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INTRODUCTION

ABSTRACT

OBJECTIVES

The study aimed to compare the clinical outcome of transverse versus
longitudinal incision for surgical release of the first dorsal compartment of
the wrist to treat de Quervain’s disease.

METHODOLOGY

In this quasi-experimental study, all the patients with resistant de Quervain’s
tenosynovitis who had the surgical release of the first dorsal compartment
between January 2008 and December 2020 were included. The surgeries
were performed under local anaesthesia. The first dorsal compartment of the
wrist was approached through either a longitudinal or transverse incision,
and the tendons of the abductor pollicis longus and extensor pollicis brevis
were released. Patients were followed for a minimum of three months, and
the primary outcome measure was the Visual analogue score (VAS) for relief
of pain and secondary outcome measures were any immediate or delayed
complications.

RESULTS

98 patients were included in the study with a female-to-male ratio of 7:1. The
cohort’s mean age was 44 years (Range 25-75). Most patients were
housewives exposed to manual work with the involvement of the dominant
hand. There were no major complications besides wound issues and transient
paresthesia in few patients. The longitudinal incision was associated with less
transient nerve palsies, less duration of surgery and easier identification of
structure and anomalies. The only advantage of transverse incision was less
scar formation. The clinical outcome was similar in both groups: 94% of
patients had complete pain relief (VAS 0).

CONCLUSION

There was no difference in the outcome of de Quervain tenosynovitis when
released with a transverse or longitudinal incision. The longitudinal incision
had fewer complications as compared to the transverse incision.
KEYWORDS: De Quervain’s Disease, Tenosynovitis, Extensor Pollicis
Brevis, Abductor Pollicis Longus, Surgical Release. Transverse Incision

contributory factors are believed to be myxoid
degeneration with the deposition of fibrous tissue and

De Quervain disease was described in 1895 by the
Swiss physician Fritz de Quervain. This condition
involves tendon disorders that affect the first dorsal
compartment of the wrist.””> The first dorsal
compartment of the wrist contains the abductor pollicis
longus (APL) and extensor pollicis brevis (EPB)
tendons. The tendon sheath is swollen and inflamed in a
fibrous bone tunnel located along the distal radius of the
wrist. The symptom is wrist pain that is exacerbated by
thumb movement. The radial styloid process is tender,
and this area may be swelling. There is a classical
presentation of pain that is made worse by thumb
movement. Ulnar deviation with flexed thumb in the
palm is the basis of the Finkelstein test.***° The
pathology of this disease is unknown, but the

increased inflammation of the synovial membrane. The
tendon sheath is thickened, accompanied by painful
pinching. Typical patients are mothers with young
children or other manual workers.*®”* The x-rays are
taken to rule out other medical conditions such as
arthritis or non-scaphoid union and rarely infection or
tumours.” The prevalence of de Quervain tendonitis
ranges from 0.6% in men to 1.5% in women, with more
cases occurring in the 40s and 50s of life. More
recently, the use of smartphones and other handheld
devices and repeated use of the thumb for texting has
been reported to be a major cause.'”'""'* The disease is
also commonly associated with other work-related
upper extremity musculoskeletal disorders, such as
medial and lateral epicondylitis.” Bilateral involvement
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is commonly reported in mothers of young infants or
babysitters.® Many cases of de Quervain’s disease get
better with rest and changes in activity.” Those who
make no response to rest are treated with splinting of
the wrist, analgesics and sometimes with local steroid
injections."™*""® Corticosteroid injections are very
effective for various researchers. The injection is made
into the tendon sheath about 1 cm proximal to the radial
styloid process, where the tendon can be palpated. The
injection should not be into the substance of the tendon
but rather into the shaeth. Response to a single steroid
injection is about 40-50%.*”" The injection can be
repeated after 4-6 weeks, and the response improves
from 50- 80%. Local steroid injections have fewer side
effects, but local fat necrosis and depigmentation can
sometimes occur. Tendon tears are very infrequently
seen but can occur if the steroid is directly infiltrated
into the substance of the tendon.>" Surgery is indicated
if these conservative measures fail."*'>'®'” The
procedure is a day-case surgery done under local
anaesthesia. A tourniquet is used to get a clear field and
should be quickly done to avoid ischemic pain. This
procedure is performed through a transverse or
longitudinal skin incision approximately 3-4 cm long
over the first dorsal compartment. Care must be taken
not to damage the branches of the superficial radial
nerve. Ligaments on the first dorsal compartment are
exposed. Then make a vertical incision at the end of the
sheath. If there are subcompartments, they are identified
and released. The skin is closed when all compartments
are freed and a bulky bandage is applied. Early finger
exercises are recommended for the patient, who is
encouraged to use their hands.'*'®'®!*#2° There is some
debate about using transverse or longitudinal planes.
Most surgeons prefer a longitudinal incision because it
is simpler and less likely to damage superficial
branches of the radial nerve. It is faster to operate and
easier to identify structures. However, this condition is
more common in women, and because the incision is
made perpendicular to the skin fold, there is concern
that it may leave an unsightly scar behind the wrist.
Sutures are removed on day ten, and the patient can
resume normal activities. Patients may complain of
swelling and pain for several months, but this
disappears permanently.'>'**! There are usually few
major postoperative complications associated with this
surgery. Surgical site infection, wound deterioration, or
necrosis is very rare. The superficial branches of the
radial nerve can be damaged by direct, sharp
instruments or traction pressure associated with
scarring. This is more common with transverse
incisions. Signs of this nerve damage are pain and
paresthesia in this area."®? Sometimes there is
bowstringing of tendons. This is usually caused by
excessive exposure of the tendon sheath during surgery

and is common with longitudinal incisions.”** This
study aimed to compare the results of transverse and
longitudinal incisions for surgically releasing the first
dorsal compartment of the wrist to treat de Quervain’s
disease.

METHODOLOGY
Data for this quasi-experimental study was
retrospectively collected in a Microsoft Excel

spreadsheet (2013 Microsoft Ltd.) from two hospitals in
Peshawar. Simple numerical calculations were
performed for most results, and P-value was calculated
to ascertain statistically significant differences in VAS
scores before and after surgery. All consecutive patients
who underwent surgical release of the first dorsal
compartment from January 2008 to December 2020
were included in the study. All adult patients who gave
informed consent failed non-surgical treatments, and
had a minimum of 3 months follow-up were included in
the study. All patients undergoing surgery at our
hospital receive institutionally approved informed
consent. This contains confidential use of patient data
for educational and research purposes and serves as
blanket approval from the local Ethics Committee.
Ninety-eight (n=98) patients were considered eligible
for inclusion in this study. Their pre and postoperative
VAS scores at three months of follow-up were
recorded, which was the primary endpoint, and all
surgical complications (measures of secondary
outcomes) were also recorded. We compared outcomes
and complication rates in the transverse and
longitudinal incision groups to see if there was a
significant difference between the two groups, although
the transverse incision group had a smaller number of
74 to 24. The surgical procedure was performed in a
sterile operating room. The forearm was positioned
supine on an arm table. With a tourniquet applied. A
qualified surgeon operated all the patients as a day case
procedure under local anaesthesia (2% Xylocaine).
Longitudinal or transverse incisions were performed on
the patients on the first dorsal compartment of the wrist.
Abductor pollicis longus (APL) and extensor pollicis
brevis (EPB) tendons were identified when looking for
anatomical variations, like sub-compartment or
duplications, and the release was made accordingly.
The skin was closed with interrupted non-absorbable
stitches, and a non-adhesive and compression bandage
was applied. The patients were prescribed antibiotics
and pain relievers for three days. Patients were
reviewed at two weeks, six weeks, and three months
after surgery, and the VAS score at the last follow-up
was recorded, and the patient was discharged if there
were no complications and all symptoms had
disappeared.
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RESULTS
T able 1: Distribution of Patients According to Gender (n=60)
Patients Operated (n) 98
Females 86(87.7%)
Males 12(12.2%)
Mean age 43Years (Range: 25-75)
Bilateral 08(8.1%)
Right Side 90(91.8%)
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Figure 1: Age Distribution of Operated Patients (n=98)
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Figure 2: Clinical Outcome of Surgery (n=98)

Table2: Comparison of Longitudinal vs Transverse Incision

Groups
Transverse | Vertical p-
Incision Incision Value*
(n=24) (n=74)
B o 3.5cm >0.05
the incision
The average duration | | ¢ - o | 12 minutes | >0.05
of surgery
Post op paresthesia 06(25%) 02(2.7%) >0.05
Hypertrophic scar 0(0%) 03(4 %) >(0.05
Tendon bowstringing | 0 0 >0.05
Wound infection 02(8.3%) 01(1.4%) >0.05

*Chi-square test used

DISCUSSION

De Quervain’s tenosynovitis can be treated in most
cases with conservative measures. However, some
cases may not respond to only conservative treatment;
in such cases, surgical release of the first compartment

of the wrist is the treatment of choice. The outcome of

surgery is predictable, and most patients are completely
cured of the disease. This a common orthopaedic
procedure, and the complication rates are very low
when performed properly."*'*'**' Qur study’s female-
to-male ratio was 7:1, slightly lower than previous
studies.””'® In a study by Zarin M and the present
author, the ratio was 9:1 in 2003."* Although this trend
has been reversed in recent years due to smartphone
use, and an increasing number of men are affected. "'
The mean age of our patient was 43 years, slightly
higher than our previous study. But compared to most
other studies."*'* In this study, we compared transverse
and longitudinal incisions. Although the transverse
group had fewer cases, we still found some differences.
The disease is more common in females, and most
surgeons prefer transverse incisions to avoid crossing
skin creases, thus avoiding unsightly scar formation.
The complication rate is far less with vertical
incisions.'®?° The transverse incision is also associated
with a longer duration of surgery and some technical
difficulty in dissection. Secondary compartments or
tendon sheaths were present in 14 (15%) cases. In a
previous study by Zarin M et al, the proportion of sub
compartment was lower, but the data size was too
small, so we could conclude that this might be more
representative of the community."* During the follow-
up period, although short, there were no major
complications. Many patients experienced transient
paresthesia in the transverse incision group; most
subsided over time. Three patients had superficial
wound problems resolved with wound care and
antibiotics. One patient in the longitudinal incision
group needed scar excision due to bad scar formation
following wound infection. There was no pain with a
negative Fenkeistein test in 94% of patients in both
groups after three months of follow-up. These results
are comparable with most published literature.'*'®*

LIMITATIONS

Our study has some limitations as the number of cases
in each group is not equal to 24 vs 74. Conducting
properly randomized trials to compare two incision
types is recommended, although we did not find any
statistically significant difference.

CONCLUSIONS

Our study concludes that both Vertical/longitudinal
incisions are good as far as the outcome of surgery is
concerned in treating de Quervain tenosynovitis. The
vertical incision group had slightly fewer complications
than transverse incisions in surgically treating resistant
or chronic De Quervain tenosynovitis.
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