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Abstract: Collagenase injections are used as a minimally invasive
treatment for Dupuytren contracture of the palm and fingers, with good
published success. Most complications are related to injection-site
swelling, pain, and ecchymosis. However, the risk of flexor tendon and
digital nerve injury can occur when injecting cords that cause proximal
interphalangeal joint contractures. In addition, poor localization and
incorrect injection of the solution into cords may result in an incomplete
correction. We describe a technique to improve visualization and iso-
lation of Dupuytren cords using a tongue depressor.
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C ollagenase injection is a frequently used option for mini-
mally invasive treatment of Dupuytren disease with

> 20-degree joint contracture.1–4 Collagenase injections can be
used for metacarpophalangeal (MCP) and proximal inter-
phalangeal (PIP) contractures. However, Dupuytren contractures
of the PIP joints are less likely to fully correct and have a higher
recurrence rate.5 The primary complications after collagenase
injections are contusion, hemorrhage, and ecchymosis. Neuro-
vascular compromise is rare. Flexor tendon ruptures have been
described after injection of small finger PIP cords, most likely
due to unintended injection of the flexor tendon.5,6 In addition, a
learning curve has been described with collagenase injections.
Repeat injection is more likely to be needed to achieve correction
when first performing the procedure.7 In this study, we present a
method to aid in the isolation and stabilization of MCP and PIP
cords for collagenase injection.

ANATOMY
Common cord locations include: (1) pretendinous cord proximal
to the MCP joint causing MCP joint contracture, (2) spiral cord
causing MCP and PIP contracture as well as displacement of
the neurovascular bundle, (3) central cord causing PIP joint
contracture, (4) lateral cord causing PIP or DIP contracture.8

INDICATIONS/CONTRAINDICATIONS
The technique described can be used for any collagenase
injection for Dupuytren contracture. However, use of this

technique may be difficult for injections of natatory cords in
which severe adduction contracture is present. Contraindica-
tions to this technique would be any patient for which a
collagenase injection is contraindicated.4

TECHNIQUE
Before performing the procedure, the patient is examined to
verify a palpable Dupuytren contracture cord. The area to be
injected is prepared with a betadine solution, which is allowed to
dry. Using a sterile glove, the cord is palpated. An assistant is
then directed to place a tongue depressor on both sides of the
cord, with gentle pressure to accentuate the cord edges (Fig. 1).
This isolates the cord from surrounding tissue, stabilizes it and
brings it into greater visual relief. Collagenase of 0.58mg is then
injected into the cord according to manufacturer recommenda-
tions. Because the tongue depressors continually isolate and
stabilize the cord during the injection, the physician can maintain
the second hand on the barrel of the needle to provide counter
pressure and prevent migration of the needle tip out of
appropriate position while administering the injection. This
technique is also useful for situations in which trainees are
performing the injection to reduce the learning curve and
improve accuracy. At the conclusion of the injection, a soft
dressing is applied. In the senior author’s practice, patients return
to the clinic in 48 hours for manipulation. They are then placed in
a night splint for 4 months as well as prescribed therapy for
a range of motion. In cases of concomitant contractures of
the MCP and PIP joints, access to the pathologic cord over the
proximal phalanx is difficult. In our practice, we address the
pathologic MCP contracture first. After successful manipulation
and correction of the MCP contracture, we have easier access to
the PIP contracture. We then perform an injection of the PIP
contracture 4 to 6 weeks after the initial injection. We have found
that, in this staged manner, our technique allows for excellent
isolation and visualization of the pathologic cords.

EXPECTED OUTCOMES
Collagenase injections historically have a correction rate (< 5
degrees of residual contracture) of 77% for MCP contractures
and 40% for PIP contractures.9 The senior author has been
using this technique in his practice for > 18 months for both
MCP and PIP cords, with trainees often performing the
injections under supervision. Good correction of both MCP
and PIP joints has been achieved with no occurrences of
neurovascular insult or flexor tendon injury.

COMPLICATIONS
Complications common to any collagenase injection are
possible with this technique. The most common complications
are edema (72%), contusion (51%), injection-site hemorrhage
(37%), injection-site pain (32%), and ecchymosis (25%).9
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These are treated with observation. Neurovascular injury is not
common. Tendon rupture is most frequent when injecting PIP
cords over the small finger. This can be decreased by inserting
the needle only 2 to 3 mm into the skin and injecting no
> 4 mm distal to the palmar-digital crease.5

CONCLUSIONS
Collagenase injections are a safe and effective way to treat
Dupuytren contractures of the fingers. However, poor local-
ization of the injection within the Dupuytren cord may cause
the patient to need a second injection for complete correction.
In addition, poor localization for PIP cords can increase the risk
of flexor tendon rupture. Using our novel tongue depressor
technique during the injection procedure, the cord that is being
injected is isolated, stabilized and better visualized. This allows

improved accuracy of needle placement and helps decrease the
learning curve for trainees.
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FIGURE 1. Injection technique for Dupuytren cords of the metacarpophalangeal (A–C) and proximal interphalangeal joint (D–F). The injection
technique isolates the Dupuytren cords allowing easy injection placement and the free use of both hands for delivering the injection.
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