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Abstract
Dupuytren’s contracture (DC) or palmar fasciitis is notorious for its high recurrence rate after surgical fasciectomy.
In a personal series of 426 operated hands over a 15-year period with a follow-up period of 2 to 17 years, the
recurrence rate was only 3.7% (in the literature: 26–63%).
The demographics, surgical technique and results are discussed. It is suggested that the possible reason for the
low recurrence rate lies in multiple Z-plasties.

Introduction
Dupuytren’s contracture (DC) is one of the fibromatosis
conditions. The aetiology is still unknown but genetic inheritance has been implicated. None of the commonly suggested or stated factors (Table I) quoted have been proven to
cause this palmar fibromatosis. Diabetes mellitus has an
aggravating influence especially after surgery.1,2
People from north-European stock have a higher prevalence
of DC and some indication exists that a genetic factor inherited from the Vikings may be the cause. They, in turn, may
have received the genetic factor from a Germanic tribe that
moved from northern Europe to Greenland about 500 years
BC. This has not, however, been proven.3
The question still remains why people of Negroid origin
have such a low incidence.4,5
This retrospective study aims to analyse a personal
series of 601 DC hands and compare the statistics with
published literature.6

Patients
Over a 15-year period (1991–2007) and a follow-up of 2
to 17 years, 436 patients (601 hands) were seen and treated conservatively or surgically (426 hands, i.e. 71%).

Table I: Aetiology
Genetic
Smoking
Diabetes mellitus
TB
Trauma
Syphilis
Epilepsy
Free radicals
Anti-epileptic drugs
Vibration
Alcohol
Suggested aetiological factors: Only diabetes mellitus and
inheritance has been shown to influence the development
of DC.
Table II: Patient demographics
Patients:
Age:
Gender:
Occupation:
Dominance:
Duration:

436
57.36 years
Male – 70%
Female – 30%
Manual – 26%
Other – 74%
Right – 93%
Left – 7%
187 months (15 years)
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Table III: Sides and sites affected
Affected sides:

Right only
Left only
Bilateral
Right total
Left total

Sites:

Palm
First web
Thumb
Index
Middle
Ring
Pinkie

35%
27%
38%
100%
53%
47%
100%
77%
6%
1%
3%
12%
26%
24%

Table IV: Co-morbid conditions
Previous injury:
Diabetes:
Epilepsy
Family-member involvement
Alcoholism
Lederhose disease

Figure 1. The initial incision is always longitudinal.

9.4%
Type 1 – 4.2%
Type 2 – 6.2%
0
30%
?
< 1%

The patient demographics are reflected in Table II. Table
III gives the sites affected while Table IV shows co-morbid
conditions.
In an international study, the typical DC patient was a
white male of north-European origin, 57 years old, with a
10-year history and bilateral involvement but not symmetrical.2 The dominant handedness and diathesis factors were
irrelevant.
Our ‘typical patient’ was very similar to the ‘international
patient’, although the average period before seeking help
was a little longer (15 years).
An indication for surgery was when a finger or fingers
caused interference with work or activities of daily living
due to the flexion contracture. The decision to operate was
not based on the fingers reaching a certain degree of flexion
contracture, but was left entirely to the patient to decide
when the finger(s) ‘got in the way’. The second indication
for surgery was when one or more fibrous nodules became
tender or painful due to pressure from instruments or tools
and thus caused discomfort.

Figure 2. Only skin hooks are used to elevate
and retract skin.

Method
In all cases, the surgical technique for the fasciectomy was
as follows:
1. 2.5 x magnification with loops.
2. Longitudinal skin incision along the entire band from
proximal to distal (Figure 1).
3. Complete and very meticulous fasciectomy of all pathological tissue using only skin hooks (Figure 2).
4. Multiple Z-plasties, at least over all the skin joints
(Figure 3).

Figure 3. Multiple Z-plasties are done, at least
over skin folds.
An indication for surgery was when a finger
or fingers caused interference with work or activities
of daily living due to the flexion contracture
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Figure 4. A volar
POP slab is applied
with the fingers
and palm in full
extension. Pressure
is applied for 5
minutes after the
tourniquet is
released while the
POP hardens.
5. Thorough homeostasis with bipolar cautery (cauterant).
6. Multiple fine sutures with a rapidly dissolvable suture
(5/0 in males; 6/0 in females).
7. Well-moulded volar slab with fingers in full extension
and five-minute compression after tourniquet release
(Figure 4). The slab is removed after 10 to 14 days.
8. Rehabilitation by a qualified hand therapist is recommended, especially in the case of those patients with
diabetes mellitus.
9. Back to work as soon as possible.

Results
Recurrence indicates ‘regrowth’ of DC tissue in the area
of previous surgery. Our rate was 3.7%, whereas the rate
in published literature ranges from 26 to 63%.
‘Extension’ refers to new growth of fibrous tissue outside the area of previous surgery. In our series this
occurred in 4.8% of hands operated (in the literature
20–66%).
The complications included haematoma formation in
four hands (0.9%) and skin breakdown in two hands
(0.5%).
The patient satisfaction was evaluated on a visual analogue scale (VAS). The overall VAS rate (1–10) was 9.2,
i.e. 92% were satisfied.

1. A longitudinal skin incision must be made that is converted to multiple Z-plasties.
It makes no sense to start with a zigzag or Brunner-type
incision. This incision does not break the longitudinal
lesion or tension.
A 60°–60° Z-plasty gives about 100% more length.
Since collagen tissue responds adversely when
stretched, it is imperative to remove any possible longitudinal tension.1 It is only possible to achieve this by a
Z-plasty or skin graft (which is not necessary, and has its
own drawbacks). It was possible to fully correct the
most severe contractures by Z-plasty lengthening alone.
Skin grafts were not used in any of our patients.
2. Magnification is essential. Fibrous bands and nodules
usually disturb the anatomy. Magnification makes distinguishing between normal and pathological fibrous
tissue easier.
3. Skin should only be elevated with skin hooks. Repeated
grabbing with a forceps causes bruising of the compromised elevated skin and results in delayed healing or
even skin necroses.
4. Meticulous homeostasis with a bipolar cautery is
mandatory. One of the severe postoperative complications is haematoma formation, which may further compromise the skin and/or result in infection.
5. Removing all pathological tissue and Z-lengthening the
skin should in almost all cases give full correction, i.e.
full extension (Figure 5). Of course arthrolysis of flexed
joints may have to be done as well, including release of
the volar plate, the flexor tendon sheath and part of the
collateral ligaments.

Discussion
The aim of this article is not to give an in-depth account
of DC as it is adequately covered in textbooks and numerous publications.
The purpose is to emphasise certain crucial points in the
surgical management that are essential for a better outcome and long-term results.
Since the demographics of our large group compares
with the international statistics, it could be reasonably
deduced that our markedly better results must be attributable to the surgical technique and postop management.
We feel strongly that the following elements are important:

Figure 5. Full correction is almost possible after
removal of all fibrous bands, skin Z-plasties and
sometimes an arthrolysis of the affected joints
which have developed a fixed flexion contracture
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References
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6. Postoperative pressure, while the volar POP splint hardens, prevents formation of a potential haematoma. The
splint should be in full extension and remain on for 10
to 14 days.
7. Rehabilitation by a qualified hand therapist is advised to
promote mobility, reduce swelling and soften the surgical scar.7,8 Potential formation of complex regional pain
syndrome (Sudeck’s atrophy) will be reduced with early
mobilisation and hand therapy.

Conclusion
The results of DC surgery could be very satisfactory with
a low recurrence rate if certain basic principles are followed.
The most important causes of recurrence and even extension of the fibromatosis are remaining pathological tissue
and especially longitudinal tension in the skin and subcutaneous tissue. It is thus essential to meticulously remove
all affected tissue and perform multiple Z-plasties of the
skin to remove any possible tension.
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