcers which resemble lacerations are 
almost pathognomonic of Crohn’s disease although 
they have been reported in herpetic infections in the 
immunocompromised and in cutaneous tuberculosis. 
“Apthous-like” ulcer is the other morphological 
presentation seen. Vulvar involvement in Crohn’s 
disease may be by virtue of contiguity, as a direct 
extension of intestinal involvement, or non-contiguous 
(metastatic) in which there is no connection between 
the vulva and the bowel.[6] In a review by Andreani 
et al., 91% of cases of vulvar Crohn’s disease had 
metastatic spread, while only 5% had contiguous 
spread.[4] In the same study, 25% of vulvar Crohn’s 
disease did not have any intestinal involvement at the 
time of the vulvar lesion. It is in these cases that making 
a correct diagnosis becomes difficult. Werlin et al., have 
reported that vulvar ulcers may precede intestinal 
manifestations by up to 18 years.[7] Initial stages of 
vulvar Crohn’s disease can be medically managed. 
Metronidazole alone or in combination with steroids has 
been the most effective treatment with a success rate of  
87.5%.[4] The optimal recommended dose of 
metronidazole is 20 mg/kg/day for at least 12 to 36 
months.[8] Bilateral pedal paresthesia is a complication 
reported with long-term metronidazole. Other drugs like 
sulfasalazine, azathioprine, infliximab, and thalidomide 
have been used with varied response. Advanced cases 
may require vulvectomy, but local excision has been 
reported to show recurrence of the disease. 

Chronic vulvar ulcers require thorough clinical 
evaluation and long term follow-up for a successful 
outcome.
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Phenol application to distal nail 
matrix for the treatment of nail 
thickening 

Sir,
Nail thickening is a common disorder caused by various 
factors including biomechanical problems, impaired 
peripheral circulation, neglect or inflammatory 
disorders of the nail unit.[1] To date, several medical 
and surgical methods such as keratolytic agents and 
mechanical abrasives have been proposed in the 
treatment. With these modalities however, permanent 
results cannot be achieved, since the origin of the 
pathology, namely nail matrix is not addressed. Baran[2] 
described a surgical technique in which one-third of 
the distal matrix, parallel to the borders of the lunula is 
excised. Instead of surgical excision of matrix, we have 
successfully treated a patient with thickened nail by 
the application of phenol solution to the distal matrix, 
avoiding any potential complications associated with 
the surgery and preserving proximal nail matrix so 
that a normal nail plate has grown.

A 47-year-old man presented with nail thickening of the 
left great toe for more than five years [Figure 1] which 
caused discomfort and pain. His medical and family 
history did not reveal any associated disorder. He stated 
that, over the past five-year-period he was treated once 
with oral terbinafine for 6 months and his nail plate 
was avulsed three times, but the problem persisted. 
Physical examination revealed a thickened nail plate on 
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his left great toe. KOH tests and fungal cultures of the 
affected nail and the other nails were negative.

After utilizing a distal wing block with lidocaine, 
the nail plate of the great toe was removed. As the 
thickness of the nail plate increases with the length of 
the matrix, we denaturated the distal part of the matrix 
extending from the proximal nail fold, with a popular 
chemical agent, 88% phenol solution [Figure 2]. After 
the application of full-strength phenol solution for 
three minutes, the surgical site was closed and the 
wound was left to heal with secondary intention. After 
the procedure the nail grew normally, matching the 
finger and surrounding nails [Figure 3].

Several medical and surgical methods have been 
proposed in the treatment of nail thickening. 
Apart from the nail bed hyperkeratosis (apparent 
thickening), real thickening of the nail plate exists as 
a result of changes in the matrix. Keratolytic agents 

and mechanical abrasives can be used to reduce the 
nail plate thickness, but permanent results cannot 
be achieved with these modalities. For long-term 
satisfactory results nail matrix should be treated.

Baran[2] described a surgical technique in the treatment 
of chronic nail thickening of idiopathic or hereditary 
origin. He excised one-third of the distal matrix, parallel 
to the borders of the lunula. This procedure should 
be done with care by the experienced physicians. 
In our experience, as a result of the fragile structure 
of nail matrix, crush artifact can be seen. Especially 
laterally oriented nail spicules from retained matrix 
tissue is a major problem. Dermatologists are familiar 
with phenol cauterization, especially in the treatment 
of ingrown nails.[3,4] Recent studies show that phenol 
chemical matricectomy is an effective method in the 
treatment of ingrown nails.[5,6] It has better safety 
profile compared to surgical matricectomy with less 
postoperative pain and shorter recovery times.[7] 

Phenol is usually applied with a cotton-tipped swab.[4-7] 

But use of gauze was also proposed for this purpose.[8]

Proximal matrix produces more than 50% of the 
nail plate and additional care must be paid, because 
dorsal surface is the end product.[9] In our technique, 
distal matrix extending from the proximal nail fold is 
chemically denaturated and most important part of 
the matrix has been protected. Surgical instruments 
are not used in the matrix destruction, so that crush 
artifact risk is minimized. 

The most commonly used anesthesia techniques for 
the surgical procedures of the nails are the distal wing 
block and traditional digital ring block with or without Figure 1: Prominent thickening of the toenail preoperatively

Figure 3: Newly formed thinner nail plate after the operation.  
(This photo was taken 11 months after the operation)

Figure 2: Application of phenol to the distal matrix
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epinephrine.[6,9] We preferred distal wing block which 
involves direct anesthesia infusion into the periungual 
tissues. It takes effect almost immediately while digital 
ring block may require a few minutes to achieve full 
anesthesia. Another advantage is that it aids hemostasis 
by volume load, without use of epinephrine.[9]

In conclusion, distal matricectomy with phenol 
solution can be an alternative method for the 
treatment of thickened nails with its simplicity 
and excellent cosmetic outcome. However, further 
studies with larger number of patients are needed to 
reach a definitive conclusion and these studies may 
also provide detailed data about the advantages and 
disadvantages of this technique.
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Proximal nail fold-lunula double 
punch technique: A less invasive 
method for sampling nail matrix 
without nail avulsion 

Sir,
Nail matrix disorders are common in dermatological 
practice. Their clinical manifestations include 
leukonychia, melanonychia, Beau’s line, trachyonychia, 
nail lichen planus, et al.[1,2] Nevertheless, nail biopsy 
and histopathology have received little attention in the 
dermatologic literature. This may result from patients’ 
apprehension, such as pain from the procedure, a risk 
of scarring or morphologic change of the nail after nail 
surgeries, and the physicians’ unconcern for many 
different nail diseases and lack of experience about 
pathologic findings of nail diseases.[3-5]

The nail plate is generated by the nail matrix  
[Figure 1]. The proximal nail matrix produces the 
lower layer of the nail plate and the distal nail matrix, 
namely lunula, produces the upper layer of the nail 
plate. Therefore, biopsies of the proximal nail matrix 
and lunula are essential in cases of nail matrix 
disorders.

Dermatologists have traditionally taken the nail matrix 
tissue by exposing the nail matrix after incising the 
proximal nail fold.[1-5] Although this has offered much 
more histopathological information to dermatologists 
and shown a high success rate in achieving a diagnosis, 
it has many disadvantages. First, the method is a 
complex one which needs expert skills of the operator 
because it needs several steps until exposure of the 
nail matrix, so called cul-de-sac. Second, because of 
the anesthesia which needs much amount of local 
anesthetic, the patients surely suffer from harsh pain 
during injection. Third, the traditional nail matrix 
biopsy leads to decrease in the size of the nail plate, 
eventually. Therefore, the patient may undergo 
cosmetic problems. Finally, a long period of wound 
healing is necessary and a postoperative scar may 
result.

Hence, we introduce a simple but informative method 
for patients with nail matrix disorders [Figure 2]. 
After achieving local anesthesia that does not need 
lots of anesthetic as compared to the conventional 
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