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What you need to know

• Assess the impact ofDupuytren’sdiseaseonactivities
of daily living—work, hobbies, personal grooming

• With national restrictions to elective surgery and
withdrawal of collagenase injections in Europe, the
management of the condition is likely to change over
the coming years

• Operative management does not always lead to
resolution of symptoms—postoperative stiffness is
common, and rates of recurrence can be high

Dupuytren’s disease is a common condition of the
handaffecting thepalmar fascia. Initially, itmanifests

as pitting or thickening of skin over the palm. Later
on, it can develop into nodules or cords that act as
the powerhouse of the disease. These can then
progress to contractures manifesting as flexion
deformities of fingers (fig 1). The contracture can span
across metacarpophalangeal and interphalangeal
joints, most commonly affecting the ring and little
fingers.1 Rates of prevalence vary greatly depending
on the population group and study design.2 It is
estimated that the condition affects between 3% and
5%of theUKpopulation,3but the exact numbers vary
significantly between age groups and geographical
locations.

Fig 1 | Dupuytren's contracture affecting the metacarpophalangeal joint (right hand) and interphalangeal joint (left hand)

In the UK and in other settings, eligibility criteria for
the management of Dupuytren’s disease may vary,4
both in the community and in secondary care. This
clinical update provides a summary of the latest
evidence on operative and non-operative treatments
including an overview of current guidelines.

What do we know about causes and risk
factors?
The exact cause of Dupuytren’s disease is unknown,
although microvascular angiopathy has been
suggested as a possible underlying mechanism.5
There is a strong genetic association, with one study

finding 80% heritability.6 It is more common in
northernEuropeans,with highest rates of prevalence
in Icelandic and Scandinavian populations.7The age
of first presentation is usually between 50 and 70
years old, and men are three times more likely to be
affected than women.8 Diabetes, especially when
associated with the use of oral hypoglycaemic drugs
or insulin, is a risk factor.8 Alcohol intake and
smoking have also been linked to the development
of the condition.9

The link between Dupuytren’s disease and epilepsy
remains unclear, although latest evidence suggests
that the associationmaybedue to the effect of certain
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antiepileptic medications.5 There is also uncertainty around the
association between Dupuytren’s disease and manual labour, in
particular the use of vibrating tools. Many authors have linked
repetitive hand trauma associated with certain occupations to the
development of Dupuytren’s disease, but a study of the patterns of
disease in miners did not find a statistically significant correlation
between the two.10

How is Dupuytren’s disease managed in primary care?
Patients usually first present to their general practitioner for the
initial assessment.Dupuytren’s diseasebegins as anodule, typically
in line with the ring finger. This can then progress to form a
contracture involving one or more digits.1 Ectopic disease is also a
possibility, as Dupuytren’s disease can be associated with lesions
involving feet (Ledderhose disease) or penis (Peyronie’s disease).11
The condition can be severely debilitating, with many patients
experiencing considerable limitations at work and with everyday
activities (such as putting on clothes, manual tasks).12 Assessment
of functional impairment can involve asking patients about what
actions they find difficult and how this affects their life. It is also
important to explore patients’ expectations from treatment and
tailor the consultation accordingly.

Variousnon-invasive treatmentshavebeen tried,13 including topical
vitamins and radiotherapy: these have been shown to be mostly
ineffective and are not recommended by the National Institute for
Health andCare Excellence (NICE).14Night-time splinting has been
found to have no benefit in the management of Dupuytren’s
disease.15 Studies have shown some early functional improvement
with ultrasound therapy16 andmassage,17 but the overall evidence
for these interventions is poor with small participant numbers and
limited data on long term outcomes. Patients have been sharing
their ownways of copingwith the condition onDupuytren’s disease
support websites with various other medical and mechanical
treatments (suchasacupuncture, hotwax treatments, andstretching
or flexion exercises), but these are alsonot supportedby the existing
literature.18

Reassure patients that pain associated with nodules will resolve
over time. Simple analgesia, and corticosteroid injections to the
nodules can help with pain management in the initial stages of
disease.18 One study found that repeated corticosteroid injections
in Dupuytren’s can lead to softening of the nodules and slow down
progression of the disease.19 Custom gloves can be used for certain
activities such as golf orweightlifting– these are padded to improve
grip function and to provide protection to the hand to reduce
discomfort.18

When should patients be referred?
AlthoughDupuytren’sdisease is progressive innature,mostpatients
with a diagnosis do not require any surgical intervention. Simple
nodules or cords that do not cause serious functional impairment
canbemanaged conservatively anddonot require a secondary care
referral unless the disease advances.

Box 1 describes when to refer based on referral criteria in several
regions in the UK. Internationally, the guidance on referrals to
secondary care vary by country. In general, discussing surgical
intervention is recommendedwhen thecontracturepreventspatients
from laying their hand flat on a table or if there is substantial
functional impairment. Inform patients who would be suitable for
a referral about the possible management options, including the
risks and recurrence rates associated with surgery, to aid a joint
decision between the patient and clinician on whether the severity
of the functional limitation is enough towarrant operative treatment.

Box 1: When to refer patients with Dupuytren’s disease to secondary
care20 -22

• At least 30°metacarpophalangeal joint contracture or 10-20° proximal
interphalangeal joint contracture

• Severe thumb contractures which interfere with function
• Rapid progression over a few months

In the UK, the funding criteria vary regionally, and prior approval
from the Clinical Commissioning Group (CCG) is required before
treatment can proceed in secondary care. Consult local guidelines
before referral and discuss referral criteria with patients.

How is it managed in secondary care?
Over the years, surgical intervention has been widely used in the
treatment of Dupuytren’s disease and historically was believed to
be the only effective treatment for the condition. Because of this,
there is a large body of evidence on the different procedures
available with multiple large case series and clinical trials.

In recent years, there has been a shift towards outpatient
management and non-operative interventions with the
popularisation of “office based” procedures such as needle
fasciotomy and collagenase clostridium histolyticum (CCH)
injections. Collagenase clostridiumhistolyticum injections emerged
as an alternative to contracture surgery and were used in the UK
for some years in limited disease affecting up to two joints.24
However, at the end of 2019 collagenase was withdrawn from the
European market, having already been discontinued in Australia
andAsia.25The reasons for thiswere commercial, not related to any
safety or efficacy concerns.

NHS England has proposed limiting access to interventions termed
“procedures of limited clinical effectiveness” in a drive to reduce
the strain on secondary care services: Dupuytren’s contracture
release has been included as one of those procedures.

Surgery
Patients can be offered three main surgical options for the
management of Dupuytren’s disease.23 The choice of treatment
depends the severity of the disease, personal characteristics (such
as age, occupation, level of functional disability), and patient and
clinician preference.

• Percutaneous needle fasciotomy (PNF) involves division of the
cord with a needle. It can be done either in an outpatient setting
or as aday caseprocedureusing local anaesthetic. Complication
rates are generally low, but some cases of tendon and digital
nerve and artery damage have been reported (in a study of 74
fasciotomies, 5.5% patients reported partial loss of sensation in
the finger, with 3.6% reporting reduced flexion distally).26 Not
all patients are suitable for the intervention—PNF has limited
value in the management of contractures that are extensive or
involve the proximal interphalangeal joints.23When performed
in clinic, it is considered to be the most cost effective option as
it involves the use of one needle, and, if it is successful, patients
are able to observe improvement after a single appointment.

• Fasciectomy involves partial (segmental aponeurectomy) or
complete (limited fasciectomy) excision of theDupuytren’s cord
(fig 2). Complication rates are higher than with PNF: the overall
rate is estimated at 5.6%, with noted cases of arterial (3%) and
digital nerve injury (3%) and complex regional pain syndrome
(3%).27
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• Dermofasciectomy involves excising the entirety of the diseased
tissue, together with the overlying subcutaneous fat and skin. It
is carried out in more severe disease with extensive skin
involvement where the other surgical options are not suitable.

Because of the invasive nature of the procedure, complication
rates are also higher, with 5.7% of patients having partial graft
loss and 14.2% developing skin contracture over the graft.28

Fig 2 | Fasciectomy of the Dupuytren’s cord

Percutaneous needle fasciotomy allows for immediate recovery,
and patients are generally advised to exercise the hand as soon as
possible after the procedure. With more extensive surgery, gentle
movements can be attempted at two to three days after the
operation: this is usually followed by several weeks of extensive
hand therapy.18 Some clinicians advise postoperative splinting to
improve finger extension, but the evidence for this is inconclusive,
and one trial has noted it can lead to higher rates of postoperative
stiffness.29

Thirteen randomised clinical trials and controlled clinical trials
were included in the 2015 Cochrane review23 which looked at
prognosis after surgery and the differences in outcomes for different
surgical techniques. The authors found insufficient evidence to
show the superiority of any of the surgical procedures available.
Ten out of 13 studies in the review were randomised clinical trials,
but all were assessed as being at high or unclear risk of bias.
Compared with fasciectomy, needle fasciotomy led to better
functional outcomes and higher patient satisfaction at five and six
weeks respectively.However, fasciectomywasassociatedwithbetter
functional outcomes in severe disease at six weeks, with better
overall patient satisfaction and lower recurrence rates at five years.

Recurrence rates and prognosis in surgical management of
Dupuytren’s generally vary depending on the extent of cord

resection. Needle fasciotomyhas the highest recurrence rates (43%
(17/40) at three year follow-up, 85% (45/53) at five year
follow-up30 31). Most patients recover quickly and are able to return
to normal daily activity within 10 days of the procedure.32 For
fasciectomy, one study31 noted a recurrence rate of 20.9% (9/33) at
five years, with patient satisfaction rates higher than with
percutaneous needle fasciotomy. Recovery time was considerably
longer, with most patients returning to work at four to six weeks.32
Recurrence rates for dermofasciectomy were lower than with the
other interventions (8.4% (12/143) atmean follow-up of 5.8 years27),
but the recovery periodwas again longerwith average timeof return
to work at 8.5 weeks.28

Collagenase injections
Collagenase clostridium histolyticum (CCH) injections rely on the
enzyme weakening the contracted cord by hydrolysing collagen.33
It is performed in an outpatient setting but requires a second clinic
attendance to snap the cord. Two CORD studies33 34 showed that
collagenase reduces contracture and is more clinically effective
than placebo, and further trials are in progress. The procedure is
generally considered to be safe, but several complications have
been noted, including risk of tendon rupture (0.3%) and pulley
injury (0.1%).35With more severe disease, there is a risk of skin
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breakdown, and care should be taken when injecting advanced
contractures.36

At present, this treatment is available in only North America
following withdrawal of collagenase from European, Asian, and
Australianmarkets.25 In theUS, the use of CCHhas been increasing
over the past decade, leading to an associated decrease in
percutaneous needle fasciotomy and fasciectomy.37 The cost
effectiveness of this approach is under discussion—one study found
that CCH injection can reduce the total cost of care by 12%compared
with fasciectomy.38 Themain body of evidence for CCH comes from
two recent randomised controlled trials33 34 designed to compare
the effectiveness of the enzyme with a placebo injection. There are
several ongoing studies on the efficacy of collagenase,3940 although
the future of these is uncertain in view of its discontinuation in
many markets.

In the CORD I study, CCH injection into the cord led to resolution
of the contracture (reducing the deformity to ≤5°) for 64% (130/203)
of patients.33 A follow-up study showed 35% (217/623) recurrence
of the condition at three years post-injection in the same patient
cohort (defined as worsening of the contracture of ≥20°).35A recent
RCT comparing percutaneous needle fasciotomy with CCH for
treating isolated interphalangeal joint contractures found no
statistically significant difference between recurrence rates of the
two interventions at three years’ follow-up.30 Another trial in
patientswithmetacarpophalangeal joint contractures did note that
percutaneous needle fasciotomy was potentially associated with
higher rates of sustained clinical improvement compared with
collagenase (32% v 8%) after two years.41

What is the long term prognosis?
Dupuytren’s disease is progressive in nature and has no cure,
although some painful nodules can improve with time, and many
patients never develop a contracture. In one Scandinavian study,
only 35%ofpatientswithnodules or cordsprogressed to contracture
over an 18 year follow-up.42 There is some evidence that early onset
of disease is associated with more severe deformity.42

How this article was created

We conducted a literature search of theMedline and EMBASE databases
using the terms “Dupuytren’s contracture” and “Dupuytren’s disease.”
We sought further items from the reference lists of relevant articles. We
have also consulted the latest National Institute for Health and Care
Excellence (NICE) guidelines24 43 and the 2015 Cochrane systematic
review23 for further guidance on the assessment and management of
Dupuytren’s disease in the UK.

Education into practice

• How might you explore the impact of Dupuytren’s disease on a
patients’ life?

• Whenmight you consider testing for diabetes in a patient presenting
with Dupuytren’s disease?

How patients were involved in the creation of this article

We reached out to a patient who reviewed an early draft of themanuscript
and shared someof his experienceswith the condition. Hewasdiagnosed
with Dupuytren’s disease almost 20 years ago, and since then has
undergone numerous surgeries on several digits. He expressed concern
about the proposal to limit access to operative management and the
impact this may have on the lives of people with Dupuytren’s disease.
He also emphasised the importance of clinicians exploring the impact
of the disease on everyday activities, work, and hobbies: for most

patients, managing Dupuytren’s disease is not simply a matter of
cosmesis, and surgery may allow them to regain their quality of life.

Further educational resouces
Patient resources:
• The British Society for Surgery of the Hand. Dupuytren's disease.

https://www.bssh.ac.uk/patients/conditions/25/dupuytrens_disease
• Patient.info. Dupuytren's contracture. https://patient.in-

fo/health/dupuytrens-contracture-leaflet
• British Dupuytren’s Society. https://dupuytrens-society.org.uk
• OrthoInfo. Dupuytren's disease. https://orthoinfo.aaos.org/en/dis-

eases-conditions/dupuytrens-disease/
Resources for clinicians:
• NICE Clinical Knowledge Summaries. Dupuytren's disease.

https://cks.nice.org.uk/dupuytrens-disease#!scenario
• BMJ Best Practice. Dupuytren's contracture. https://bestprac-

tice.bmj.com/topics/en-gb/983
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