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DERMOFASCECTOMY FOR DUPUS_(’TREN’S DISEASE

Dermofasciectomy for Dupuytren’s Disease

JOHN TURNER HUESTON, MD.

Summary: The empirical observation that skin replacement by free g,
grafts prevents recurrence of. Dupuytren’s disease is applied here to
treatment of. recurrent Dupuytren’s disease. In young patients iy
strong “Dupuytren’s diathesis,” this technique of.skin excision along ;
the fascia is used prophylactically as the primary treatment.

KNOWING Dr. Kaplan’s interest in the evolution of ideas, I may

allowed to introduce this paper by relating a case of histo,
importance in the evolution of my philosophy of Dupuytren’s dise
the first dermofasciectomy.

In 1954, on completion of my training with Sir Archibald McIndoe
returned to succeed B. K. Rank and A. R. Wakefield as consulting plastj
surgeon at Heidelberg Repatriation Hospital in Melbourne. My train;
with these three doyens of hand surgery led me to advise amputatiol thie ring finger.
alittle finger in a 32-year-old ex-serviceman whose Dupuytren’s cont . . sthin six months, both the
ture had recurred twice within six months after fasciectomies by en the disease recurred in this fmge; Vgilltlhlélf t}lﬁs digit was required
predecessors in the previous three years. However, the patient poin tient and T realized that skin grafgr‘:;‘g i 4l egss to say, when within the
out that I had been able to completely correct a burn scar fle further recurrence was to be avoi g . Ne o the othe; hand developed
deformity on the finger of another patient by using a full thickness sk xt four years the ring and lltt}e ngerdehberat oly discarded on both
graft, and he requested that I try the same technique on his seves puytren’s f:ontracturt?, the Sklﬁl wasth torm dermofasciectomy), an d
flexed, recurrent Dupuytren’s contracture before he consented to amp gits at the time of fasftzlecgollljy (We(?lg grzfts as a primary procedure.
tation. : they were both resurfaced by / been no recurrence in

Skeptically, and with considerable technical difficulty, I corrected th mputation was neyer discussed agf:_im. Thzzetlﬁzdﬁ xfle £ his death in a
patient’s little finger—incompletely but to a useable degree—and applie y of this patient’s four graftednge{)S ove this, however, the concept
a Wolfe graft. Since the previous recurrences had taken place within otor-car accident 16 years later. nong teac ture by’ skin replacement had

months of the fasciectomies, it was with mounting wonder that I foun control of aggre?;ive Dupuytren’s contr
the grafted finger free of recurrence over the next four years. At thal scome establishe . It was
" - ing i ] tracture is not new. It w
time the patient presented with moderate flexion deformity of the adj The use of skin graftm.g in Dupuyt{en Stzo&: ion‘ection of burn scars,
cent ring finger due to extension of the Dupuytren’s contracture proce; sed by Lexer on tl\lllle basx;/[ c)f the ;I{)Z; Oész) on atho also noted that the
(Fig. 1). v Piulachs and Mir y Mir, an Tt Homover, these pioneers
Missing the obvious lesson to be learned from the little finger; rafted defect remained clear of r?cmli?:‘;:fects T;tl:]er ’t ban to prevent
corrected the ring finger by means of a standard fasciectomy and Z plas had used skin replacemept tokr.ep{ill‘c.SSi‘lm and grafting rather than skin
scurrence. Gonzales, using skin inci : i
scision and grafting, confirmed this method of managing Dupuytren’s
tracture.” .
My concept of controlling the Dupuytren’s contracture by prophylac

isi f sliin as treatment in a case of thrice-
ars after the planned excision o o a
- tg‘ouiy{:e;’s disease, there is no further recurrence.'The flulvth)'cknes's (\i‘]e(;lefz)t
: the ‘lli!:;tle finger has prevented recurrence. Early estension of new disease 1s p.
o
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tically changing the skin (dermofasciectomy) has been advocat,
for more than a quarter of a century and has been used in more th
fingers without recurrence within the grafted areas. Iselin has co
this therapeutic approach in a large series awaiting publication}:
recent review from Varian’s unit in Derby, England, showed n¢';
rence beneath Wolfe grafts usedin 41 of a series of 128 fasciectoy
Nevertheless some skepticism, mainly directed to the need fo;
replacement, still exists among conventional hand surgeons. Two
may be involved. First, a vast range of difference exists in the ing;,
and severity of Dupuytren’s contracture in different areas of the
Inevitably this has produced great differences in the experience of J;
surgeons in the management of the disease. Second, the extent of
surgery involved in dermofasciectomy deters some surgeons whg
confidence in the techniques of extensive skin grafting from attemp
this procedure.
The incidence of Dupuytren’s contracture reportedly is highest g
Anglo-Saxons and least frequent in the populations of the cour
bordering the Mediterranean basin (although a few blue-eyed S
patients remind us of the Celtic excursions that reached that far soith
The risk of recurrence, and hence the need for control by dermofags
tomy, is therefore less likely in the latter countries. That one-thj;
Varlan’s series required skin grafts reflects the strong Anglo-§;
diathesis to Dupuytren’s contracture. The disease traveled to Aust;
with the early colonists from Great Britain,
In view of the present state of hand surgery training, the incre
technical difficulty involved in this procedure is not an acceptable re:
for resistance to it. Plastic surgeons only entered hand surgery after
demonstrations by Blair and Brown in the United States and Gilljes
Melndoe in England of the effectiveness of extensive skin graftin;
burned hands during World War II. However, recognition of the pri
ples of skin grafting in' the hand—preparation of the wound bed, selec
of the best type of graft, tailoring of the graft, proper dressing technigu
and postoperative care—should by now be well incorporated into t
repertoire of all hand surgeons, and fear that such extensive grafts m
not take successfully should not be a deterrent to their use when the
are indicated. Yet this concept of grafting in the hand prophylacticall
has been difficult for many surgeons to accept. Grafts forced upon the
by skin loss—from trauma, burns, or ischemic necrosis—are not of the
own choosing. Tt is necessary, however, for surgeons operating in tho
areas with a high incidence of Dupuytren’s contracture, to assess thei
recurrence rates and to be prepared to advise changing the skin to prever
recurrences. The aim of dermofasciectomy is to prevent amputation.

iG. 2. (A) Recurrent Dupuytren’s disease in a 45-year-old female. (B) Dermofasciec-
with full-thickness (Wolfe) graft resurfacing of proximal segment of finger.

PATIENT SELECTION

The sole indication for this deliberate excision of volar skin along with
S Dupuytren’s tissue is to prevent the recurrence of Dupuytren’s
ntracture. Why this provides prophylaxis against recurrence is not yet
own, but that should not prevent acceptance of the empirical obser-
tion that a technique exists to prevent it.

Not all patients will develop a recurrence after an adequate fasciec-
my, but those who do will probably have a recurrence again after a
seat fasciectomy.® For that reason, some introduction of new skin is
visable, even as a transverse “firebreak” to prevent the linking of
oximal and distal recurrences, when operating for an already estab-
hed recurrence (Fig. 2A and B).

1t is possible to construct a profile of those patients likely to have a
cuarrence by studying those who already have had one. That a Dupuy-
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perves intact, and even more so the digital arteries which are

- pvious in @ virgin primary dissection. The fibrous flexor sheath is
irectly involved by the Dupuytren’s tissu.e in recurrent cases as a
{yence Of its exposure during the first fascxectomy. Extreme care is
to avoid exposing the flexor tendons. Indeed, it is preferable to
thin layer of recurrent Dupuytren’s tissue over the flexor tendox}s
attempt to free skin graft directly onto exposed tendons. T.hls
o retain an adequate bed may limit the degree of correction
aned, but if slightly more skin is introduced.than is necessary .for the
stion defect, subsequent improvement in interphalangeal joint ex-

be expected.

ajccinsheafll: defect can be covered by a local flap f)f the digit'fal
ent, which is not discarded immediately along w1th.the fascia
tétained until it is clear that it will not be needgd fo.r this purpose.’
wample of such a local flap and ‘Wolfe graft combination can be seen

tren’s diathesis exists and can be assessed fairly well for eag]
was first expounded 20 years ago and summarized as the “pyg
factors” to look for in selecting the type of surgery for each cas;
an Anglo-Saxon patient such factors as early age of onset, the b
of ectopic deposits on knuckles or soles, diffuse skin involvemen
digits, alcoholism, and a strong family history are all indicationg
there may be recurrence. Dermofasciectomy then may be adviseq
primary prophylazis, or at least discussed as the secondary proceg
choice if there is a recurrence.
TECHNIQUE
Cross finger flaps are contraindicated in this situation, for. i
precisely that young patient with an aggressive form of Dupuytra;
contracture that extension of the disease can be expected. This o
in the case of the first dermofasciectorny related at the outset g
paper. If extension—that is, the appearance of new Dupuytren’s depo:
in areas not previously operated upon—should occur later in the adja
finger but the dorsal integument of that finger has already been tran
ferred to resurface a dermofasciectomy defect on its neighbor, there ia
great risk of major circulatory impairment in the newly involved
There is far less risk if volar fasciectomy -alone is planned, let alo,
curative dermofasciectomy. Remote flap procedures—cross arm 6r
guinal—can be avoided by careful preservation of the wound bed:
thickness free grafts are the rule. The use of split skin grafts on the w
aspect of the digit in the correction of flexion deformities is, of coy
to be avoided.
Because of the need for full thickness free skin grafts, it is essenti
preserve intact a layer of viable tissue over the flexor tendons. Only fro;
such a bed can a free graft be expected to regain an adequate circula
flow.
When performing a primary dermofasciectomy, there is no problem:
preserving the fibrousflexorsheath intact, for it is never directly involv
in the fibroplastic process of Dupuytren’s contracture primarily, and
extension to the limits imposed by interphalangeal joint fixation can’be
obtained. The relative ease of the dissection of a virgin finger compared
with that of a recurred finger lends weight to the value of seeking o
those patients for primary dermofasciectomy. :
In contrast, a secondary dermofasciectomy for recurrent Dupuytren
disease can be among the most tedious procedures in surgery. Longil
dinal exposure allows safe identification of the neurovascular bundles
the palm where the nerve always lies along the anterior border of tl
Tumbrical muscle. On entering the fingers, however, even using magnifi
cation, the utmost difficulty can be encountered in trying to preserve the

- ¥ia. 3. A small transposition flap has been used to close exposed flexor tendons at PIP
evel in combination with more extensive Wolfe graft resurfacing for recurrent Dupuytren’s
ontracture.
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o results of a properly selected and performed dermofasciectomy
1d include the retention of a digit otherwise threatened by amputa-
freedom of recurrence in the grafted area, interphalangeal joint
ity equal at least to preoperative flexion, and skin cover of the same
Slity as that of the donor site selected. Two to three months is required
te recovery of protective sensation. However, this quality, although
ianently less than that of the normal volar digital skin, will improve
a period of one year. Frictional changes of thickening, although not
callosities, also will develop with use. Pigmentation and fissuring of
afted areas occur as they do in any other well-used volar skin
5, but seem to be less when inner upper-arm skin is used rather than
minal skin. Abdominal skin also is more likely to grow hair.

nally, my observation that free grafts will take successfully even over
in layer of obviously involved Dupuytren’s tissue can be extended to
observation that such retained and overgrafted Dupuytren’s tissue
only does not progress, but actually regresses. It is for that reason
the controlling role of the skin overlying Dupuytren’s disease as-
s all the excitement of the late stages of a mysterynovel.** Rudolph’s
itk suggests that the final unveiling of the culprit causing the contrac-
is close.*¢

The lateral margins of the skin excision, and hence of the graft shi
be extended to the midlateral “stationary” line of the finger to ,Preiv
‘su.bsequent scar contraction anterior to the axis of the interphalsy
jotuts, producing further flexion deformity. This can mimic recury,
(Fig. 4). Additional technical details for this procedure can be fou,;3
previous publications on this subject.”112¢
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Resection Arthroplasty with Swanson’s Implant
: ' for Posttraumatic Stiffness
of Proximal Interphalangeal Joints

FRANCOIS ISELIN, MD., axp GERARD PRADET, M.D.

ummary: Proximal interphalangeal joint resection arthroplasty with
wanson’s implant should be considered as a simplified new hinge joint
ith a simplified shorter but isometric extensor system which will work if
he flexor system is intact. The procedure is indicated in cases of severe,
ll-tolerated, fixed joint contractures. Functional improvement with resto-
ration of some range of motion can be expected. Patients should be aware
hat they will not regain a complete range of motion at the PIP joint, there
ill be limited involvement of the distal interphalangeal joint, and there
ay be some discomfort in cold weather. The procedure is not recom-
mended for patients with a high risk of postoperative dystrophy, on
orkmen’s compensation, orunable to understand the goals and limitations
f a joint resection arthroplasty.

HE USUAL solution to proximal interphalangeal (PIP) joint fized
stiffness is either to ignore it if the position is acceptable, or to
restore a better position by means of an arthrodesis. Actually, since
xcept for the index finger no position of PIP arthrodesis is really
atisfying, we always attempt to restore some mobility in these problem
ases.! .
We have found our attempts at joint release (arthrolysis) to be ineffec-
ive as a means of treating fixed stiffness. Posttraumatic stiff joints are
always fibrotic, and even extensive arthrolysis cannot recreate soft struc-
tures from scar tissue.?® Only bone resection can restore mobility. Sta-
lity should be obtained from the existing connective tissue to the extent
that it can resist lateral forces while at the same time allowing the
necessary flexion-extension mobility.

Swanson’s “silastic” implants are a mandatory part of a joint resection
because they mechanically keep apart and align the bone ends. Moreover,
iologically, the silicone induces around the implant a new joint capsule
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