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Fasciectomy is the most common operation performed for Dupuytrenâ��sdisease.However, as the
joint contracture increases,issuesof skin deï‹�ciencyfollowing releasebecomesigniï‹�cant.For severe
or recurrent diseasedermafasciectomyis advised,but a digital transposition ï‹�approvidesa viable
alternative without the needfor a skin graft for less-severediseasewith moderateskin deï‹�ciency.
A retrospectivereview identiï‹�ed84 patients who had undergonethis operation. The ï‹�apusedwas
proximally basedon the midlateral aspectof the ï‹�ngerallowing direct closure of the donor site.
Ninety handswith 134digits wereoperatedon and83% of the patientshad a full correction. About
70% remained fully corrected at 1 year. All ï‹�apswere performed for proximal interphalangeal
joint involvement.The mean pre-operative contracture was 341, corrected postoperatively to 51.
The recurrencerate was 9%. Two percent of the patients had local infection but no ï‹�apnecrosis
wasseen.A lateral digital transposition ï‹�apis a very stableoperation for Dupuytrenâ��sdiseasewith
moderate skin deï‹�ciencyand our patients achievedfavourable results when compared to other
studiesthat usedlocal ï‹�apscombinedwith skin graft.
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Various surgical procedures have beendescribed for the
treatment of Dupuytrenâ��sdisease,including fasciotomy,
fasciectomy and dermafasciectomy with variations on
these basic procedures (Saar and Grothaus, 2000).

Razemon (1982)), and Laurenza and Gensini (1992)
both describe very similar lateral digital ï‹�apsfor severe
Dupuytrenâ��s contracture, with the donor site being
reconstructed with skin grafts. There are several other
local ï‹�apoptions for reconstruction following Dupuyt-
renâ��sfasciectomy. Kralova and Nemec (1988), and
Harrison and Newton (1991) describe the use of a
cross-ï‹�ngerï‹�ap for Dupuytrenâ��s disease and Ekerot
(1995) advocated the useof a dorsal hand ï‹�ap.A palmar
Vâ��Y advancement ï‹�ap was advocated by Rider et al.
(1998). These are fairly complex operations, which
sometimes incorporate additional procedures to achieve
the desired result in moderate to severe Dupuytrenâ��s
disease.

We present the lateral digital ï‹�ap,which is helpful
when there is moderate shortage of skin after correction
of the ï‹�exioncontracture.

MATERIALS

This was a retrospective casenoteanalysis. All patients
with Dupuytrenâ��s disease who underwent a surgical

correction, which utilised the lateral digital ï‹�apunder
the senior author (R.S.B.), from 1990 to 2004, were
included in the study.

All patients were seenduring their treatment by the
senior author, and measurements obtained with a
goniometer were recorded in the notes. The measure-
ments recorded were the pre-operative, peroperative and
follow-up loss of extension at the metacarpophalangeal
joint (MCPJ) and proximal interphalangeal joint (PIPJ).

In all cases,a midlateral digital skin transposition ï‹�ap
was used to cover palmar skin defects following
Dupuytrenâ��sreleasewith fasciectomy (Fig 1). The width
of the ï‹�apwas on average10mm (range 8â��12mm), and
the average length was 22mm (range 19â��30mm). The
donor site was closed primarily in all cases.

The shapeand length of the ï‹�aprelated to the sizeof
the ï‹�nger and the ï‹�ap extended up to one-third the
length of the middle phalanx. The tip of the ï‹�ap
was angled at 301, which allowed the defect to be closed
(Fig 2).

The ï‹�apis based, if possible, on the non-dominant
side of the ï‹�ngerbut it should always be based on the
side of the ï‹�ngerthat has the major Dupuytrenâ��sband.
This is done so that the widest part of the transposed
ï‹�apis on the side of the ï‹�ngerwith the dominant band.
The ï‹�apshould extend almost all the way across the
palmar surface of the ï‹�ngerto the midlateral line of the
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Fasciectomy is the most common operation performed for Dupuytren's disease. Ho,vever, as the 
_joint contracture increases, issues of skin deficiency follo,ving release become significant. For severe 
or recurrent disease dermafasciectomy is advised, but a digital transposition flap provides a viable 
alternative ,vithout the need for a skin graft for less-severe disease ,vith moderate skin deficiency. 
A retrospective revie,v identified 84 patients ,vho had undergone this operation. The flap used ,vas 
proximally based on the midlateral aspect of the finger allo,ving direct closure of the donor site. 
Ninety hands ,vith 134 digits ,vere operated on and 83% of the patients had a full correction. About 
70% remained fully corrected at 1 year. All flaps ,vere performed for proximal interphalangeal 
_joint involvement. The mean pre-operative contracture ,vas 34°, corrected postoperatively to 5°. 
The recurrence rate ,vas 9%. T,vo percent of the patients had local infection but no flap necrosis 
,vas seen. A lateral digital transposition flap is a very stable operation for Dupuytren's disease ,vith 
moderate skin deficiency and our patients achieved favourable results ,vhen compared to other 
studies that used local flaps combined ,vith skin graft. 
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Various surgical procedures have been described for the 
treatment of Dupuytren's disease, including fasciotomy, 
fasciecton1y and dern1afasciecton1y with variations on 
these basic procedures (Saar and Grothaus, 2000). 

Razemon (1982)), and Laurenza and Gensini (1992) 
both describe very sin1ilar lateral digital flaps for severe 
Dupuytren 's contracture, ,vith the donor site being 
reconstructed with skin grafts. There are several other 
local flap options for reconstruction follo,ving Dupuyt
ren 's fasciecton1y. Kralova and Nemec (1988), and 
Harrison and Newton (1991) describe the use of a 
cross-finger flap for Dupuytren 's disease and Ekerot 
(1995) advocated the use of a dorsal hand flap. A palmar 
V- Y advancen1ent flap was advocated by Rider et al. 
(1998). These are fairly complex operations, which 
son1etin1es incorporate additional procedures to achieve 
the desired result in n1oderate to severe Dupuytren 's 
disease. 

We present the lateral digital flap, ,vhich is helpful 
when there is n1oderate shortage of skin after correction 
of the flexion contracture. 

MATERIALS 

This was a retrospective casenote analysis. All patients 
,vith Dupuytren's disease who underwent a surgical 

correction, which utilised the lateral digital flap under 
the senior author (R.S.B.), fron1 1990 to 2004, were 
included in the study. 

All patients ,vere seen during their treatn1ent by the 
senior author, and n1easurements obtained with a 
gonion1eter were recorded in the notes. The n1easure
n1ents recorded were the pre-operative, peroperative and 
follow-up loss of extension at the metacarpophalangeal 
joint (MCP J) and proxin1al interphalangeal joint (PIP J). 

In all cases, a midlateral digital skin transposition flap 
was used to cover paln1ar skin defects follo,ving 
Dupuytren's release ,vith fasciecton1y (Fig 1). The width 
of the flap ,vas on average 10 mn1 (range 8- 12 mn1), and 
the average length ,vas 22 n1n1 (range 19- 30 n1n1). The 
donor site was closed prin1arily in all cases. 

The shape and length of the flap related to the size of 
the finger and the flap extended up to one-third the 
length of the middle phalanx. The tip of the flap 
was angled at 30°, ,vhich allowed the defect to be closed 
(Fig 2). 

The flap is based, if possible, on the non-don1inant 
side of the finger but it should al,vays be based on the 
side of the finger that has the n1ajor Dupuytren's band. 
This is done so that the ,videst part of the transposed 
flap is on the side of the finger with the dominant band. 
The flap should extend almost all the way across the 
paln1ar surface of the finger to the n1idlateral line of the 
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Fig 1 Planning and marking out the ï‹�ap.

Fig 3 Flap being inset.

Fig 2 Diagram of the ï‹�ap.

ï‹�ngeron the opposite side. When the laterally baseï‹�ap
is lifted, as much of the soft tissueon its deep surface is
maintained, especiallyat the basewhere the soft tissue is
allowed to rotate with the ï‹�ap(Figs 3 and 4).

The need to use the ï‹�ap was decided after the
fasciectomy and contracture releasehad been achieved.
The points considered were involvement of the sur-
rounding skin with Dupuytrenâ��sdisease,amount of skin
deï‹�ciency,skin quality and laxity at the donor site and
amount of contracture at the PIPJ. The ï‹�ap was
generally used in patients with minimal skin involve-
ment and minimal or no MCPJ involvement. Typically,
the ï‹�ap was used in patients with longstanding
contractures of the PIP joint and obvious skin shortage
after excising the Dupuytrenâ��sbands and correcting the
contracture.

All patients received Capener splints at 2 to 3 weeks
postoperatively. Patients were given instructions on
applying, removing and exercising with these splints,
which were usedintermittently for 20 minutes eachhour
during the day and were removed at night. Splintage
was continued for about 4 months. The frequency of
applying the splint was reduced when the expected
correction had been obtained.

All data were initially collected on a purpose designed
paper proforma, and were later transferred to a Micro-
soft Excel spreadsheet.

Fig 4 The ï‹�apat 2 months.

RESULTS

From 1990to 2004, a total of 134 ï‹�ngersin 90 hands of
84 patients had surgery for Dupuytrenâ��s contracture
with fasciectomy and the lateral digital transposition
ï‹�ap.The male:female ratio was 8:1 and the mean ageof
patients was 56 (range 25â��80)years.

There was palmar involvement in 71 (79%)
hands, and 26 hands (29%) were treated for recurrent
disease. The mean number of previous surgeries
was 1.6 (range 1â��5).The little ï‹�ngerwas involved in
61% of all digits (Fig 5) and the PIPJ was involved
in almost all ï‹�ngers.The mean pre-operative contra-
cture was 341 (range 0â��951) and the mean postopera-
tive contracture was 51 (range 0â��701). Thus the
mean correction was 291 (range 0â��951). A joint release
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Fig I Planning and ,narking out the flap. 

o.. 

Fig 2 Diagra,n of the flap. 

finger on the opposite side. When the laterally base flap 
is lifted, as n1uch of the soft tissue on its deep surface is 
n1aintained, especially at the base ,vhere the soft tissue is 
allowed to rotate with the flap (Figs 3 and 4). 

T he need to use the flap was decided after the 
fasciecton1y and contracture release had been achieved. 
T he points considered ,vere involven1ent of the sur
rounding skin with Dupuytren's disease, an1ount of skin 
deficiency, skin quality and laxity at the donor site and 
an1ount of contracture at the PIP J. T he flap was 
generally used in patients ,vith n1inin1al skin involve
ment and n1inin1al or no MCPJ involven1ent. T ypically, 
the flap ,vas used in patients ,vith longstanding 
contractures of the PIP joint and obvious skin shortage 
after excising the Dupuytren's bands and correcting the 
contracture. 

All patients received Capener splints at 2 to 3 weeks 
postoperatively. Patients were given instructions on 
applying, ren1oving and exercising with these splints, 
which ,vere used intern1ittently for 20 n1inutes each hour 
during the day and ,vere removed at night. Splintage 
was continued for about 4 n1onths. T he frequency of 
applying the splint ,vas reduced when the expected 
correction had been obtained. 

All data ,vere initially collected on a purpose designed 
paper proforn1a, and were later transferred to a Micro
soft Excel spreadsheet. 

Fig 3 F lap being inset. 

Fig 4 The flap at 2 rnonths. 

RESULTS 

From 1990 to 2004, a total of 134 fingers in 90 hands of 
84 patients had surgery for Dupuytren's contracture 
with fasciecton1y and the lateral digital transposition 
flap. The male:fen1ale ratio ,vas 8: 1 and the mean age of 
patients was 56 (range 25- 80) years. 

T here was palmar involven1ent in 7 1 (79%) 
hands, and 26 hands (29%) were treated for recurrent 
disease. T he mean nun1ber of previous surgeries 
was 1.6 (range 1- 5). T he little finger was involved in 
6 1 % of all digits (Fig 5) and the PIPJ was involved 
in almost all fingers. T he mean pre-operative contra
cture ,vas 34° (range 0-95°) and the n1ean postopera
tive contracture was 5° (range 0-70°). T hus the 
n1ean correction was 29° (range 0-95°). A joint release 
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Fig 5 The digits involved (percentages).

of the PIPJ was performed in 19 digits in
12 hands (13%).

MCPJ involvement was seenin 50 ï‹�ngers(31 hands).
The mean pre-operative contracture was 151 (range
0â��721) and the mean postoperative contracture
was 11 (range 0â��251). Thus, the mean correction was
141 (range 0â��721).

A full correction was obtained on the operating table
in 111 ï‹�ngers(83%). This decreasedto 94 ï‹�ngers(70%)
at 1 year.

The most common surgical complications were
infection (two patients) and nerve injury (two patients
â��Radial Digital of the little ï‹�nger).The recurrencerate
was 9% and the mean disease-free period was 17
months. The mean follow-up time was 14 (range
1.5â��23)months.

DISCUSSION

Razemon, in 1982, utilised the latero-digital ï‹�apin 141
cases, but used a full-thickness skin graft to cover
the donor site. He reported very favourable results,
and as such, an increasing proportion of patients in
his seriesunderwent this type of procedure. Laurenza
and Gensini (1992) used a very similar rotation ï‹�ap
in 20 patients and reported an improvement of 78%
from the mean pre-operative contracture at 8 months.
Our seriesof patients had less-severecontractures than
Razemonâ��s(1401 mean lack of extension) and Laur-
enzaâ��s(1351 mean lack of extension) series, but our
results are encouraging and we avoided the use of skin
grafts. In our view, if the combined ï‹�ngercontracture
was more than 491, and there is signiï‹�cant skin
involvement, leading to skin shortage, a skin graft is
required for closure. The ideal procedure, in this
situation, would be a dermafasciectomy, rather than a
procedure that gives the patients a skin graft in a site
previously free of disease as done by Razemon/
Laurenza. We used the lateral digital transposition
ï‹�ap when there was a shortage of palmar skin in
patients without signiï‹�cantskin involvement, especially
at the donor site. The average contracture in our
series was less severe, and thus narrower ï‹�apswere

employed so that in all cases the donor site was
closed primarily.

Kralova and Nemec (1988)and Harrison and Newton
(1991) described the use of the cross-ï‹�ngerï‹�ap for
Dupuytrenâ��sdisease.Their papers do not mention any
ï‹�gureson pre- and postoperative contracture measure-
ment, but as with any cross-ï‹�ngerï‹�apone should be
wary of causing scarring on an adjacent disease-free
ï‹�nger.

Ekerot (1995) wrote about the distally based dorsal
hand ï‹�apfor reconstruction in Dupuytrenâ��sdisease,and
usedit in 15 patients (17 ï‹�aps).The averagecontracture
at the PIPJ was771and wascorrected to 151. The MCPJ
was fully corrected in all cases.They also used K-wire
ï‹�xation of the PIPJ in some casesand Plaster of Paris
(POP) splintage in others (Ekerot, 1995). The results
obtained in this seriesare good, but the author reported
distal subtotal ï‹�apnecrosisin four of the 17 ï‹�aps.In our
series, there were no cases of ï‹�ap failure (total or
partial), and the ï‹�apdissection and planning were much
simpler compared to the dorsal hand ï‹�ap. Dynamic
splintage is also much more controlled than K-wire
ï‹�xation or POP splints.

Rider et al. (1998) described a Vâ��Y palmar ï‹�apfor
Dupuytrenâ��sdisease.They used it in 20 patients with
palmar diseaseand some MCPJ involvement. However,
other techniques have to be incorporated to address
signiï‹�cantPIPJ involvement if present.

The beneï‹�tsof this type of surgery are that the
procedure takes a similar length of time to a straightfor-
ward Dupuytrenâ��s fasciectomy yet allows complete
closure of the ï‹�apdonor site and increasesthe length
of the palmar skin. This enhances the potential to
correct the original contracture of the PIPJ. A second
beneï‹�tis that in most patients the skin from the lateral
sideof the ï‹�ngeris minimally involved with Dupuytrenâ��s
bands and it therefore provides a transverse ï‹�rebreak
across the middle of the palmar surface of the ï‹�nger,
thus reducing the rate of recurrence, causing further
joint contractures.

All the patients in our series received postoperative
Capener dynamic splintage, starting at 2 to 3 weeks,for
4 months. This form of splintage is very versatile
because it is patient- and surgeon-controlled. Initially
the splint was worn for 20 minutes per hour during the
daytime, and its frequency was subsequentlyreduced as
correction progressed.

The complication and recurrence rates in our series
compare very favourably to previously published series
of Dupuytrenâ��ssurgery.

We conclude that the lateral digital ï‹�ap with
direct closure of the donor site in conjunction
with dynamic splintage postoperatively is a good
option for mild to moderate Dupuytrens contractures
involving the PIPJ where some skin deï‹�ciency is
expected. However, for more severe skin involvement
and deï‹�ciency,dermafasciectomy is the procedure of
choice.

Downloaded from jhs.sagepub.com at UNIV ARIZONA LIBRARY on April 12, 2012

92 

70 
61 

60 

50 

40 

30 --25 

20 

10 
9 

4 
1 

0 

Little Ring Middle Index Thumb 

Fig 5 The digits involved (percentages). 

of the PIPJ ,vas perforn1ed in 19 digits in 
12 hands ( 13% ). 

MCPJ involvement was seen in 50 fingers (3 1 hands). 
T he n1ean pre-operative contracture ,vas 15° (range 
0- 72°) and the mean postoperative contracture 
was IO (range 0- 25°). T hus, the n1ean correction was 
14° (range 0-72°). 

A full correction was obtained on the operating table 
in 111 fingers (83% ). T his decreased to 94 fingers (70 %) 
at I year. 

T he n1ost con1mon surgical complications ,vere 
infection (t,vo patients) and nerve injury (t,vo patients 
- Radial Digital of the little finger). T he recurrence rate 
,vas 9% and the n1ean disease-free period was 17 
months. T he mean follo,v-up tin1e ,vas 14 (range 
1.5- 23) months. 

DISCUSSION 

Razen1on, in 1982, utilised the latero-digital flap in 14 1 
cases, but used a full-thickness skin graft to cover 
the donor site. He reported very favourable results, 
and as such, an increasing proportion of patients in 
his series underwent this type of procedure. Laurenza 
and Gensini ( I 992) used a very similar rotation flap 
in 20 patients and reported an in1proven1ent of 78% 
fron1 the mean pre-operative contracture at 8 n1onths. 
Our series of patients had less-severe contractures than 
Razen1on 's ( 140° n1ean lack of extension) and Laur
enza's ( 135° mean lack of extension) series, but our 
results are encouraging and we a voided the use of skin 
grafts. In our view, if the con1bined finger contracture 
was n1ore than 49°, and there is significant skin 
involven1ent, leading to skin shortage, a skin graft is 
required for closure. T he ideal procedure, in this 
situation, ,vould be a dern1afasciecton1y, rather than a 
procedure that gives the patients a skin graft in a site 
previously free of disease as done by Razemon/ 
Laurenza. We used the lateral digital transposition 
flap when there ,vas a shortage of palmar skin in 
patients without significant skin involven1ent, especially 
at the donor site. T he a verage contracture in our 
series was less severe, and thus narro,ver flaps ,vere 
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employed so that in all cases the donor site ,vas 
closed prin1arily. 

Kralova and Nen1ec ( 1988) and Harrison and Newton 
( 199 I) described the use of the cross-finger flap for 
Dupuytren's disease. T heir papers do not n1ention any 
figures on pre- and postoperative contracture measure
n1ent, but as with any cross-finger flap one should be 
wary of causing scarring on an adjacent disease-free 
finger. 

Ekerot (1995) wrote about the distally based dorsal 
hand flap for reconstruction in Dupuytren's disease, and 
used it in 15 patients ( I 7 flaps). The average contracture 
at the PIPJ was 77° and was corrected to 15°. T he MCPJ 
was fully corrected in all cases. T hey also used K-wire 
fixation of the PIPJ in son1e cases and Plaster of Paris 
(POP) splintage in others (Ekerot, I 99 5). T he results 
obtained in this series are good, but the author reported 
distal subtotal flap necrosis in four of the 17 flaps. In our 
series, there ,vere no cases of flap failure (total or 
partial), and the flap dissection and planning were n1uch 
sin1pler con1pared to the dorsal hand flap. Dynan1ic 
splintage is also much n1ore controlled than K-wire 
fixation or POP splints. 

Rider et al ( 1998) described a V- Y palmar flap for 
Dupuytren's disease. They used it in 20 patients with 
paln1ar disease and son1e MCP J involven1ent. However, 
other techniques have to be incorporated to address 
significant PIPJ involven1ent if present. 

T he benefits of this type of surgery are that the 
procedure takes a similar length of tin1e to a straightfor
ward D upuytren 's fasciect on1y yet allo,vs con1plete 
closure of the flap donor site and increases the length 
of the paln1ar skin. T his enhances the potential to 
correct the original con tracture of the PIP J . A second 
benefit is that in n1ost patients the skin from the lateral 
side of the finger is n1inin1ally involved ,vith Dupuytren's 
bands and it therefore provides a transverse firebreak 
across the n1iddle of the paln1ar surface of the finger, 
thus reducing the rate of recurrence, causing further 
joint con tractures. 

All the patients in our series received postoperative 
Capener dynan1ic splintage, starting at 2 to 3 weeks, for 
4 n1onths. T his form of splintage is very versatile 
because it is patient- and surgeon-controlled. Initially 
the splint was worn for 20 minutes per hour during the 
daytin1e, and its frequency was subsequently reduced as 
correction progressed. 

T he con1plication and recurrence rates in our series 
con1pare very favourably to previously published series 
of Dupuytren's surgery. 

We conclude that the lateral digital flap ,vith 
direct closure of the donor site in conjunction 
with dynamic splintage postoperatively is a good 
option for n1ild to n1oderate Dupuytrens contractures 
involving the PIPJ ,vhere some skin deficiency is 
expected. However, for n1ore severe skin involven1ent 
and deficiency, dern1afasciecton1y is the procedure of 
choice. 
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