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Benefits of the alpha stitch technique in
surgical closure in onychocryptosis

Utilidade da técnica de fechamento cirúrgico "ponto em
alfa" na onicocriptose

ABS TRACT
Introduction: A poorly described aspect of onychocryptosis – the main cause for nail
unit surgeries – is how to perform its surgical closure. The present article describes a new
technique denominated alpha stitch that allows the straightening out of the nail fold by
positioning it at or below the nail plate’s level. 
Objective: To demonstrate the benefits of the alpha stitch surgical closure technique in
the surgical matricectomy for onychocryptosis.
Methods: Twenty patients with onychocryptosis grades II and III underwent surgical
matricectomy and were followed up for six months. The surgical closure was performed
using the alpha stitch technique.
Results: A total of 27 lateral nail folds were operated, with 81.8% yielding the expected
result, and 18.1% presenting uncertain outcomes.
Conclusions: The alpha stitch allows the proper healing of the straightened out nail fold,
which is positioned at or below the nails plate’s level, with good results, fast recovery,
minimal morbidity and a small number of recurrences. The technique can also be used in
surgical procedures involving other nail disorders.
Keywords: nail diseases; ambulatory surgical procedures; surgical procedures, minor;
suture techniques.

RESU MO
Introdução: Aspecto pouco avaliado da onicocriptose – principal causa de cirurgia do aparelho ungueal
– é como deve ser realizado o fechamento cirúrgico. Descreve-se nova técnica denominada "ponto alfa"
que permite a retificação da dobra ungueal por posicioná-la no nível da placa ou abaixo dela. 
Objetivo: Demonstrar a utilidade da técnica de fechamento cirúrgico "ponto alfa" na matricectomia
cirúrgica da onicocriptose. 
Métodos: Selecionados 20 pacientes com onicocriptose graus II e III, submetidos à matricectomia
cirúrgica com acompanhamento durante seis meses. O fechamento cirúrgico foi realizado com a técnica
"ponto alfa". 
Resultados: No total, 27 dobras ungueais laterais foram operadas, 81,8% delas com resultado espe-
rado, e 18,1% com resultado duvidoso. 
Conclusões: O "ponto alfa" permite correta cicatrização da dobra ungueal retificada, posicionada no
nível da placa ungueal ou abaixo dela, com bons resultados estéticos, rápida recuperação, mínima mor-
bidade e baixo número de recidivas. Poderá ser usado em procedimentos cirúrgicos de outras afecções
ungueais. 
Palavras-chave: doenças da unha; procedimentos cirúrgicos ambulatórios; procedimentos cirúrgicos
menores; técnicas de sutura.
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INTRODUCTION
Subcutaneous onychocryptosis is one of the most common

diseases of the nail unit, having a high morbidity rate and a disa-
bling clinical picture. It is more prevalent in adolescents and
young male adults, at a ratio of 3:1.1-4 Several factors determine
this condition: heredity, constitution, disproportionate nail plate
and nail bed widths, and increased transverse curvature of the nail
plate. Other additional aggravating factors are: medial deviation
of the hallux, thinning of the nail plate, periungual tissue thicke-
ning, hyperhidrosis of the feet, convex cut of the free distal fold
of the nail plate, and the wearing of pointed or excessively tight
shoes.1-5

The clinical picture, classified by Heifetz according to the
degree of severity, is characterized by the presence of inflamma-
tory signs such as erythema, mild edema, and pain caused by
pressure on the lateral nail fold (Grade I onychocryptosis). These
symptoms are caused when a nail plate with an inward pointing
lateral spike advances into the periungual tissue, triggering an
inflammatory reaction.

If the injury persists, inflammatory reactions increase, possi-
bly leading to the emergence of exudate, secondary infection,
and local drainage (Grade II onychocryptosis). If the process
continues further, the symptoms intensify, with the formation of
granulation tissue and hypertrophy of the lateral nail fold (Grade
III onychocryptosis).1-6

Diagnosis is mainly clinical, with imaging-based analysis
being necessary when there is a suspicion of bone alteration or
local infection. X-ray examination is an inexpensive and effecti-
ve way to screen for bone alterations. Infectious alterations beco-
me apparent through X-rays only when 50-60% of the bone in
the vertebral body is destroyed, therefore it shows as normal
during the initial infection period. Bone scintigraphy is effective
for observing osseous remodeling. The most sensitive and speci-
fic imaging study for the detection of infections is the MRI.7-9

The therapeutic approach can be carried out in two ways:
conservative and surgical. For Grade I, the guidance is to follow
a conservative approach, with different treatment modalities avai-
lable.7-16 On the other hand, for Grades II and III, the alternative
that yields the best outcomes is the surgical approach.3-5 The
more frequently used techniques are surgical matricectomy (sur-
gical excision of the lateral matrix horn) and chemical matricec-
tomy (phenolization). In the latter approach, healing takes place
by secondary intention. In surgical matricectomy, the removal of
the matrix is carried out after surgical incision of the proximal
fold in order to remove the matrix horn, nail spike and/or to
resect the lateral fold’s fibrosis (if present) aiming at normalizing
the architecture of the affected area.3-5,17-30 In the latter approach,
surgical closure is of paramount importance, and is the central
subject of the present study.

How the surgical closure should be performed – often des-
cribed with the use of simple stitches – is a poorly evaluated
aspect in the treatment of onychocryptosis.17-30 The authors belie-
ve that the use of simple stitches has the disadvantage that the
lateral nail fold heals in intimate contact with the nail plate,
where local friction between the plate and the fold can precipi-

tate a possible clinical recurrence. In order to address this issue,
the authors developed a surgical closure technique denominated
the alpha stitch. The goal is to position the lateral fold at the nail
plate level or below it; in other words, to rectify the nail fold,
obtaining healing and thus preventing recurrence.5

METHODS
General research 
The present paper details a prospective, descriptive study of

a series of cases of patients diagnosed as having Grade III ony-
chocryptosis, who underwent surgical matricectomy wherein
surgical closure was performed through the alpha stitch. The
patients were selected from among a group who had sought
treatment spontaneously at the outpatient clinic of a center spe-
cializing in nails, and were later invited to participate in the study.
In all cases authorization has been granted via the signing of a
term of informed consent. The study was submitted for prior
review of the Research Ethics Committee of the institution
where the study was carried out.

Inclusion criteria were: patients of both genders, older than
21 years of age, diagnosed with Grade II onychocryptosis (due to
the presence of a nail spike in the proximal region) and Grade III
onychocryptosis (due to hypertrophy of the lateral fold). Patients
who had the condition to a lesser degree, had a local infection
requiring prior drainage, were allergic to the anesthetics provi-
ded, had coagulation disorders, hypertension, diabetes, or were
pregnant, were excluded.

Clinical controls were carried out through photographic
records before and immediately after the procedure, 24 hours
after the procedure, and 15, 30 and 180 days after the surgery.
Patients were instructed to keep their feet elevated on the days
immediately after the surgery and were instructed in the use of
analgesics and daily dressing with antibiotic cream. The stitches
were removed on the 15th day of the post-operative period. Also,
other clinical and epidemiological information was obtained
through a specifically developed questionnaire. Data were tabu-
lated in Microsoft Excel 2003, for further analysis.

Lateral surgical matricectomy technique:
• Patient in supine position, with knees bent
• Cleansing of the affected foot with povidone-iodine solution
• Sterile field preparation, exposing the affected toe
• Anesthetic nerve block
• Application of tourniquet at the base of the affected toe,

for a bloodless operative field
• Removal of granulation tissue through elliptical incision

in the affected lateral nail fold, from the proximal nail fold up to
the anterior border, allowing better visualization of the under-
lying structures, and matrix horn and proximal nail spike. If there
is hypertrophy of the lateral fold (Grade III onychocryptosis),
excision of fibrosis is carried out

• Detachment of the lateral fold of the nail plate, from the
free border to the lateral nail matrix

• Cutof the lateral plate, in a straight line directed to the nail
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matrix, surpassing the proximal fold, reaching the lateral matrix
horn

• Attachment of the entire plate and nail matrix horn, alrea-
dy cut with long straight forceps, and subsequent rotation in a
continuous circular motion until the incised nail plate and
matrix horn breaks loose

• Curettage of the visible lateral nail bed, where the excess
granulation tissue is located

Technique of surgical closure with alpha stitch:
• Drilling of the dorsal surface of the nail plate with needle

21G, at 2-3mm from the lateral fold of the affected side, with
rotational movements (Figure 1A)

• The 4.0 nylon threaded needle penetrates the previously
prepared opening, passing between the nail bed and nail plate
(the nail bed is not traumatized), coming out flush with the free
border of the nail plate (Figure 1B)

• The needle crosses the lateral fold at 3-4mm from the free
border of the fold (Figure 1C)

• The nylon thread returns over the lateral fold; the needle
passes through the center of the nail plate (between the nail bed
and the nail plate) (Figure 1D), exiting through the opening pre-
pared at the beginning of the procedure (Figure 1E)

• After passing through the central orifice of the nail plate,
the thread must by pulled in such a way as to approximate the
free border of the lateral fold, positioning the latter at the nail
plate level or below it, in a rectified manner

• Completion of the suture (Figure 1F). The final aspect
resembles the letter alpha of the Greek alphabet

RESULTS
Twenty patients were included in the study, with 27 nail

folds having undergone surgical closure with the alpha stitch
technique. Four patients (five nail folds) did not return for the
180-day follow-up and were excluded from the final analysis of

results. The final results evaluation, comprising 16 patients and 22
operated nail folds, was carried out six months after the end of
the treatment. In the final analysis, 13 patients (18 operated nail
folds) (81.8%) had results as expected (i.e. rectified nail fold, posi-
tioned at the level of or below the nail plate (Figure 2). In 3
patients (4 operated nail folds) (18.1%), results were less certain
with the nail folds positioned at a higher level than that of the
nail plate. The surgical procedure performed to resolve the ony-
chocryptosis was successful in 100% of the cases (Graph 1).

The gender distribution was 13 men and seven women.
The patients’ age varied from 21 to 53 years (mean = 31.2 years).
Twelve patients reported previous history of onychocryptosis
(with 11 reporting it occurring at the same site). Ten patients had
undergone previous treatment (5underwent conservative techni-
ques, 3underwent surgical techniques, and 2underwent both).
The details of the measures taken were unknown in most cases.
Etiological antecedents were also investigated (Graph 2).

Figure 1: Demonstration of the alpha stitch technique of surgical closure.

A. Perforation of the nail plate’s dorsal surface; B. Nylon thread and needle

entering through the previously prepared opening; C. Needle passing

through the lateral fold; D. The thread returning over the lateral fold and

through the center of the plate; E. Needle exiting through the previously

prepared opening; F. The final step in the technique, the rectified lateral fold

Graph 1: Final analysis of results

Graph 2: Etiological antecedentsresearchedin the group of 20 previously

selected patients

Graph 3: Post-

operative com-

plaints reported

in the first 24

hours

Evaluated
results

Expected
results

Doubtful
results

Patients

Nail fold
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In the 24-hour post-operative control period, 18 of the 20
patients initially included in the study reported complaints. The
distribution of patients according to the combinations of com-
plaints described can be seen in Graph 3.The most common
symptom was a mildly intense pain, which responded well to an
analgesic.

No suture dehiscence was observed in the 15-day post-
operative control; five patients still reported complaints during
this timeframe. Two patients described pain, two were still expe-
riencing transudate, and one described both symptoms – of mild
intensity in all cases. There were no signs of active infection. In
all cases it was possible to remove the stitches.

In the 30-day post-operative control period, only two
patients reported complaints – one of pain and another of tran-
sudate, both mild. None of the patients required the use of anal-
gesic medication. Also, no infection was observed and there was
no need for antibiotics in the same period. All reported satisfac-
tion with the aesthetic result of the treatment. The average time
for the patients to return to their daily activities was 16.8 days.

One patient experienced recurrence six months after the
procedure. Both corners of the patient’s toe were affected, with
the recurrence located in one of the lateral folds. The patient
admitted to having cut the nail convexly, having worn boots, and
having not rested as instructed. (Figure 2)

DISCUSSION
Men were more frequently affected than women (approxi-

mate ratio of 2:1). Sixty percent of patients have reported a his-
tory of onychocryptosis, with 41% having had three or more
episodes, corroborating the findings in the literature. 1-6,18,29

Regarding the study’s main objective, the authors believe
that the proposal of rectifying the nail fold using the alpha stitch

in surgical matricectomy, when treating Grade II and III ony-
chocryptosis, was clearly demonstrated.

There was good control of post-operative symptoms, with
minimal morbidity and excellent healing. Pain was the main
symptom reported by patients, followed by transudate and blee-
ding. The pain was mild in most cases, with good response to the
administration of a light analgesia (paracetamol). Eighty-five per-
cent of patients used the medication for only one day, and a
maximum of three days in two cases. Fifteen days after the sur-
gery only five patients reported some complaints, always of mild
intensity and without the need for medication. Thirty days after
the surgery, only two patients reported symptoms: one pain and
the other, transudate, both of mild intensity. Interestingly, those
latter cases did not present symptoms in previous controls. This
degree of morbidity after the procedure is consistent with seve-
ral case series in the surgical matricectomy technique.18-21, 25, 27

Bleeding was reported in only six patients during the24-
hourcontrol period. In the main reference literature, transudate is
described as the primarypost-operative symptom, lasting from
three to four weeks.1,4,6 The patients in the present case series did
not report transudate as the main symptom. Seven patients had
this symptom –mostly mild – on the day after the surgery (five
15 days after and only two 30 days after). This good result was
due possibly to the surgical closure of the nail fold in a rectified
manner, obtained with the alpha stitch – as the lateral fold is
positioned at the levelof the nail plate or below it, exerting good
compression and local hemostasis. Furthermore, there is no per-
foration of the nail bed. The stitch’s tension force may have also
contributed to the good result, since there was no suture dehis-
cence in any case.

The average time that it took patients to return to normal
activity was 16.8 days (varying between 7 and 25 days). This time
frame is slightly shorter than that described by Bostanci et al.,
who performed matricectomy through phenolization (mean:
18.02 days).19

During the surgical procedure, the attention given for the
complete removal of the lateral region of the nail matrix influen-
ced the low recurrence rate, which was reported by only one
patient after the study course (180 days), and moreover being
caused due to induced factors (i.e. convex cut of the nail plate). 

Recurrence is common after matricectomy, with incomple-
te removal of the lateral nail matrix being the main cause.29 All
patients reported satisfaction with the surgery’s aesthetic outcome.

The authors believe that nail unit surgery should be treated
with more precision due to its special anatomy and physiology.
This includes such fundamental aspects as the implementation of
a specific stitch for the onychocryptosis surgery. Using the alpha
stitch for surgical closure allows the proper healing of the nail fold,
by fixing its  position at the level of or below the nail plate. This
stitch technique produces good cosmetic results, faster recovery
times, minimal morbidity, and a small number of recurrences.

Figura 2:  Seguimento fotografico até 180 dias de 6 casos tratados
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CONCLUSION
The alpha stitch technique of surgical closure is simple and

easy to learn, and can be easily incorporated into the dermato-
logist’s daily practice in the surgical treatment of onychocrypto-
sis. It would also be possible to use it in surgical procedures to
correct other nail disorders, such as lateral longitudinal biopsy

and tumor excisions, suggesting that this closure technique has a
promising future. The authors believe that the technique resulted
in good outcomes in the present study, however due to the small
sample size, further studies must be carried out to corroborate
their findings. ●
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