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ALTHOUGH currently accepted treatment of Dupjiytren's contrac-
ture i s radical r e sec t ion of the contracted palmar f a sc i a , in 
some c a s e s , it i s not without danger of complicat ions which 

delay recovery and jeopardize the final r esu l t . Complete exc is ion of 
the contracting mass requires c lose d i s sec t ion beneath the skin layer, 
thus a fu l l - th ickness skin graft is laid back down in the palm in the 
most unfavorable or most d i s t a l portion of the palmar flap. Necros is of 
sjbin margins and prolonged wound healing n e c e s s i t a t e s immobilization 
until the skin hea l s . As the resul t of prolonged immobilization the 
finger joints become s t i f f . The al ternat ive procedure of supplying ped-
icle graf ts from the dorsum of the hand is often necessa ry when the 
viability of the d i s ta l ulnar f lap is jeopardized. This requires spl i t -
£kin grafting on the dorsum of the hand. The resul t i s not cosmet ica l ly 
good and the skin is not adaptable to normal palmar sensa t ion , nor to 
the normal s t r e s s and f r ic t ion required of the palm. 

It was hoped, on the b a s i s of the r e su l t s obtained in rel ieving and 
relaxing connect ive t i s sue cont rac tures in other col lagen d i s e a s e s , 
that cort isone might be of benef i t in the preoperative treatment of this 
condition. It was hoped that cort isone would re l ieve the ex tens ive in-
volvement be tween the palmar f a s c i a and the skin, assure vascular i ty 
of the palmar f lap , and thus fac i l i t a te surgical resec t ion . Two pat ients 
with wel l -es tabl ished Dupuytren 's cont rac tures of both palms were 
treated with cor t i sone . One pat ient had early Dupuytren 's contracture 
in the remaining unresected f a sc i a a few weeks af ter par t ia l resec t ion 
of the palm. The other patient had severely involved hands, the con-
tracture being present for many years with extens ive skin involvement 
in the palm. 

CASE REPORTS 

Case 1. A 49-year-old man was s e e n in consul ta t ion on 19 July 1950, 
at which time a moderate Dupuytren 's contracture of the ring and lit t le 
fingers of both hands was present. Surgical r e sec t ion was recommended. 
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On 25 July, through 3 short t ransverse inc is ions over the course of the'-
f a s c i a of the right ring f inger, a contracted palmar fasc ia along this' 
ulnar portion of the palm was exc ised . Small drains were removed i n ' 
24 hours and on 7 August primary healing had occurred. 

On 17 August the ulnar half of the palmar f a s c i a of the more severely, 
involved le f t hand w a s exc i sed through a routine incision along the 
d i s ta l palmar c rease . The incision was turned bluntly along the ulnar-
border of the hand to the base of the palm. The thickened palmar fascia 
was exc ised en bloc from the base of the palm dis ta l ly . The process 
had involved the skin in the d is ta l palmar c rease and only full-thickness 
sk in was re ta ined. D i s sec t ion was continued wel l down into the ring 
and l i t t le f ingers and a midlateral longitudinal incis ion was made in 
the l i t t le f inger to complete the exc is ion . Small rubber drains were in-
se r ted and were' removed in 48 hours. Except for a small necrotic area 
about 5 mm. in diameter at the angle of the palmar f lap which delayed 
mobilization, the hand progressed sa t i s fac tor i ly . The wound finally 
healed and occupational therapy was begun at the end of the fourth 
week; movement returned slowly. Some res idual contracted and thick-
ened palmar f a sc i a remained in the right ring finger; this was resected 
through a midlateral incision on 19 October and th i s wound a lso henled 
without complicat ions . By 1 November about 10 weeks af ter the opera-
t ion, the radial portion of the palmar fasc ia of the left hand had de-
veloped defini te evidence of Dupuytren 's contracture (fig. 1), The ra-
dial s ide of the palmar fasc ia had not been involved previous to the ex-
c i s i o n of the ulnar half , and it was bel ieved that it could be safely, 
le f t in the palm. Inasmuch a s the viabi l i ty of the f lap was question-
able , addit ional d i s s e c t i o n seemed inadvisable . Cortisone therapy was 
begun on 5 January 1951, 100 mg. being g iven every 8 hours for 3 
dose s , followed by 100 mg. every 12 hours for 2 dose s , then 100 mg. 
da i ly . Within 5 days some softening of the indurated areas occurred 
and the pat ient noticed marked improvement in the s t i f f n e s s of the fin-
gers of both hands and for the f i rs t time he was able to make a tight 
f i s t with his right hand. 

By early February the improvement in the palm was def ini te and the 
thickened f a s c i a was di f f icul t to palpate (fig. 2). The final operation 
was performed on 27 March. Cort isone therapy was discont inued at this 
time. The radial half of the palmar fasc ia was excised through a t rans-
ve r se incis ion in the d i s ta l palmar c r ea se , carrying the d i s sec t ion ' 
proximally and d i s ta l ly through this incis ion. The contracted f a sc i a 
was eas i ly i so la ted , did not seem to be involved with any ex tens ive 
scarr ing, and w a s mobilized without d i f f icul ty . The wound healed with-
out incident, the range of motion in the hand continued to improve, and 
by mid-May there was complete sof tening of both palms and full ex-
tension of all finger jo in ts . Microscopic examination of the t i s sue re-
vealed f ibrosis of the palmar f a s c i a (Dupuytren's contracture) and 
bundles of dense col lagenous f ibrous t i s sue with occas ional f la t tened 
f ibroblas ts . Between the col lagenous bundles there were small blood 
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figure I (case 1), photograph taken on 12 January 1951 showing postopera-
tive condition of hand before cortisone therapy. The palpable mass is out-
lined. Figure 2 (case 1). Photograph taken on 2 February 1951 showing 
shrinkage of contracture mass after 4 weeks of cortisone therapy. 

v e s s e l s surrounded by scant lymphocytic inf i l t rat ion. No aberrat ions 
of the microscopic picture that could be attr ibuted to cort isone therapy 
were noted. 

Case 2. A 60-year-old man was admitted on 23 October 1950. He 
s ta ted that he had f i rs t noticed contractures in both hands in 1938. He 
remembered susta ining a rather minor contusing blow to the right palm 
and a minor squeezing injury to the left palm in 1937, but the in jur ies 
were tr ivial and the hands were normal between the time of t hese in-
juries and the time the contractures s tar ted. Since the onset , the con-
t ractures had gradual ly progressed without any known re la t ionsh ip to 
injury or i l l ness . The deformit ies had begun in the i i t t le finger in both 
hands and gradually involved the f ingers in sequence toward the radial 
s ide of the palm. Examination on 8 December revealed a typical se -
vere Dupuytren 's contracture in both hands (fig. 3). The right l i t t le 
finger could extend only 2 inches from the palm to the f ingernai l t ip; 
the metacarpophalangeal joint of th i s finger extended ac t ive ly and 
pass ive ly only to 110 degrees and the proximal inter phalangeal joint 
to 100 degrees . The right ring finger extended to 140 degrees a t the 
metacarpophalangeal joint; the right middle finger to 150 deg rees a t 
the same joint; and the right index finger to 155 degrees at the same 
joint. The interphalangeal joints of the 3 radial f ingers extended com-
pletely . The palm presented a hard, f ixed mass palpable throughout the 
thickened palm from i ts b a s e and into the l i t t le f inger. It did not ex-
tend into the remaining f ingers , but the entire breadth of the palm was 
depres sed , deeply adherent , and severely involved at the d is ta l palmar 
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crease . The mass involved the skin and there was blanching of thgi 
palmar skin on forced extension of the f ingers. The left little finger ? 
could only be extended pass ively 1% inches from palm to fingernail 
t ip . The patient was just able to s l ip a lead pencil between the paltjjl 
and the finger tip. The fifth metacarpophalangeal joint extended 
110 degrees and the proximal interphalangeal joint of this finger i 
tended only to 110 degrees . The d is ta l interphalangeal joints of all 
fingers extended completely. In the ring finger the metacarpophalangeal 
joint extended to 150 degrees, the interphalangeal joint extended com. 
pletely, and the remaining 2 fingers extended completely. The con-
tracture mass in the palm was almost identical to that of t he right: 
hand. There was more skin involvement at the base of the left little 
finger and linear cords were palpable immediately beneath the skin it̂  
both hands. The skin in the proximal finger segments of the li t t le fin-
ger of both hands was shortened. 

Intramuscular cort isone therapy was started on 5 January 195l t 

100 mg. being given 3 times in the first 24 hours, twice the next day, i: 
and then 50 mg. twice daily. Cortisone was continued until 26 March, 
but intramuscular injections were discontinued and starting on 8 Feb- ; 

r.uary it was given by mouth. There were no symptoms attributable to 
the drug except t r a n s i e n t d izz iness which subsided spontaneously in 
a few days. The hands were observed and measured at frequent in-; 
tervals . Although the patient noticed more improvement in the hands • 
than was clinically evident, it vras believed that there was some grad-; 
ual improvement in the nutrition of the skin and some mobilization of 
the skin from the contracture mass. The fight hand seemed to improve 
more rapidly than the lef t and this was the hand that was l e s s severely 
involved when originally examined. Two months later the patient could 
extend the right fif th fingernail 2-1/8 inches from the palm. The meta-
carpophalangeal joint of the little finger extended 5 degrees more and 
the proximal interphalangeal joint extended 10 degrees more than at 
the original examination. It was believed that there had been some 
palmar softening and the deep sulcus representing the d is ta l palmar 
c rease had become more shallow. 

On 9 March, under pneumatic tourniquet control, the contracture of 
the right hand was resected through a c l a s s i ca l t ransverse distal pal-
mar incision which curved on the ulnar side of the palm to extend to 
i ts base , the d i seased fascia mass was resected en bloc dis tal ly, and 
the dissect ion was completed through a midlateral incision over the 
proximal half of the little finger. Dissect ion was very close beneath 
the skin on the ulnar half of the f lap and there was questionable via-
bility of this skin at completion of d issect ion. There was nothing un-
usual about the appearance of the palmar fascia l mass . A small rubber 
drain was placed in the wound for 48 hours. The sutures were removed 
11 days later. A small avascular area of $kin that developed at the 
tip of the palmar f l ap required additional immobilization and pressure 
until the end of the third postoperative week. One month later there 
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w a S full ex tens ion in both metacarpophalangeal jo ints and the proxi-
mal interphalangeal joint of the l i t t le finger extended to 120 degrees . 
Limitation seemed to be the resul t of skin shortening. Cort isone was 
given throughout the postoperat ive period without interruption and 
there was no apparent de lay in skin healing in the a reas with good 
blood supply. 

pigufe 3 (case 2), Photograph taken on 5 January 1951 showing maximum ex-
tension of hands before treatment. Figure 4 (case 2), Photograph taken 
on 18 May 1951 showing postoperative condition of hands before cortisone 
therapy. 

During this t ime, there was no appreciable change in the condition 
of the lef t hand. The metacarpophalangeal joint of the left l i t t le finger 
extended 1 - 7 / 8 Inches from the palm, a 3 /8- inch inc rease . The meta-
carpophalangeal joint extended to 120 degrees , an increase of 10 de-
grees , and the proximal in terphalangeal joint extended to 110 degrees , 
which represented no change . On 29 March, 3 days af ter the cort isone 
was discont inued, the contracture mass was exc ised from the lef t hand 
in a similar manner. Again there was nothing unusual about the opera-
tive f ind ings . The fascia w a s markedly contracted and was adherent 
proximally t o the t ransverse ca rpa l ligament and required excess ive 
d i s sec t ion of hypothenar and lumbrical muscle f a s c i a s and the mass 
extended wel l into the l i t t le f inger . Again the d i s s e c t i o n required 
leaving quest ionable sk in at the border of the f l ap because of the in-
volvement of the subcutaneous t i s s u e . There was a small postoperative 
slough in the corner of the f l ap , about 2 by 10 mm, in s i z e , which re-
quired prolonged immobilization and pressure dress ing of the palm un-
t i l the end of the third postoperat ive week. The area at that t ime was 
well crusted and c l e a n and mobilization was gradually accompl ished. 
The left palm remained grea t ly thickened with dusky c i rcula t ion in the 
palmar f lap. Marked indurat ion pers i s t ed . Mobilization of the f ingers 
was considered to be slow. Pos topera t ive swel l ing, edema, and scar-
ring were much more apparent in the left palm than in the right and no 
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increased ex tens ion at the metacarpophalangeal joint was observ 
beyond the immediate postoperat ive correction (f ig . 4). On 18 
7 weeks af ter operation, cor t isone therapy was re ins t i tu ted beca 
of pers is tent induration and thickening of the left palm and stiff finge-
joints . Within 21 d a y s there was an apparent improvement in the con 
di t ion of the palm. The sof t t i s sue could be moved freely in the paltn 
The edema subsided and the dusk ines s of impaired circulat ion in the 
palmar f l ap d isappeared . Cortisone was given for 5 weeks at the 

Figure 5 (case 2). Photograph taken on 24 July 1951 
shotving appearance of hands following post-
operative cortisone therapy. 

of which time the indurat ion had almost completely subsided and the 
f ingers were mobilized gradually. On 1 August all joints extended com-
pletely, except the proximal interphalangeal joints of both lit t le fin-
gers , the right extending to 140 degrees and the left to 130 degrees 
(fig. 5). The patient was p leased with the r e su l t , was consc ious of 
continuing improvement, and thought that the f ingers would be straight 
for a l l practical purposes in a few more months. He s ta ted that he was 
able to wear gloves for the f i rs t time in 13 years . 

Microscopic examinat ion of the t i s s u e from both palms revealed 
bundles of dense col lagenous fibrous t i s s u e with occas iona l flattened 
f ibroblas t nucle i . Between these bundles were smal l blo'od v e s s e l s 
surrounded by a scan t lymphocytic infi l trat ion. The pathologis t be-
lieved that there were 1 no a typ ica l changes which would dis t inguish 
th is t i s sue from t i s s u e not t reated with cor t isone. 

On 7 September the patient was considered ready for duty. The right 
f i f th proximal interphalangeal joint extended to 140 degrees and the 
lef t f i f th pfoximal in terphalangeal joint extended to 135 degrees . The 
sk in of the palm around the incis ions was sof t and movable. There 
was s l ight thickening at the corner of the ulnar f l ap on the le f t hand. 
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2*he sole block to ful l ex tens ion was the moderate t igh tness and short-
ening o v e r P r o x i m a l finger segments of the l i t t le fin-
ger of both hands . 

DISCUSSION 

Case 1 is i l lus t ra t ive of Dupuytren 's contracture t reated by cor t i -
sone in a s tage usual ly not s e e n by the physic ian, the contracture 
being of very short durat ion. It was my impression that the benef i t 
from cort isone in th i s pat ient was more marked than seen in the fixed 
and late contractures of the second pat ient . This seems logical be-
c a u s e the contracture p rocess was not fu l ly advanced and should be 
more suscep t ib le to any blood-borne agent . The most str iking resu l t , 
however, was the benef ic ia l resul t noted in the hand which had been 
operated on without previous cort isone therapy. The patient s t a ted 
that range of motion through the f inger joints in his other hand had 
markedly improved while under preoperative treatment for the hand not 
operated on. There was def in i te palpable change in the contracture 
mass, however, which is not e a s i l y discernible from photographs. On 
the bas i s of c l in ica l impression only it was thought that the contracture 
was more e a s i l y resec ted as a resu l t of cort isone therapy. 

In c a s e 2 the contracture was of many yea r s ' duration and responded 
much more slowly and much l e s s objec t ive improvement was noted. The 
skin healing apparent ly was not influenced by cort isone therapy during 
the postoperat ive period, and again the most striking bene f i t s were re-

flated to the postoperat ive loosening of the finger jo in ts . T h e s e se -
verely contracted hands , which required extensive and r a d i c a l re-
sect ion, each complicated by delayed wound healing, mobilized much 
more rapidly than similar hands treated previously without cor t isone. 

In neither patient was there any untoward e f f ec t s from using corti-
sone in the indicated dosages . Both pat ients s ta ted that they were 
able to work longer hours without fat igue and had a genera l feel ing of 
well-being, though not to the point of euphoria. One patient (case 2) 
complained of t ransient d i z z i n e s s and r e s t l e s s n e s s during the early 
phase of his treatment but th is subsided spontaneous ly . T h e other 
patient (case 1), during his course of preoperative cor t i sone therapy, 
brought to the examiner ' s a t tent ion the fac t that a sk in rash on his 
lower leg had completely c leared up. Th i s rash had been present for 
about 15 years , had been repeatedly t reated with l i t t le s u c c e s s by 
dermato logis t s , and was thought t o be " s t a s i c dermat i t i s .* There was 
no recurrence of this r a sh during the period of observa t ion , nearly 
3 months af ter the c e s s a t i o n of cor t isone therapy. 

SUMMARY 

Two pat ients with Dupuytren 's contracture were treated with cort i -
sone . One had an ear ly d i s e a s e process and the other very late and 
severe con t rac tures . Cort isone appeared to be of limited value a s a 
preoperat ive medicat ion and probably of value only in the very early 
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s tages of the d i sease . The benefi ts to the patient with severely Co 

tracted hands were minimal and did not seem to justify the prolong 
treatment necessary to improve these hands only slightly before o| 
tion. There was definite evidence in our c a se s of the drug's value 
the postoperative treatment of these hands and its use is believ 
justified because of the definite and marked improvement in the ] 
operative mobilization of the hand. There is no evidence that cort 
sone in itself will supplant the accepted methods of surgical resection 
of Dupuytren's contracture. It does , however, offer possibi l i t ies as a 
valuable adjunct in the postoperative rehabilitation of patients with 
Dupuytren's contracture. 
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