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Editor, 

The term retronychia originated in 1999 (1) and a first series of cases was published in 2008. (2) A 

disturbance in the continuous longitudinal nail growth (3) leads to an upward and backward nail 

displacement with posterior embedding. Several nail plates pile up beneath the proximal nail fold 

(PNF) generating paronychia and granulation tissue. Repetitive shoewear-related microtrauma 

appears to be the main trigger, although others have been described, differing between fingernails 

and toenails. (2-4). Young women are mostly afflicted. (2, 4, 5-7) Retronychia typically manifests by 

the clinical triad: nail growth arrest, xanthonychia and paronychia. (8) 

Studies claim that nail avulsion is the treatment of choice (2, 7, 9). Some patients refuse surgery and 

ask only for pain relief. Some case reports mention alternatives such as taping or topical steroids (TS) 

with some results (2, 7-10). We thus considered evaluating the efficacy of potent TS in retronychia. 

This retrospective study was performed using a physician-addressed online questionnaire sent to the 

European Nail Society mailing list. Patients were included if they had been treated with TS only. 

Assessed clinical features were as specified on Table 1. Treatment parameters were: 1) use of 

potent/ultrapotent TS; 2) with/without occlusion; 3) duration; 4) response (absent, partial, 
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complete). Treament response statistical analysis was performed using Fischer’s Exact Test, with 

IBM® SPSS® Statistics software, version 22. 

Among the 175 physicians approached, eighteen physicians replied, cumulating 56 cases. From 

those, 38 (69%) were female, the youngest was 12 and the oldest 73 y. o. (mean 29.6 years). The 

lowest reported disease duration was 2 months, and the longest 20 years, with a 6-month median. 

Toenails were affected in 51 patients (91,1%) and 4 had fingernail retronychia (0,07%). In this group, 

none showed symmetrical contralateral involvement. In the remaining 51 patients, one toenail 

involvement occurred in 36 (69,2%), 2 toenails in 15 (28,8%) and 3 toenails in 1. Symmetrical 

contralateral changes were noticed in 14 (87%) of the multiple toenail subgroup of patients.  The 

cause was trauma in 3 fingernail cases , trauma/walk-related in 22 of the toenail cases, and unknown 

in the remaining. 

Thirty-one patients were treated with TS under occlusion. Treatment periods lasted 8 weeks on 

average (the least was under a week, the longest recorded were 24 weeks). Complete healing was 

seen in 23 occasions (41,1%), partial results (i.e. improvement of paronychia without resumption of 

nail growth) in 16 (28,5%) and failure in 17  (30,4%). 

Complete response (Figure 1) was more common in grade I cases (p=0.005). A statistical difference 

concerning the duration of treatment was observed between: patients with partial response vs. no 

response, where duration of therapy averaged 9.5±1.7 vs. 5.3±0.6 weeks (p=0.022) and patients with 

complete response  vs. no response, where therapy lasted 10.3±1.5 vs. 5.3±0.6 weeks on average, 

respectively (p=0.012). No statistical difference was noticed when considering presence of 

granulation tissue, TS use under occlusion and disease duration. 

TS may work by reducing the inflammation and edema of the PNF which elevate the proximal nail. 

Consequently, realignment is obtained, halting further distal rocking and stabilizing growth. We 
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found TS were completely and partially efficacious on 41.1% and 28.5% of cases, respectively. 

Response correlated with milder paronychia and longer treatment durations (9.5-10 weeks).  

The main limitation of this study is its retrospective, physician questionnaire-based design. TS should 

be the first line treatment of retronychia, especially in milder forms. Shoewear/gait biomechanics-

related issues should always be addressed. If there is no improvement after 10 weeks, nail avulsion 

should be performed.  
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Table 1 – Clinical features assessed and number of patients demonstrating such (n = 56) 

Clinical feature Number 

Paronychia grade: 

I ) none to very little swelling and inflammation of the PNF*; 

II ) moderate swelling and inflammation of the PNF; 

III ) severe swelling and inflammation of the PNF;  

12 

31 

14 

Presence of granulation tissue; 18 

Presence of xanthonychia;  46 

Presence of onycholysis (proximal; distal; proximal and distal) 20; 17; 9 

*PNF – proximal nail fold
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