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O f f o u r p a t i e n t s w i t h r h e u m a t o i d a r t h r i t i s a n d D u p u y -
t r e n ' s c o n t r a c t u r e , t w o w e r e n o t a w a r e o f t h e p r e s e n c e 
o f D u p u y t r e n ' s c o n t r a c t u r e . W h e n b o t h d i s ea se s c o e x i s t , 
t h e p r e s e n c e o f r h e u m a t o i d h a n d d e f o r m i t i e s , e spec ia l ly 
f l e x i o n a n d u l n a r d e v i a t i o n o f t h e m e t a c a r p o p h a l a n g e a l 
j o i n t s , m a y m a s k t h e f l e x i o n d e f o r m i t y c a u s e d by D u p u y -
t r e n ' s c o n t r a c t u r e . C a r e f u l c l in ica l e x a m i n a t i o n s h o u l d 
r u l e o u t t h e p r e s e n c e o f a p a t h o l o g i c fasc ia l c o r d . W h e n 
r e c o n s t r u c t i v e s u r g e r y is i n d i c a t e d f o r t h e r h e u m a t o i d 
h a n d in t h e p r e s e n c e o f a d v a n c e d D u p u y t r e n ' s c o n t r a c -
t u r e , s t a g e d s u r g e r y w o u l d b e a p p r o p r i a t e a n d r e c o n -
s t r u c t i o n o f D u p u y t r e n ' s c o n t r a c t u r e s h o u l d p r e c e d e 
o t h e r s u r g e r y . 

T h e coexistence of rheumatoid arthritis and 
Dupuytren 's contracture is not common. In a 
repor ted series of 100 consecutive patients with 
Dupuytren 's contracture by McFarlane and Ja-
mieson,4 there were only four patients with rheu-
matoid arthritis. In the presence of rheumatoid 
hand deformities, early or even active stage Du-
puytren 's contracture may be missed. T h e pur-
pose of this paper is to repor t four patients with 
rheumatoid arthritis and Dupuytren 's contrac-
ture. T w o of these patients were not aware of 
the presence of Dupuytren 's contracture. 

C A S E R E P O R T S 

Case 1 
A 75-year -o ld wh i t e d iabe t i c w o m a n with a 3-year h is tory 

of r h e u m a t o i d a r th r i t i s p r e s e n t e d wi th r a p i d onse t of de-
fo rmi t i e s of b o t h h a n d s a n d swell ing a n d pa in in t h e m e t a -
c a r p o p h a l a n g e a l (MP) j o i n t s of t he i ndex , long , r ing , a n d 
little f i nge r s which i n t e r f e r e d with h e r activit ies of daily 
living. T h e r e was n o t r i g g e r i n g of t h e fingers. O n e x a m i n a -
t ion, she h a d m a r k e d u l n a r dev ia t ion a n d mi ld f l ex ion de-
f o r m i t y of t h e m e t a c a r p o p h a l a n g e a l j o i n t s of all f i nge r s (Fig. 
1, left). R a d i o g r a p h i c e x a m i n a t i o n r evea l ed volar sub luxa-

t ion of t h e m e t a c a r p o p h a l a n g e a l j o in t s , n a r r o w i n g of t h e 
i n t e r p h a l a n g e a l j o i n t spaces, a n d m a r g i n a l e ros ions p lus col-
lapse d e f o r m i t y of b o t h t h u m b s . Resec t ion imp lan t a r t h r o -
plasty of t h e r i gh t i ndex , long, r ing , a n d little f i nge r s a n d 
a r t h r o d e s i s of t h e t h u m b m e t a c a r p o p h a l a n g e a l j o i n t w e r e 
p e r f o r m e d . Pos topera t ive ly , t h e pa t i en t ' s h a n d f u n c t i o n has 
i m p r o v e d a n d she h a d c o r r e c t i o n of h e r u l n a r d r i f t a n d 
f lex ion d e f o r m i t i e s a t t he m e t a c a r p o p h a l a n g e a l j o i n t s e x c e p t 
f o r res idua l f lex ion d e f o r m i t y of t he m e t a c a r p o p h a l a n g e a l 
j o i n t of t he r i n g f i n g e r of a b o u t 10 deg re e s . C a r e f u l exami -
na t i on r evea l ed t he p r e s e n c e of a small p r e t e n d i n o u s c o r d 
in t h e p a l m e x t e n d i n g to t he base of t he r i n g f i n g e r (Fig. 1, 
right). I t was exp l a ined to t h e p a t i e n t t ha t pa r t i a l fasc iec tomy 
may b e ind ica ted la te r if t h e f lex ion d e f o r m i t y inc reased . 

Case 2 
A 69-year -o ld wh i t e w o m a n with a 4-year h is tory of 

r h e u m a t o i d a r th r i t i s was seen in t h e h a n d clinic because of 
a severe f lex ion c o n t r a c t u r e of t h e lef t r i n g f i n g e r t ha t 
p r o g r e s s e d ove r several years . Physical e x a m i n a t i o n r e v e a l e d 
a m a r k e d l y f l exed r i n g f i n g e r t ha t was fixed in 90 d e g r e e s 
of f l ex ion a t t h e m e t a c a r p o p h a l a n g e a l j o i n t a n d 9 0 d e g r e e s 
of f lex ion a t t h e p r o x i m a l i n t e r p h a l a n g e a l (PIP) j o i n t . T h e 
p u l p of t he finger was r e s t ing aga ins t t he p a l m , a n d passive 
ex tens ion of t h e f i n g e r h y p e r e x t e n d e d t he p u l p a t t h e distal 
i n t e r p h a l a n g e a l j o i n t (Fig. 2). A th ick p r e t e n d i n o u s fascial 
c o r d cou ld b e p a l p a t e d in t he pa lm. Skin m a c e r a t i o n was 
p r e s e n t on t h e p a l m a r aspect of t h e finger. Mild f l ex ion a n d 
u l n a r dev ia t ion d e f o r m i t i e s of t he m e t a c a r p o p h a l a n g e a l 
j o i n t s of b o t h h a n d s w e r e obse rved . 

A s t aged r e c o n s t r u c t i v e s u r g e r y was c a r r i e d ou t . T h e first 
s tage was s u b c u t a n e o u s fasc io tomy a n d re lease of t h e c o r d 
us ing local anes the t i c fo l lowed by a p r o g r a m of t h e r a p y a n d 
spl int ing. T h i s i m p r o v e d t he d e f o r m i t y par t ia l ly . T w o 
m o n t h s la te r , l imi ted fasc iec tomy wi th excis ion of p a t h o l o g -
ically p r o v e n p r e t e n d i n o u s a n d cen t ra l c o r d s was c a r r i e d 
ou t , re lease of t h e p r o x i m a l i n t e r p h a l a n g e a l j o i n t con t r ac -
t u r e , a n d Z - l e n g t h e n i n g of t h e s h o r t e n e d f l e x o r d i g i t o r u m 
superf ic ial is a t t he wrist w e r e necessary to i m p r o v e t h e 
d e f o r m i t y . Pos topera t ive ly , t he p a t i e n t h a d res idua l f l ex ion 
of 4 5 d e g r e e s at t h e p r o x i m a l i n t e r p h a l a n g e a l j o i n t a n d 35 
d e g r e e s a t t he m e t a c a r p o p h a l a n g e a l j o i n t . 
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FIG. 1. T h e appea rance of the r ight h a n d b e f o r e (left) and following (right) resection implant 
a r throplas ty of the f ingers. Dimpling of the skin overlying a p re t end inous cord tha t is connec ted 
to the base of the r ing f inger is seen. 

FIG. 2. T h e left hand showing ulnar deviat ion of the f ingers at the metacarpopha langea l jo in ts and marked flexion de fo rmi ty 
of the r ing f inger at the metacarpopha langea l and in terphalangeal jo in ts d u e to a p re t end inous and central cords. 

Case 3 
A 74-year-old man was r e f e r r e d by the ar thr i t i s clinic 

because of progress ive Dupuy t r en ' s con t r ac tu re of both 
hands for the last 2 years with m o r e involvement and pain 
in the left hand , especially with ambula t ion . T h e past history 
was r e m a r k a b l e for r h e u m a t o i d arthri t is , r h e u m a t o i d pul-
m o n a r y nodule , diabetes, a n d left t r aumat ic below-knee 
ampu ta t ion . T h e pat ient could not to le ra te his below-knee 
prosthesis a n d of ten used cru tches and occasionally a wheel-
chair fo r ambula t ion . Physical examina t ion revealed mild 
u lnar deviat ion of the me taca rpopha langea l jo in t s of both 
hands with m o r e involvement of the left r ing a n d little 
f ingers. T w o palpable pa lmar cords were ident i f ied ex tend-

ing to the bases of the r ing and little f ingers (Fig. 3). 
Rheumato id nodules were present over the ex tensor surfaces 
of bo th elbows. Because of the pain in the palm d u r i n g 
ambula t ion with crutches, partial fasciectomy with excision 
of p re t end inous cords was p e r f o r m e d . Pathologic examina-
tion conf i rms the diagnosis of Dupuy t ren ' s diseased fascia 
with no evidence of rheuma to id nodules in the specimen. 

Case 4 
A 70-year-old man was seen for deformi t ies in both hands 

with funct ional impa i rmen t secondary to r h e u m a t o i d dis-
ease. T h e past history was r emarkab le fo r chronic emphy-
sema and total-knee ar throplas ty . Physical examinat ion re-
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FIG. 3. T h e left h a n d showing mild ulnar deviation of the 
f ingers. O n examina t ion , nodu la r thickening of the pa lmar 
fascia with two palpable pa lmar cords were observed. 

FIG. 4. U lna r deviat ion of the f ingers at the metacarpo-
phalangeal jo in ts is shown a long with a pa lmar p re t end inous 
cord involving the left r ing f inger . 

vealed u lnar deviation de fo rmi ty of the metacarpopha lan-
geal jo in ts of both hands . Limitat ion of passive extension 
was present especially in the left r ing f inger me taca rpopha-
langeal jo in t . Care fu l examinat ion of the palm revealed the 
presence of a p r e t end inous cord on the left side (Fig. 4) and 
a nodu le in the pa lmar fascia of the r ight hand . Radiographic 

examinat ion revealed compressive erosions at the bases of 
the proximal phalanges with pa lmar dislocation and nar row-
ing of the jo in t spaces at the proximal in te rphalangeal joints . 
Partial fasciectomy including the p r e t e n d i n o u s cord was 
p e r f o r m e d . Pathologic examinat ion con f i rmed the diagnosis 
of Dupuy t r en ' s fascia. Full passive extension of the r ing 
f inger metacarpopha langea l j o in t was achieved. Eight weeks 
later, resection implant ar throplas ty of the index, long, r ing, 
and little f ingers with soft-tissue recons t ruc t ion was per-
f o r m e d . T h e pat ient ' s deformi t ies and h a n d func t ion have 
improved postoperatively. 

DISCUSSION 

Rheumatoid arthritis is more common in fe-
males than in males, whereas Dupuytren 's con-
tracture occurs 9 to 10 times more frequently in 
males than in females. T w o of the four patients 
in this report are females. Perhaps in the pres-
ence of Dupuytren 's contracture and rheumatoid 
arthritis more females are affected than in Du-
puytren 's contracture alone. T w o of the patients 
were not aware of the coexistence of Dupuytren 's 
contracture. This was masked by the rheumatoid 
flexion deformity and ulnar drift of the metacar-
pophalangeal joints. One patient 's contracture 
was manifested following rheumatoid recon-
structive surgery as a result of the residual mild 
flexion of the involved digit caused by the palmar 
cord. T h e other patient's contracture was de-
tected during the initial visit. 

Dupuytren 's palmar nodules, when present in 
such cases, should be differentiated f rom rheu-
matoid nodules of the flexor tendon in the palm 
and f rom secondary reactionary nodules, which 
were described by Flatt.2 Rheumatoid nodules 
may be associated with tr iggering of the finger 
or restriction of active flexion. Palpation of the 
palm between the distal palmar crease and the 
middle of the proximal phalanx helps to identify 
whether the nodule lies in the area of the palm 
or in the area of the superficial tendon decussa-
tion.3 Dupuytren 's nodules occur most fre-
quently at the normal sites of fascial adherence 
to the skin, i.e., just distal to the metacarpopha-
langeal and proximal interphalangeal joints.4 

T h e presence of trigger finger, on the other 
hand, may be associated incidentally with the 
palmar nodule of Dupuytren 's contracture with-
out rheumatoid arthritis. Seven of 38 patients in 
Chiu and McFarlane's series were in this cate-
gory.1 

In order to minimize postoperative complica-
tions, Nissenbaum and Kleinert5 advised against 
surgically treating Dupuytren 's contracture and 
releasing the carpal tunnel at the same time when 
Dupuytren 's contracture and compression neu-
ropathy of the median nerve coexist. Instead, 
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they recommended treat ing Dupuytren 's con-
t racture first. However, when the symptoms of 
carpal tunnel syndrome are severe, they recom-
mended releasing the carpal tunnel first. None 
of the four patients in McFarlane's series who 
had Dupuytren 's contracture and rheumatoid 
arthritis was treated surgically because of either 
early contracture or because the general condi-
tion contraindicated any t reatment . However, 
when rheumatoid arthritis and advanced Dupuy-
tren's contracture coexist and surgical t rea tment 
is required for both, staging the t reatment would 
be appropriate. T h e t rea tment of Dupuytren 's 
contracture should precede any rheumatoid re-
constructive surgery, especially metacarpopha-
langeal arthroplasty. If rheumatoid arthritis is 
t reated first, residual flexion contracture by the 
pathologic cord may occur and interfere with 
rehabilitation of the hand. On the other hand, 
when Dupuytren 's contracture is not severe, 
rheumatoid reconstructive surgery and Dupuy-
tren's cord resection can be pe r fo rmed under 
the same anesthesia. 

In summary, when both diseases coexist, the 
presence of rheumatoid hand deformities, espe-

cially flexion and ulnar deviation of the metacar-
pophalangeal joints, may mask the flexion de-
formity caused by Dupuytren 's contracture. 
Hence, the latter disease may be missed. Careful 
clinical examination of patients with rheumatoid 
arthritis should rule out the presence of Dupuy-
tren's contracture. 

Ghazi M. Rayan, M.D. 
3433 NW 56th 
Suite 850 
Oklahoma City, Okla. 73112 

R E F E R E N C E S 

1. Chiu, H. F., and McFar lane , R. M. Pathogenesis of 
Dupuy t r en ' s con t rac tu re : A correlat ive clinical-
pathological s t u d y . / . Hand Surg. 3: 1, 1978. 

2. Flatt, A. E. Care of the Arthritic Hand, 4 th Ed. St. 
Louis: Mosby, 1983. P. 106. 

3. Flatt, A. E. Correc t ion of Arthr i t ic Deformi t ies of the 
H a n d . In D. J . McCar thy (Ed.), Arthritis and Allied 
Conditions: A Textbook of Rheumatology, 3d Ed. Phila-
delphia: Lea & Febiger , 1985. P. 728. 

4. McFar lane, R. M., a n d j a m i e s o n , W. G. Dupuy t r en ' s 
c o n t r a c t u r e . / . Bone Joint Surg. 48A: 1095, 1966. 

5. Nissenbaum, M., a n d Kleinert , H. T r e a t m e n t consid-
erat ions in carpal tunnel syndrome with coexisting 
Dupuy t r en ' s c o n t r a c t u r e . / . Hand Surg. 5: 544 , 1980. 


