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Abstract

Our aim in this study was to determine the frequency of Trigger finger, De quervain tenosynovitis and Dupuytren contracture in patients who underwent Idiopathic carpal 
tunnel release. The frequencies of trigger finger (TF), De Quervain tenosynovitis (DQ), and Dupuytren contracture (DC) on the same or contralateral extremity were eval-
uated in 430 patients who underwent surgery with a diagnosis for idiopathic carpal tunnel syndrome (ICTS) from January 2008 to August 2017. The mean age of patients 
was 54.6 (range, 40-68), and 348 were female while 82 were male.  We identified 42 cases with TF (9.76%), 7 cases with DQ (1.62%), and 10 cases with DC (2.32%).  We 
believe that our data could provide insight for the evaluation of the Turkish population. 
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Introduction

Currently, there is a lack of studies in which the frequency of  
De Quarvain tenosynovitis, trigger finger and/or Dupuytren 
contracture accompanying idiopathic carpal tunnel syndrome is 
determined. The literature on this matter shows that results vary 
according to population. Carpal tunnel syndrome (CTS) was 
first defined by Paget in 1854. Carpal tunnel syndrome, which is 
defined as the compression of the median nerve at the wrist, is 
the most common entrapment neuropathy of the upper extremity 
[1–3]. It is most frequently seen from the 3rd decade to the 5th 
and female/male ratio is 3/1. Incidence is 52/100000 in men and 
increases with age; while in females, incidence is 149/100000 and 
shows a sharp increase after menopause. Prevalence is 3-3.4% in 
females, and 0.6-2.7% in males [4,5]. It is frequent in middle-aged 
females, and may also be found in employed young females and 
older females [6, 7]. Diagnosis is usually made with history and 
physical examination. Neurophysiological tests may be utilized to 
confirm the diagnosis [8]. 

Trigger finger is characterized by catching, clicking or locking of 
the fingers due to the flexor tendon being caught at the A1 pulley 
[9, 10]. It is the most frequent distal tendinitis of the hand and 
wrist. De Quervain tenosynovitis is less common, with a frequency 
1/20th of TF [11]. 
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De Quervain tenosynovitis (DQ) is an entrapment tendinitis of the 
tendons at the first dorsal compartment of the wrist and pain is 
caused by movements of the thumb [12].

Dupuytren contracture (DC) is a fibroproliferative disease of 
the palm. It has been shown to be associated with genetic, 
environmental factors, diabetes, HIV infection, alcohol, smoking, 
and antiepileptic drugs. No associations with hand labor or working 
with tools causing vibration have been shown [13]. Dupuytren 
contracture has been shown to frequently cause flexion contractures 
at the proximal interphalangeal and metacarpophalangeal joints of 
the fingers [14, 15].

Material and Methods

The presence of TF, DQ and DC in the effected or contralateral 
hand at the time of intervention for ICTS was investigated in 
430 patients who were operated on from January 2008 to August 
2017. Cases were evaluated retrospectively by reviewing hospital 
records. Patients who had history of antiepileptic use, thyroid 
disorder, diabetes mellitus, coronary artery disease, heart failure, 
scleroderma, inflammatory arthropathy, romatoid arthritis, chronic 
obstructive pulmonary disease, pregnancy, and those who had 
previously undergone wrist surgery or had had any kind of wrist 
infection were excluded from the study. The age, sex, effected 
finger(s) and the number of effected fingers were recorded for 
all patients. Among the 430 patients who underwent surgery for 
ICTS, 348 were female, 82 were male, and mean age was 56.4 
(range, 40-66).
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Results

Among all the ICTS patients included into the study (Table 1); 
42 had TF, 33 were female, 9 were male, mean age was 57.1±6.3 
(Table 2). Distribution of affected fingers were: the thumb (38.1%), 
index finger (9.5%), middle finger (19%), ring finger (28.6%), little 
finger (4.8%) (Fig 1). Additionally, 8 patients had multiple TF.

Ten patients were found to have DC, 2 were female and 8 were 
male. Mean age of these patients was 58.9±4.2 (Table 3).

A total of 7 patients were identified as having DQ, 2 males and 5 
females. Mean age was 52±6.8 (Table 4).

A 56-year-old female had ICTS accompanied by TF on the 4th 
digital and DQ. Another patient, a 65-year-old male, had ICTS 
accompanied by DQ and DC (Fig 2).

Figure 1. Percent of fingers

Figure 2: Frequency distribution of ICTS types

Table 1. Patients characteristics

n:61

Age, mean±SD 56.9±6.25

Gender, n(%)
Female 41(67.2)

Male 20(32.8)

Group, n(%)

ICTS and TF 42(68.9)

ICTS and DC 10(16.4)

ICTS and DQ 7(11.5)

ICTS, TF and DQ 1(1.6)

ICTS, DC and DQ 1(1.6)

Table 2. ICTS and TF patients characteristics

n:42

Age, mean±SD 57.1±6.3

Gender, n(%)
Female 33(78.6)

Male 9(21.4)

Table 3. ICTS and DC patients characteristicss

n:10

Age, mean±SD 58.9±4.2

Gender, n(%)
Female 2(20)

Male 8(80)

Table 7. ICTS and DQ patients characteristics

n:7

Age, mean±SD 52±6.8

Gender, n(%)
Female 5(71.4)

Male 2(28.6)

Discussion

The frequency of TF and DQ development prior to surgery or 
within an allotted time in ICTS patients have been investigated in 
some studies. However, the frequencies reported in these studies 
vary [10, 16, 17].

Rotgers and colleagues found the rate of simultaneous TF and CTS 
as 61%. They reported that 53% of their patients were diabetic, and 
mean age was 62.2±13.6. Additionally, they observed that 18.5% 
of patients had findings suggestive of Dupuytren contracture [10].  

Harada et al. reported that, among 875 ICTS patients, 101 (11.5%) 
required TF release surgery before or within 3 years of carpal 
tunnel release surgery. The patients’ mean age was 60.7 years and 
female:male ratio was 3:1 [16].

Hayashi et al. reported TF prevalence as 11.5% in patients who 
underwent carpal tunnel release surgery [17]. Kumar et al. reported 
the same prevalence as 21%, mean age as 59, and observed 
multiple TF in 29% of which 63% were female [18].

In another study, Wessel and colleagues showed that CTS 
development was 3-fold more frequent in patients who were 
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operated due to multiple TF, compared to those who underwent 
surgery due to single TF [19].

In our study, all patients had been diagnosed with ICTS. However, 
we do not have any record that indicates if these patients developed 
any other pathologies after CTS release surgery. This may be seen 
as a limitation of our study.

We found that 42 patients had simultaneous ICTS and TF, which 
translates to 9.76% of patients. Harada and Hayashi found this 
ratio as 11.5% and Kumar et al. found 21%. Although these values 
are very different, explanations to identify the cause of these 
differences were insufficient. In the present study, mean age of 
these patients was 57.1±6.3, while Harada found 60.7, and Kumar 
found 59 years. Female to male ratio was 3.66:1 in our study, 3:1 
in the study by Harada et al., and 1.7:1 in the study by Kumar et al.

The distribution of fingers effected by TF in ICTS patients was 
found as 37% in the thumb, 9% in the index finger, 31% in the 
middle finger, 19% in the ring finger, and 4% in the little finger by 
Harada. We found this distribution as 38.1% in the thumb, 9.5% in 
the index, 19% in the middle, 28.6% in the ring, and 4.8% in the 
little finger. Thus, we found that middle finger involvement is low 
and ring finger involvement is high.

In our study, 8 cases had multiple TF (19%). In Kumar’s study, 
this ratio was 29%. While there are various studies in which the 
associations between CTS with identified etiology (especially 
diabetes) and DQ, DC, TF are identified [10, 20]; there are very 
few studies with ICTS.

Simultaneous De Quervain tenosynovitis and ICTS is very rarely 
reported in the literature. King et al. have reported that development 
of De Quervain tenosynovitis on the same or contralateral hand 
after CTS surgery is seen in 1.3% of patients [21]. In our study, 
we found 7 (1.62%) patients had this condition and mean age was 
52±6.8 while female:male ratio was 5:2.

Although the literature is extremely limited, presence of 
simultaneous DC and ICTS has been reported to be 4.6% in the 
literature [22]. In the present study, 10 (2.32%) patients had DC 
and ICTS. Mean age was 58.9±4.2 and female:male ratio was 1:4.

In addition to these findings, we found that a 56-year-old female 
had ICTS accompanied by TF on the 4th digital and DQ. Another 
patient, a 65-year-old male, had ICTS accompanied by DQ and DC.

Conclusion

Although there are various studies in the literature which report 
findings for pathologies accompanying CTS with identified 
etiology, the literature is very limited when ICTS is considered and 
the results of these few studies show significant differences. Our 
opinion is that these differences are influenced by a broad range of 
factors, from the surgeon to environmental and social differences. 
We believe that our data could provide insight for the evaluation 
of our population.
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