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Case report: middle phalanx resection as an alternative
treatment to amputation of recurrent Dupuytren's
contracture of the fifth digit
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Introduction

The first publication of the disorder that later on called
Dupuytren's disease was in Switzerland by Felix Platter,
who in 1614 described a case attributing the deformity to the
flexor tendon contracture [1–4]. The first surgical treatment
was done by Baron Dupuytren in 1832 [4]. This disease
vastly affects old men of northern European descent [2].

The etiology of Dupuytren's disease remains elusive,
although a number of theories have been proposed. There
are some risk factors like diabetes mellitus, alcoholism, smo-
king, epilepsy, old trauma thatmay predispose to this condition,
in addition to family history and genetic factors [4, 5, 6, 7].

The recurrence of Dupuytren's disease is defined as the
presence of nodules, contractures, or loss of extension at an
area that has been already operated for Dupuytren's disease.
This differs from the extension of the Dupuytren's disease of
which the contractures or nodules occur at non-operated
zone of the hand. The most important point is to differenti-
ate between the recurrence of the disease and the false
recurrence. The false recurrence of Dupuytren's disease is
the presence of residual stiffness and fibrosis scarring,
though the fasciectomy might be complete. This difficulty
in the differentiation leads to difficulties in estimating the
exact percentage of recurrence in different studies, which is
always variable [8]. In this report we present a case of fifth
hook-like digit after iterative recurrence of Dupuytren's
disease, treated by resection of middle phalanx as an

alternative to amputation of the digit to get better long-
term results with an acceptable painless range of function
and preserve the finger tip sensation.

Observation

A 58-year-old male, right-handed dominant, manual worker
patient presented with recurrence of Dupuytren's contracture
of fifth digit at the metacarpophalangeal (MP) joint (lack of
extension of 30°) and proximal interphalangeal (PIP) joint
(lack of extension of 90°) after 5 years of subtotal fasciec-
tomy, with good result at that time (Fig. 1). Second fasciec-
tomy was done; the result was good postoperatively and the
patient was satisfied with total active extension of the MP
joint and lack of extension of 20° at PIP joint.

A year and half later, the patient had given a history of
trauma to the little finger PIP joint 6 months before. He got a
stiffness of the PIP joint with a quick recurrence of Dupuyt-
ren's disease and lesion of the volar plate. He presented with
recurrence of Dupuytren's contracture of the fifth digit, (lack
of extension at PIP joint of 100° and at MP joint of 40°) with
stiffness of the proximal interphalangeal joint (hook-like
digit, with a stiff PIP joint fixed at 100°). He came seeking
for amputation of the finger because as he mentioned the
finger became useless and bothersome. He refused to think
about a shortening arthrodesis of PIP joint because he needs
limited active motion of the PIP in his job. We do not want
to perform iterative surgery because the skin was involved
by the Dupuytren's disease in all his surface, and arthrolysis
of the PIP combined with an extensive dermofasciectomy
could be highly exposed to complications as infection, ne-
crosis, and exposure of the flexor tendons. Resection of the
middle phalanx plus palmar Z-plasty for the cutaneous tag
was planned as an alternative to amputation.
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Under a regional anesthesia and pneumatic tourniquet, Z-
plasty was made for the cutaneous tag on palmer side of the
fifth digit, and then we considered a dorsal curvilinear
incision. Section of the lateral ligaments then distal release
of the flexor sheath was done. Monobloc resection of the
middle phalanx had been done. After spontaneous retraction
of the distal phalanx over the proximal phalanx, skin was
sutured by 4/0 nonabsorbable, monofilament stitches. We
advised the patient to do light mobilization immediately
within the dressing.

Follow-up of the patient were in days 4, 15, then 3,
6 months, and a year postoperatively. On last consulta-
tion he has been examined and we found that grasp was
37 kg, subjective satisfaction of the patient was of 70%,
and finger pulp–palm distance in active flexion motion
was 1 cm (Fig. 2a, b). The patient returns to work after
6 weeks and had no pain or dysesthesia.

Discussion

The recurrence of Dupuytren's disease is very common and
some surgeons do not classify the recurrence as a compli-
cation because they think it is an inevitable phenomenon [9].
For that reason about 14% of the surgeons routinely tell their
patients that the recurrence rate is 100% [4]. Appearance of
recurrence may occur within a few years and even within
few months, and this may require repetitive surgery [10]. In
the literatures many of flaps have been published after
dermofasciectomy, but these flaps are not always applicable
especially in recurrent cases already having flaps.

Other techniques as the technique of continuous elonga-
tion (TEC) introduced by Messina [11] which consists of
mechanical elongation prior to fasciectomy has the advan-
tage of improving the skin elasticity and avoiding the need
of the skin grafts or flaps, but biomechanical studies have
demonstrated an increase in level of degradative enzymes
resulting from tension on the fibroblasts. Other possible
complications of TEC include subluxation and swan-neck
deformity of PIP joint, skin ulcers, and intolerance to the
device. Moberg [12] recommended resection of the PIP joint
with 1.5 cm shortening and an arthrodesis in 25° flexion.
Moberg described also another alternative technique to am-
putation for patients with advanced or recurrent Dupuytren's
contracture: the wedge osteotomy. The PIP joint range of
motion remains the same but its arc of motion has a greater
extension. Otherwise the hook-like multi-operated fifth digit
may require amputation, and the amputation carries psycho-
logical and aesthetic problems in addition to loss finger tip
sensation and the risk of getting neuroma. In the literatures,
the congenital macrodactyly is the only indication we found
for middle phalanx amputation to get better functional and
aesthetic results [13].

The treatment of Dupuytren's contracture and its compli-
cations is a challenging condition, especially when we try to

Fig. 2 a Postoperatively finger pulp–palm distance in active flexion motion was 1 cm and b grasp was 37 kg

Fig. 1 Dupuytren's contracture of fifth digit at metacarpophalangeal
joint and proximal interphalangeal joint
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treat complicated hook-like multi-operated fifth digit,
who presented to us asking for the amputation. The
resection of middle phalanx helps us to preserve the
little finger which is painless, with no risk of neuroma
as in amputated finger, with preservation of finger tip
sensation, aesthetically acceptable, and functionally tolerable
which is so important particularly for manual workers.
So the resection of middle phalanx is an easy procedure;
without risk of neuroma formation, the patient guards his
finger tip sensation and it carries high degree of satisfaction
for the patient.
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