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Controversy exists about the cause of Dupuytren’s Disease (DD). The current literature is filled with
contributing factors in the progression of the contracture, but the true cause continues to be elusive.

Associations and factors

Alcoholism

Even now, the exact role of alcohol in the pathogenesis of DD is not clear. Alcohol consumption has
doubled over the last 40 years [1]. The prevalence of DD appears to have increased, but estimated rates
after 50 years have not doubled, suggesting that alcohol consumption is unlikely to be the direct cause
of the disease. The causal factor seems to be mainly the effect of alcohol on the liver, rather than the
direct effect it has on the involved tissue [2].

Smoking

A retrospective study to evaluate the history of smoking in patients treated for DD evaluated 132
patients. The smoking histories of these patients differed significantly from those of controls [3].
Previous studies had demonstrated microvascular occlusion patterns in the diseased tissue taken from
DD patients at the time of surgery [4]. Because of the association between smoking and microvascular
changes, the authors postulated that smoking may play an important role in the causation or aggravation
of DD.

Diabetes mellitus

The incidence of DD among diabetics varies between 1.6% and 32%. The prevalence of diabetes
mellitus is increasing, and there is a positive association with diabetes mellitus and DD. In a study of
122 patients with diabetes, the overall incidence of DD was 43% and 18% (P<0.001) in the control
group. The study concluded a highly significant association between DD and diabetes [5].

In another study, 109 diabetic patients were evaluated and assessed for joint mobility of the upper
extremity, for DD, and for other diabetic problems such as retinopathy. A group of 75 non diabetic
patients served as controls [6]. Patients with diabetes showed higher incidence of DD than controls,
although this was not statistically significant. Type II diabetic patients had a higher proportion of DD
than did the Type I diabetic patients. There was a significant association between DD and limited joint
mobility in both diabetic groups. The results of this study may mean that DD is associated with
microangiopathy in diabetes.
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Epilepsy

An association between DD and epilepsy has been recognized for some time. The reported incidence
varies in the literature from 8% to 57%.

The incidence of DD present in an epileptic population (2 epileptic center) was noted at 41 of 342
patients (center 1 = 12%) and 142 of 373 patients (center 2 = 38%). The incidence in the control group
was 89 of 555 (trauma center = 16%). No statistical significant difference was noted for either gender
when age was less than 50 years. The severity of DD was significant greater however, in the older-than-
50 age group of epiletics as opposed to controls [7]. The incidence of DD appears to be directly related
to the number of years epilepsy has been present.

Manual work

It has been the conclusion of most authors that there is no association between occupation and risk for
developing DD [8]. An increased incidence has not been shown in professional golfers, baseball players,
tennis players, or professional musicians who apply severe and repetitive stresses to their hands.

However, it has gone so far to associate other musculoskeletal conditions with DD which have an
increased prevalence in manual workers. A recent study has concluded that patients with a history of
frozen shoulder are eight times more likely to develop DD [9].

HIV infection

Recent reports have suggested an association between DD and human immunodeficiency virus (HIV). In
particular, Bower reported a strikingly high prevalence of DD (36%) among a group of 50 men admitted
to hospital for complications of HIV infections [10].

Rheumatoid arthitis

A history of rheumatoid arthritis has a negative correlation with DD [11]. In a cross-sectional study
carried out in 1984 which examined the hands of 392 patients with rheumatoid arthritis, a significant
reduced prevalence rate of DD in those with a diagnosis of rheumatoid arthritis, suggesting a genetic
protective factor against the disease, was noted.

Epidemiology of Dupuytren’s Disease

By looking at the medical literature, it soon becomes apparent that the epidemiology of DD has been
previously studied extensively albeit only in limited geographical areas. There has been a much quoted
concept of DD being labeled as the “Viking” or “Nordic” disease. Other than the common prevalence of
DD in Scandinavia, no objective scientific evidence has been found to support and substantiate the
“Nordic” origin of this disease. In addition, with the exception of a high prevalence rate in Northern
European communities, no actual genetic factors have implicated DD as having arisen in the
Scandianvian population [12].
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Population Studies

Prevalence rates of DD ranged from 0.2% to 56% in varying age groups and depended on methods of
data collection. DD becomes more prevalent with increasing age. Men typically present for treatment in
their fifth decade, whereas women present a decade later. Although it affects men earlier and more
frequently, by the ninth decade of life the realtive prevalence between genders is nearly equal. The
highest prevalence for males was seen in Bosnia and for females in Canada.The highest prevalence rate
(56%) was seen in a study group of epileptic patients [13].

DD in other atypical geographical locations

DD appears to be most prevalent in Caucasian males, but not necessarily of Northern European
exstraction. There are several other reported cases of DD around the world: in Africa, in Taiwan, in
Bangkok, in oriental communities.

DD and its relationship to age and gender

DD increases with age.

Despite this, DD has also been recognized in the younger population although the disease is not a
common finding in pediatric practice [14]. The presence of DD in children may be secondary to a genetic
or environmental influence.

The majority of studies have found that DD is more prevalent in the male population with a male to
female ratio of approximately 5.9:1 [15]. There appears to be a significantly stronger genetic element of
DD in women with familial cases of the disease predominantly in women [16].

Epidemiology linked to etiology of DD

Two elements in the etiology of DD clearly continue to stand out:

One is the familial nature of the disease and the other is that DD appears to be an extremly common
disorder affecting. The heritable nature of DD has been of great interest, with reports of the disease
present in as many as three generations and studies suggesting a possible autosomal dominant
inheritance pattern [17]. Possibly the multi-factorial etiology of DD has a strong environmental factor,
based on the results published by Finsen in 2002 who found that family members were more likely to
develop DD if they were residing in the same geographical area as their diseased relative [18], [19].

The origin and spread of DD is presumed to be from Northern Europe.

The prevalence of sporadic cases of DD around the globe suggests there may be spontaneous genetic
mutations causing the disease and that environmental factors may also play a role in the development
of the disease.
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