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Abstract
Background: Dupuytren’s disease is a benign yet disabling, irreversible, progressive fibroproliferative 
condition affecting the palm and fingers, leading to flection contracture of metacarpophalangeal (MCP) 
and proximal interphalangeal (PIP) joints. Objective: To evaluate results of selective fasciectomy to 
correct the deformity of MCP and PIP joints and observe the complications. Methods: This cross-
sectional study was done on 30 patients of Dupuytren’s contracture treated by selective fasciectomy, 
between January 2015 and December 2018, in Department of Orthopaedic Surgery, Bangabandhu 
Sheikh Mujib Medical University (BSMMU), Dhaka, Bangladesh. Selective fasciectomy was done 
under brachial plexus block, tourniquet control and loupe magnification.  Brunner zigzag incision 
was used. Indications for surgery was MCP flection contracture more than 30⁰ and any degree of 
PIP flection contracture. Postoperatively hand was immobilised in extension of MCP and PIP joints 
for 2 weeks and then active and passive movements were encouraged and intermittent splinting for 
10 weeks (only at night in last 6 weeks). Results: Among 30 patients, 24 (80%) patients were male, 
6 (20%) were female; mean age was 62 years (56-74 years). 12 (40%) cases were bilateral, ring and 
little fingers involvement were seen in most cases (92%). Mean MCP correction was 53⁰ and mean 
PIP correction was 34⁰ (p<0.001). There were 3 digital nerve injuries peroperatively which were 
repaired/reconstructed and protective sensation regained in repaired nerve area at 1 year and 3 (10%) 
marginal skin loss postoperatively which healed secondarily. Superficial wound infection developed 
in 3 (10%) patients which healed on dressing and antibiotics. Complex regional pain syndrome 
developed in 2 (6.66%) patients which were mild and resolved on conservative management. 3 
(10%) patients developed scar sequilae which were mild and resolved on conservative treatment. 
Radial digital artery injury was observed in 1 (3.33%); however, no ischaemic insult was observed 
postoperatively. 2 (6.66%) patients developed recurrence of the disease who were more than 70 
years old; however, they declined further intervention. Conclusion:   Selective fasciectomy is an 
easy and effective procedure with less complication to correct the deformities and improve the grip-
strength significantly in Dupuytren’s contracture patients.
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Introduction:

Dupuytren Disease is a common condition in 
Northern European countries1; however, it is 
not uncommon in our country. It is a slowly 
progressive fibroproliferative disease of palmer 
fascia, leading to permanent flexion contracture 

of fingers and palm, painful nodules, cord 
and poor hand function1. Since its aetiology is 
poorly understood, its established risk factors 
are genetic predisposition, ethnicity, sex and age 
as well as weak environmental factors including 
smoking, alcohol intake, diabetes, hand trauma 
and manual labour2. In Dupuytren’s disease, there 
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is transformation of normal palmar and digital 
fascial structures to thickened diseased cord 
through deposition of type 1 and type 3 collagen 
and contractile force generated by myofibroblast2,3. 
Patient initially present with skin pits, nodules, or 
distortion of palmar creases, which may develop 
into cords, and these can cause joint contracture. 
Usually the primary complaint is progressive 
bending of a digit associated with a cord or 
nodule; this may affect patient’s activities daily 
living3,4. The Hueston table top test5 is positive, if a 
patient is unable to place a hand flat on a table, and 
usually reflects a contracture of more than 30⁰ at 
the metacarpophalangeal (MCP) and/or proximal 
interphalangeal (PIP) joints. Multiple treatment 
strategies have been described to date6-13; however, 
open fasciectomy has historically been the gold 
standard treatment. Possible adverse effects of the 
surgery are vascular and nerve damage, delayed 
wound healing, scar problem, infection, complex 
regional pain syndrome and loss of finger flexion 
and extension14-16. The primary goal of our study 
was to evaluate the results of selective fasciectomy 
in terms of its deformity and disability correction, 
improvement in hand functions complications and 
recurrence.

Methods:

A cross-sectional study was done on 30 patients of 
Dupuytren contracture involving 60 fingers in 12 
bilateral hand who underwent selective fasciectomy 
in Bangabandhu Sheikh Mujib Medical University 
(BSMMU), Dhaka, Bangladesh, the largest 
specialized tertiary level hospital in the country, 
between January 2015 and December 2018. The 
patients were informed about their problems, 
treatment options, possible complications and 
outcomes. All of them gave consent to participate 
in the study. Demographic data including age, sex, 
handedness (right vs left), smoking status, alcohol 
use and diabetes were recorded. The severity of 
contracture was determined by following Revised 
Tubiana’s Staging System17, which accounts for 
total flexion deformity in joints of a single affected 
digit. Our indications for surgery was 30 degrees 
of MCP flexion Contracture or any degree of PIP 
contracture. Mean follow up period was up to 1.5 
years. Contracture at MCP and/or PIP joints were 
recorded with a finger goniometer both pre and 
postoperatively and at final follow up (Fig 1 & 2). 
The Disabilities of the Arm, Shoulder, and Hand 
Questionnaire (DASH), Swedish version: 30-item 
disability/symptoms scale giving a score ranging 

from 0 equalling no disability to 100 equalling 
severest disability18,19 was used to assess the hand 
function.

During surgical procedure, regional anaesthesia 
was chosen and a Bruner-type incision was 
adopted to expose and remove the disease cord. 
Neurovascular structures, tendons and pulleys 
were protected. After excising the diseased fascia, 
for remaining contracture at MCP and PIP joints, 
volar plate, capsule and accessory collateral 
ligaments were sequentially released. Haemostasis 
was ensured after releasing the tourniquet. Tension 
free closure was our aim, if gap was less than 1 
cm, it left open to heal by secondary intension. 
Volar slab was used to keep the MCP and PIP in 
extension for 2 weeks. Suture removal was done 
at 2 weeks. Then a removable extension splint was 
used for 6 weeks and active and passive ROM 
exercises started 4 times a day after removing the 
splint. Then the splint was used only at night for 
another 1 month. Subsequent visits were based on 
progression of improvement and compliance of 
the patients.

Assessment of sensibility were recorded before and 
after surgery and at final follow up by using two-
point discrimination. Scar pliability was assessed 
on all follow-up occasions by visual inspection 
and palpation of the scar tissue. The scar tissue 
was graded on a subscale from the Vancouver Scar 
Scale20. Complications and recurrence were noted.

Data were collected, assembled, and compiled. 
All data were presented systematically in tables. 
Qualitative data were expressed as frequency and 
percentage. Statistical analyses were done using 
the SPSS version 19.0 for Windows (SPSS Inc., 
Chicago, Illinois, USA). Paired t-test was used. 
Statistical significance was assumed at a P value 
of <0.05.

Results:

Mean age of patients was 62 years with a range 
of 56-74 years. Among 30 patients, 24(80%) were 
male and 6(20%) were female (Table 1). In 12 
(40%) patients, there was bilateral involvement 
of the fingers. Dominant hand was involved 
in 20(66%) patients. Total number of involved 
fingers were 60. There was history of smoking 
in 16(53%) patients and diabetes mellitus was 
in 9(30%) patients. The little finger (only) was 
involved in 30(50%) cases, while ring and little 
fingers in 25(42%) and long, ring and little in 
5(8%) cases (Table 1). Only in 20(33%) fingers, 
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there were involvement in PIP joints and in 
40(67%) fingers both MCP and PIP joints were 
involved (Table 1). 25 patients were in Tubiana 
stage 2 (45⁰-90⁰) and 5 in stage 3 (90⁰-135⁰). The 
mean preoperative flexion deformity at PIP was 
40⁰ and postoperative finding was 6⁰. Therefore, 
the mean correction was achieved 34⁰ (p<0.001). 
The mean preoperative flexion deformity at MCP 
was 60⁰ and postoperatively found 7⁰. Hence, the 
mean correction was 53⁰ (p<0.001) (Table 1). 
85% of the patients reached a functional ROM 
(>165⁰) at 12 months and 40% patients reached 
normal ROM (>290⁰). Patients were satisfied with 
the remaining scar as per Vancouver Scar Scale 1 
in 87% and 2 in 13% cases. Hand function fully 
recovered in 65% of the patients and much better 
in 35%. 85% of the patients were satisfied with 
hand function and the surgery. DASH score before 
surgery was 20 (17-25) and after 1 year was found 
7 (6- 10). 

Amongst the intraoperative complications 3(10%) 
patents had proper digital nerve injuries, 2 of which 
were radial (1 in long, 1 in ring), 1 was ulnar (in 
ring) at the level of proximal phalanx which were 
repaired/grafted immediately. 2(6.66%) patients 
developed neuropraxia in the postoperative 
period which was recovered at 8 weeks. 1(3.33%) 
patient had radial digital artery injury without any 
ischaemic insult. 3(10%) patients had superficial 
wound infection which resolved on dressing and 
antibiotics. 3(10%) patients had wound healing 
problems, skin edge necrosis or sloughing 
which was healed secondarily. 3(10%) patient 
had scar contracture subsequently improved 
with conservative treatment. 2(6.66 %) patient 
develop complex regional pain syndrome which 
were mild and resolved on conservative treatment 
without any secondary changes. 4(13%) patients 
developed post-operative stiffness which resolved 
mostly at 1-year, with extensive mobilization and 
physiotherapy. Most of the complications were 
in severe diseases when the PIP joint contracture 
was more than 60⁰. 2(6.66%) patients developed 
recurrence. However, there is no record of 
amputation (Table 2).

Table 1. Demographics and Contracture 
Characteristics (n=30)

Characteristics Frequency (%)

Mean age (in years) 62

Male 24 (80%)

Female 6 (20%)

Comorbidities 
-	 Smoking

-	 Diabetes Mellitus
-	 Alcoholic

16 (53%)
9 (30%)
0 (0%)

Finger involved 60 

Bilateral involvement 12 (40%)

Contracture characteristics
-	 Dominant hand involved

-	  Thumb
-	 Index

-	 Middle + Ring + Little
-	 Ring + Little

-	 Little

20 (66%)
0 (0%)
0 (0%)
5 (8%)

25 (42%)
30 (50%)

Preintervention (mean)
-	 MCP
-	 PIP

60⁰±19.2⁰
40⁰±12.7⁰

Postintervention (mean)
-	 MCP
-	 PIP

7⁰±2.2⁰
6⁰±1.9⁰

Mean correction
-	 MCP
-	 PIP

53⁰±16.8⁰
34⁰±10.7⁰

MCP Preintervention vs Postintervention 
p<0.001; PIP Preintervention vs Postintervention 
p<0.001; P value reached from paired t-test.

Table 2. List of complications

Complications Frequency (%)

Intraoperative 
-	 Nerve division (digital)
-	 Arterial injury (digital)

3 (10%)
1 (3.3%)

Early postoperative
-	 Infection
-	 Neuropraxia
-	 Sympathetic dystrophy
-	 Skin slough

3 (10%)
2 (6.6%)
2 (6.66 %)
3 (10%)

Late postoperative
-	 Scar sequelae 3 (10%)

Stiffness 4 (13%)

Recurrence 2 (6.66%)

Amputation 0 (0%)
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Discussion:

The treatment options for Dupuytren disease 
currently vary in different settings. Surgical 
fasciectomy has historically been the treatment 
of choice, particularly for advanced contractures. 
In the 1970s, Rodrigo et al2. suggested that 
fasciectomy more reliably provided long-term 
improvement compared with fasciotomy. Studies 
have reported wide ranges of recurrence rates, 
from 20% up to 60%2,5,9. Others have described 
more extensive resection including the skin, radical 
dermofasciectomy, with recurrence rates as low as 
8%10,11. This collective accumulation of historical 
studies has led to fasciectomy being established 
as the gold standard treatment for Dupuytren 
disease. This was reinforced in the trial done by 
van Rijssen et al.21, which showed fasciectomy 
provided better outcome, particularly for severe 
contracture of the MCP joints. However, patients 
treated with needle apponeurotomy reported 
significantly less postoperative pain. With the 
increasing desire to try less invasive measures, 

many surgeons and patients prefer office-based 
procedures as an initial treatment. Though needle 
apponeurotomy is popular in some centres as initial 
treatment; however, we did not have experience 
of the technique.  Recent randomized trials have 
reported recurrence rates of up to 42% to 68% 
with needle apponeurotomy3,7,8. More recently, 
Scherman and colleagues8 reported that 33% of 
patients had a recurrence, defined as 30⁰ or greater 
passive extension deficit, at 3-year follow-up 
after collagenase injection. However, collagenase 
injection is costly and not available in our setting. 
The DASH improved over time significantly from 
20 (17-25) to 7 (6-10), and the scores at 12 months 
were very close to the normal. In our study, the 
DASH improved over time significantly from 20 
(17-25) to 7 (6-10), and the scores at 12 months 
were close to normal, up to those in the general 
population based on the findings of Jester et 
al.22, as the mean value of 15 indicates an only 
moderately higher DASH score than that found 
in a non-clinical population on (n=716); with a 
DASH score of 13.0. At 12 months, the majority 
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of our patients had regained sufficient flexion to 
allow a functional ROM, that is, exceeding 165⁰. 
Reaching full ROM might not be a reasonable 
goal after surgery; instead, the overall goal should 
be to reach a level of improvement that allows 
for acceptable hand function23. In our series, the 
intraoperative complication rates compared well 
with published data. Nerve transections quoted in 
the literature ranging from 1.5% to 7.8%, while 
arterial transections found in 0.8% to 9.8%, and 
infections reported from 1% to 3.4% cases16,23,24. 
Neuropraxia found in 1%-3.7%16,23,24. Moreover, 
Dias & Braybrooke25 reviewed the outcomes of 
surgery in 1177 patients with a clear correlation 
between incidence of each reported complication 
and the severity of the initial deformity i.e. a 
greater deformity had more complications.

Conclusion:

Management of patient with Dupuytren 
contracture can be challenging, careful selection 
of appropriate procedure, careful tissue handling 

and postoperative management are prerequisite 
for improvement in hand function. Patients need 
to know; surgery is not a cure but an attempt to 
restore function specially in severe deformity.  
Early rehabilitation and encouragement of 
independence with activities of daily living are 
strongly recommended. 

Conflict of interest: The authors declare no 
conflict of interest.

Ethical approval issue: The study was approved 
by the Institutional Review Board (IRB) of 
Bangabandhu Sheikh Mujib Medical University 
(BSMMU), Dhaka, Bangladesh.

Funding statement: No funding.

Authors’ contribution: Conception and design 
of the study: MAI, KMNA; Data collection and 
compilation: MAI, KMNA, MD, SMA, SMYA, 
MZHK; Data analysis: MAI, IAB; Critical writing, 
revision and finalizing the manuscript: MAI, IAB, 
KMNA, MD, SMA, SMYA, MZHK.



International Journal of Human and Health Sciences Vol. 06 No. 01 January’22

46

References:
1.	 Hindocha S, McGrouther DA, Bayat A. 

Epidemiological evaluation of Dupuytren’s disease 
incidence and prevalence rates in relation to etiology. 
Hand (NY). 2009;4(3):256-269. 

2.	 Rodrigo JJ, Niebauer JJ, Brown RL, Doyle JR. 
Treatment of Dupuytren’s contracture. Long-term 
results after fasciotomy and fascial excision. J Bone 
Joint Surg Am. 1976;58(3):380-387.

3.	 van Rijssen AL, ter Linden H, Werker PM. Five-year 
results of a randomized clinical trial on treatment in 
Dupuytren’s disease: percutaneous needle fasciotomy 
versus limited fasciectomy. Plast Reconstr Surg. 
2012;129(2):469-477.

4.	 Foucher G, Medina J, Malizos K. Percutaneous 
needle fasciotomy in dupuytren disease. Tech Hand 
Up Extrem Surg. 2001;5(3):161-164.

5.	 Hueston JT. Table top test. Med J Aust. 1976;2(5):189-
190. 

6.	 van Rijssen AL, Werker PM. Percutaneous needle 
fasciotomy in dupuytren’s disease. J Hand Surg Br. 
2006;31(5):498-501.

7.	 Peimer CA, Blazar P, Coleman S, Kaplan FT, Smith 
T, Lindau T. Dupuytren Contracture Recurrence 
Following Treatment With Collagenase Clostridium 
histolyticum (CORDLESS [Collagenase Option 
for Reduction of Dupuytren Long-Term Evaluation 
of Safety Study]): 5-Year Data. J Hand Surg Am. 
2015;40(8):1597-1605.

8.	 Scherman P, Jenmalm P, Dahlin LB. Three-year 
recurrence of Dupuytren’s contracture after needle 
fasciotomy and collagenase injection: a two-centre 
randomized controlled trial. J Hand Surg Eur Vol. 
2018;43(8):836-840. 

9.	 Skov ST, Bisgaard T, Søndergaard P, Lange J. 
Injectable Collagenase Versus Percutaneous Needle 
Fasciotomy for Dupuytren Contracture in Proximal 
Interphalangeal Joints: A Randomized Controlled 
Trial. J Hand Surg Am. 2017 May;42(5):321-328.e3.

10.	 Townley WA, Baker R, Sheppard N, Grobbelaar 
AO. Dupuytren’s contracture unfolded. BMJ. 
2006;332(7538):397-400.

11.	 Hall PN, Fitzgerald A, Sterne GD, Logan AM. Skin 
replacement in Dupuytren’s disease. J Hand Surg Br. 
1997;22(2):193-197.

12.	 Armstrong JR, Hurren JS, Logan AM. 
Dermofasciectomy in the management of Dupuytren’s 
disease. J Bone Joint Surg Br. 2000;82(1):90-94.

13.	 Hurst LC, Badalamente MA, Hentz VR, Hotchkiss 
RN, Kaplan FT, Meals RA, et al. Injectable 

collagenase clostridium histolyticum for Dupuytren’s 
contracture. N Engl J Med. 2009;361(10):968-979.

14.	 Chen NC, Srinivasan RC, Shauver MJ, Chung KC. 
A systematic review of outcomes of fasciotomy, 
aponeurotomy, and collagenase treatments for 
Dupuytren’s contracture. Hand (NY). 2011;6(3):250-255.

15.	 Hindocha S, Stanley JK, Watson S, Bayat A. 
Dupuytren’s diathesis revisited: Evaluation of 
prognostic indicators for risk of disease recurrence. J 
Hand Surg Am. 2006;31(10):1626-1634.

16.	 Denkler K. Surgical complications associated with 
fasciectomy for dupuytren’s disease: a 20-year review 
of the English literature. Eplasty. 2010;10:e15.

17.	 Hindocha S, Stanley JK, Watson JS, Bayat A. Revised 
Tubiana’s staging system for assessment of disease 
severity in Dupuytren’s disease-preliminary clinical 
findings. Hand (NY). 2008;3(2):80-86.

18.	 Atroshi I, Gummesson C, Andersson B, Dahlgren E, 
Johansson A. The disabilities of the arm, shoulder 
and hand (DASH) outcome questionnaire: reliability 
and validity of the Swedish version evaluated in 176 
patients. Acta Orthop Scand. 2000;71(6):613-618.

19.	 Gummesson C, Atroshi I, Ekdahl C. The disabilities 
of the arm, shoulder and hand (DASH) outcome 
questionnaire: longitudinal construct validity and 
measuring self-rated health change after surgery. 
BMC Musculoskelet Disord. 2003;4:11. 

20.	 Sullivan T, Smith J, Kermode J, McIver E, 
Courtemanche DJ. Rating the burn scar. J Burn Care 
Rehabil. 1990;11(3):256-260.

21.	 van Rijssen AL, Gerbrandy FS, Ter Linden H, Klip 
H, Werker PM. A comparison of the direct outcomes 
of percutaneous needle fasciotomy and limited 
fasciectomy for Dupuytren’s disease: a 6-week follow-
up study. J Hand Surg Am. 2006;31(5):717-725.

22.	 Jester A, Harth A, Germann G. Measuring levels 
of upper-extremity disability in employed adults 
using the DASH Questionnaire. J Hand Surg Am. 
2005;30(5):1074.

23.	 McFarlane RM, McGrouther DA. Complications and 
their management. In: McFarlane RM, McGrouther 
DA, Flint M, editors. Dupuytren’s Disease, Biology 
& Treatment. Edinburgh: Churchill Livingstone; 
1990: p.348-364.

24.	 Khan PS, Iqbal S, Zaroo I, Hayat H. Surgical 
treatment of Dupuytren’s contracture; results and 
complications of surgery: our experience. J Hand 
Microsurg. 2010;2(2):62-66.

25.	 Dias JJ, Braybrooke J. Dupuytren’s contracture: an 
audit of the outcomes of surgery. J Hand Surg Br. 
2006;31(5):514-521.


