Dupuytren’s Contracture, Alcohol Consumption,

and Chronic Liver Disease

Pierre Attali, MD; Olivier Ink, MD; Gilles Pelletier, MD; Christian Vernier, MD;
Francois Jean, MD; Lawrence Moulton, MD; Jean-Pierre Etienne, MD

o This prospective study was undertaken to assess the
prevalence of Dupuytren’s contracture (DC) and Its rela-
tionship with possible causes, especially alcohol consump-
tion and chronic liver disease. Four hundred thirty-two con-
secutively hospitalized patients were examined for evidence of
DC. They were divided into flve groups based on the following
clinical, biologic, and histologic criteria: alcoholic cirrhosis
(89 patients), noncirrhotic alcoholic liver disease (55 patients),
chronic alcoholism without liver disease (46 patlents), non-
alcoholic chronic liver disease (68 patients), and a control
group (174 patients). The prevalence of DC in these five groups
of patients was 32.5%, 22%, 28%, 6%, and 12%, respectively;
the prevalence of DC was higher in patients with cirrhotic or
noncirrhotic alcoholic liver disease (25.5%) than it was In
patients with nonalcoholic liver disease (6%), but it was not
significantly different in alcoholic patients with or without liver
disease. The relationship between DC and age, sex, manual
labor, previous hand injuries, diabetes mellitus, alcohol con-
sumptlon, and cigarette smoking was assessed by univariate
and logistic regression methods. Nine variables were signifi-
cantly different in patients with or without DC: age, sex,
manual labor, previous hand injurles, diabetes mellltus, daily
alcohol consumptlon, duration of alcohol consumption, total
alcohol consumption, and duration of cigarette smoking. In
our patients, variables that could explain DC were, in decreas-
ing order, age, total alcohol consumption, sex (male), and
previous hand Injuries. In alcoholic patients, these variables
were age and previous hand injurles; in nonalcoholic patients,
these varlables were age and cigarette smoking. These results
emphasize the high prevalence of DC in alcoholic patients and
the absence of a correlation between DC and chronic liver
disease. Age and alcohol consumption are the best explana-
tory variables of DC In hospltailzed patients.
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Dupuytren’s contracture (DC)is usually related to chronic

aleoholism,™® but it has been associated with other
diverse causes, such as manual labor,* previous hand inju-
ries,*® diabetes mellitus,*® epilepsy,®” and ecirrhosis.?*"
Moreover, it has been suggested that DC is related to
chronic liver disease and not to long-term aleohol consump-
tion.” However, all of these studies investigated only one or
two of these diseases, and identification of possible causes
(or associations) of DC was never established (to our
knowledge) using multivariate methods. The present study
was undertaken to assess the prevalence of DC and its
relationship with possible causes, especially alcohol con-
sumption and chronic liver disease.

PATIENTS AND METHODS

Four hundred thirty-two consecutive patients (246 male patients
and 186 female patients), average age, 54 =18 years (range, 16 to 98
years) who were hospitalized in the gastroenterology unit were
included in our study. No patient was admitted to the unit for
treatment of DC. Patients were considered to be alcoholic when
their daily aleohol consumption was greater than 80 g for more than
ten years and/or when they had a mean corpuscular volume greater
than 98 pm?® (98 fL) and y-glutamyl transferase level greater than
twice the upper limit of normal.** One hundred ninety patients
were alcoholics. Of these, 89 patients had histologically proved
alcoholic cirrhosis, and 55 patients had nonecirrhotic aleoholic liver
disease; these patients had neither clinical nor biological signs of
cirrhosis, and their aspartate aminotransferase levels were
greater than twice the normal level.

A liver biopsy specimen was obtained from 30 of these patients.
Forty-six patients had chronic alcoholism without clinical or bio-
logic signs of liver disease. A liver biopsy specimen was obtained
from none of these patients. Two hundred forty-two patients were
nonalcohalics. Of these, 68 patients had histologically proved
chronic nonaleoholic liver disease, 19 patients had chronic hepati-
tis, 46 patients had cirrhosis (21 cases of viral origin, four cases of
primary biliary cirrhosis, three cases of “autoimmune” active
cirrhosis, three cases of Wilson’s disease, two cases of hemo-
chromatosis, two cases of drug-induced cirrhosis [a-methyldopa
and ticrynafen use], and 11 cases of cryptogenic origin), and three
patients had miscellaneous liver diseases. The control group
included 174 patients without alcoholism or chronic liver disease.

Patients were examined for evidence of DC, and its location was
noted. Three grades of hand deformity were recognized: grade 1,
thickened nodules and bands; grade 2, overall contracture from 1°
to 45°; and grade 3, overall contracture greater than 45°. Severity of
DC was scored by adding the grades from both hands; thus, DC
was considered mild when the score was 1, moderate when the
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Table 1.—Comparison of Clinical Data*
Chronic
Alcoholic Noncirrhotic Alcoholic Nonalcoholic
Cirrhosis Liver Disease Chronic Alcoholism Liver Disease Control Subjects
Data (n=89) (n=55) (n=46) (n=68) (n=174)

Age, y 52.3+10.5 459+105 48.6+129 832451702 58.9+22.7
Sex, M, % 62 78 87 455 44
Presence of Dupuytren’s

contracture, % 28 22 325 6 125
Engaged in manual labor, % 53 60 61 37 36
Previous hand injuries, % 15 9 26 3 8
Diabetes mellitus, % 125 7.8 2 5 8.2
Daily alcohol consumption, g/d 130+68 154 +99 144+ 86 10+18 1628
Duration of alcohol

consumption, y 25.4+11.1 21.1+£10.6 21x13.6 32.2+10.5 35.1+18.5
Total alcohol consumption,

gxy 3263 +2141 3203 +2530 2834 2339 294 +525 501 +883
Cigarette smoking, No./d 1417 21+16 21+14 5+10 9+13
Duration of cigarette

smoking, y 27.4+11 23.8+11 26.3+12.3 21.2+:11.6 25.,5+17.9

*Results are expressed as means + SDs.

Table 2.—Comparison of Clinical Data in Patients With
and Without Dupuytren’s Contracture*
Patients
Data With DC Without DC
Age, y 62.2+14.11 52+18.4
Sex, M, % 70:5T 53
Engaged in manual labor, % 63t 42
Previous hand injuries, % 19% 9
Diabetes mellitus, % 14% 7
Daily alcohol consumption, g/d 103 £ 841 62+84
Duration of alcohol
consumption, y 31.5+14% 28515
Total alcohol consumption, g Xy 2955 + 24641 1339+1919
Cigarette smoking, No./d 14+5 12+5
Duration of cigarette
smoking, y 33+13.5§ 23+13

Table 3.—Comparison of Clinical Data in Control Subjects With
and Without Dupuytren’s Contracture*
Control Subjects
With Without
Data DC DC
Age, y 76 91 56.5+23
Sex, M, % 54,5t 43
Engaged in manual labor, % 54.5% 33
Previous hand injuries, % 45§ 8.5
Diabetes mellitus, % 23% 7
Daily alcohol consumption, g/d 29.5+28.5¢ 145+28
Duration of alcohol consumption, y 25 +24% 14+20
Total alcohol consumption, g Xy 1033 +1091% 427 +2618
Cigarette smoking, No./d 1116 8+13
Duration of cigarette
smoking, y 41+14§ 225+17

*Results are expressed as means+SDs. DC indicates Dupuytren’s
contracture.

1P<.001.

$P<.01.

§P<.05.

score was 2, and severe when the score was greater than 2.

Effort expended in manual labor was classified by the following
four categories: no, little, moderate, and heavy. Dominant handed-
ness, previous hand injuries, and epilepsy were noted. Daily
alcohol consumption and cigarette smoking habits, and the dura-
tion of each, were determined. Total alcohol consumption was
defined as daily alecohol consumption times duration of alcohol
consumption. Diabetes mellitus was diagnosed using international
criteria.”

Patients with DC were compared with patients without DC.
Qualitative variables were compared utilizing the x? test. Quan-
titative variables were compared using Student’s ¢ test. The
Kruskall-Wallis test was used for nonparametric data. Data were
expressed as means + SDs. To assess which variables could explain
the presence of DC, a logistic regression method was utilized using
the computer program PIGAS®™. The following variables were
evaluated: age, sex, manual labor, previous hand injuries, diabetes
mellitus, daily alcohol consumption, duration of alcohol consump-
tion, total alcohol consumption, cigarette smoking and its dura-
tion, and presence of chronic liver disease. Epilepsy was not
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*Results are expressed as means+SDs. DC indicates Dupuytren's
contracture.

1P<.001.

1P<.05.

§P<.01.

evaluated as only eight patients were epileptic. P values <.05 were
considered significant.

RESULTS

Clinical data obtained from five groups of patients are
presented in Table 1. Among 432 patients, 78 (18%) had DC;
of these, 52 patients (67%) were alcoholics, four patients
(5%) had chronic nonalcoholic liver disease, and 22 patients
(28%) were control subjects.

Dupuytren’s contracture was present in 52 (27.5%) of 190
alcoholic patients. The prevalence of DC was not signifi-
cantly different in aleoholic patients with or without liver
disease, ie, 25 (28%) of 89 cirrhotic patients, 12 (22%) of 55
patients with noncirrhotic aleoholic liver disease, and 15
(82.5%) of 46 patients without liver disease had DC. Among
nonalcoholic patients, 4 (6%) of 68 patients with liver
disease and 22 (12%) of 174 control subjects had DC. This
difference was not significant.
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Among 212 patients (144 aleoholics and 68 nonaleoholies)
with chronic liver disease, 41 patients had DC, and 37 of
these patients were alcoholics. Thus, the prevalence of DC
was higher in alcoholic patients (25.5% [37/144]) than in
nonalcoholic patients (6% [4/68], P<<.001). Age and adjust-
ment for cirrhosis did not affect these results. Therefore,
the positive and negative predictive values of DC for the
diagnosis of alcoholic liver disease were 90.2% and 37.5%,
respectively.

Patients with DC were compared with those without DC.
The nine variables that were significantly different between
these patients are listed in Table 2. Adjustment for age did
not affect the results, except for duration of cigarette
smoking. There was no relationship between the location of
DC and the variables studied. In all patients, logistic
regression analysis showed four predictive variables of DC:
age (P<.001), total alcohol consumption (P<.001), gender
(male) (P<.02; relative risk [RR], 1.61) and history of
previous hand injuries (P<.02; RR, 1.19). Severity of DC
was only correlated with total alecohol consumption
(P<.001).

Comparison between alcoholic patients with and without
DC showed that alcoholic patients with DC were older
(67+12.5 years of age vs 47+9.5 years of age, P<.001) and
had a history of frequent hand injuries (27% vs 11.5%,
P<.01) than did aleoholic patients without DC. Logistic
regression analysis showed that age (P<.001) and previous
hand injuries (P<.02; RR, 1.13) were the two predictive
variables of DC in alcoholic patients. In these patients,
severity of DC was correlated with total alcohol consump-
tion (P<.02) and presence of cirrhosis (P<.02).

The comparison of clinical data in control subjects with
and without DC are presented in Table 3. Predictive
variables of DC were age (P<.01) and history of cigarette
smoking (P<.01). Severity of DC was correlated with a
history of cigarette smoking (P<.05).

COMMENT

Our study confirms the high prevalence of DC in aleoholic
patients'®” and shows that DC is not correlated with
chronic liver disease as has been suggested.” Indeed, in
alcoholic patients the prevalence of DC was not significantly
different between patients with or without liver disease.
Moreover, in nonalcoholic patients there was no difference
in the prevalence of DC between patients with or without

chronic liver disease.

The presence of DC in patients with chronic liver disease
argues for its alcoholic origins as 87 of 41 patients with DC
and chronic liver disease were alcoholics (positive predic-
tive value, 90.2%). However, it must be emphasized that the
absence of DC can not exclude the diagnosis of alcoholic
liver disease, as 107 (62.5%) of 171 patients with chronic liver
disease and without DC were alcoholies.

Our study confirms the association between DC and such
diverse causes as manual labor, previous hand injuries,
diabetes mellitus, alcohol consumption, and -cigarette
smoking. An association between DC and epilepsy could not
be evaluated because of the small number of patients (eight
in our sample) with epilepsy. The logistic regression
method was utilized to assess the combined effects of these
several causes of DC and to identify the best explanatory
variables. We showed that age, total alecohol consumption,
male gender, and previous hand injuries were the only
variables that could explain the presence of DC. The role of
gender and previous hand injuries as causal factors is
probably slight because their RR values are low (1.61 and
1.19, respectively). Therefore, the main variables that could
explain the presence of DC are age and total alcohol
consumption. The role of alcohol consumption in the devel-
opment of DC is emphasized by the positive correlation
between the severity of DC and total alcohol consumption.
The logistic regression analysis led us to exclude the role of
manual labor, diabetes mellitus, and chronic liver disease in
the development of DC.

In three groups of aleoholic patients, logistic regression
analysis only identified age and previous hand injuries as
the causal factors of DC, but the low RR values (1.13) for
previous hand injuries must be emphasized. In these pa-
tients, there was no correlation between aleohol consump-
tion and the presence of DC; that surprising result is
probably explained by the high alcohol consumption of all of
these patients. However, the role of alcohol consumption is
emphasized by the positive correlation between the sever-
ity of DC and total aleohol consumption.

In nonalcoholic patients, DC was correlated with age and
cigarette smoking, and the severity of DC was also corre-
lated with cigarette smoking. The role of cigarette smoking
is uncertain®®® and needs further evaluation.

The authors thank Nina Bandou for her secretarial assistance.
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