Scripta Scientifica Medica, vol. 30 (1998), pp. 21-24

Copyright © Medical University, Varna

DE QUERVAIN‘S DISEASE - MODERN TRENDS IN
TREATMENT

D. Boshnakov, D. Raikov, M. Zhivkov

Department of Orthopaedics and Traumatology, Medical University of Varna, Varna

The most popular surgical procedure for treatment of the De Quervain's disease
consists of a longitudinal incision, exposition of the first osteofibrous channel (the first
compartment) and releasing the compression over the M. abductor pollicis longus and M.
extensor pollicis brevis tendons. This technique has some disadvantages such as rough skin
scar and possible dislocation of the tendons after releasing. Seven patients with De
Quervain ‘s disease were presented. They underwent D. Viet's surgical procedure (1992).
The rough skin cicatrices and possible tendon dislocations were avoided because of their
fixing with a capsular flap. The good results encouraged the application of this new method.
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De Quervain first described the
tenosynovitis of the first osteofibrous
channel in 1895 and it became popular
as De Quervain‘s disease. He proved
that it was a result of the inappropriate
size of the channel and the two tendons
passing through it. The most common
technique for surgical treatment con-
sists of longitudinal skin incision over
the channel and subsequent decompres-
sion after resection of the vaginal shell.
The pain decreases but some compli-
cations may appear as wide and rough
cicatrix, neurinomas and anterior dis-
location of the tendons during wrist
movement. Recently, some new surgi-
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cal methods become popular avoiding
these disadvantages. We perceive Le
Viet’s and Lantieri’s surgical procedure
(1992) as the most reliable one and
present our experience gained with it.

MATERIAL AND METHODS

We presented 7 of our patients
with pain and swelling over the radial
styloid processus, a positive symptom
of Filkenstein. All of them were women
at a mean age of 45,7 years. The domi-
nating hand was engaged in 5 patients
(71 %).

The skin incision was done
along the distal dorsal crease of the
wrist. The dorsal branch of the radial
nerve was exposed and pulled to the
ulna direction keeping it from damages
because it might cause painful postop-
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erative neurinoma. This nerve passed
with a superficial vein (Fig. 1). The first
channel was opened by a longitudinal
medial incision exposing the tendons
that passed through it, i. e. the tendons
of the M. extensor pollicis brevis and
M. abductor pollicis longus. The first
osteofibrous channel might be divided
by a sagittal septum that had to be ex-
cised. The M. abductor pollicis longus
tendon might be presented by two to
five separate bands. Excising the pos-
terior wall of the channel enabled the
dislocation of the two tendons during
wrist flexion. Preparing a fibrous flap
from the channel wall based on its lat-
eral aspect (Fig. 2) prevented this phe-
nomenon. This flap was involved in the
intradermal suture of the skin made
from radial to ulnar direction. It
strengthened the dorso-radial part of the
skin scar and prevented tendon dislo-
cation (Fig. 3).

RESULTS AND DISCUSSION

There was no styloid pain in 6
patients. The last patient complained of
a pain during strenuous activity. The
scars were small. There were no neuri-
nomas and tendon dislocations. All the
patients were satisfied with the results
of the operative treatment.

Corticosteroid injections in the
first osteofibrous channel caused a
short-lasting painless period. It might
provoke skin atrophy and Wartenberg’s
neuritis (2). That was why the early sur-
gical procedure was recommended. The
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Fig. 1. Anatomical structure of skin inci-
sion area

Fig. 2. Forming a radially based fibrous
flap preventing anterior tendon dislocation

Fig. 3. Intradermal suture involving the
fibrous flap
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wide-accepted classical method had
some disadvantages as large and rough
scar, tendon dislocation with paintul
clicking (1,6). Foucher proposed in
1989 a capsular fibrous flap to prevent
tendon dislocation but its fixing was
only in one skin poin (5), while the flap
of Le Viet and Lantieri (7) had a wide
intradermal aspect of fixation. Roland
(8) described nerve irritation caused by
the contact between the branches of the
radial nerve and the tendons in the first
osteofibrous channel. These tendons
might dislocate during the dorsal wrist
flexion rising over the channel and ex-
erting pressure between the skin and
tendons.

Irritation of the radial nerve
might appear if it was left in the poste-
rior part of the channel. This fact ex-
plained our intention to resect partially
the posterior wall of the latter. The post-
operative neurinomas were considered
as an intraoperative error (5). Many

Japanese surgeons (9) argued about the
necessity of a septum dividing the first
compartment into two parts. They
proved that the pathological process in-
volved this portion of the channel where
the M. extensor pollicis brevis tendon
passed, so only this “semichannel might
be resected. They determined the De
Quervain’s disease as a tenosynovitis
of the M. extensor pollicis brevis ten-
don.

CONCLUSION

The horizontal incision and ap-
plying the capsular flap of Le Viet and
Lantieri represent a successful proce-
dure for treating the De Quervain’s dis-
ease. It provides good functional and
cosmetic results. The good knowledge
about the first compartment anatomi-
cal structure and variances prevents the
rough postoperative scars, neurinoma
and anterior tendon dislocation.

REFERENCES

1. Arous, M. J. Hand Surg., 12A, 1987, 540-544.- 2. Chodoroff, G.. J.
Honet. Arch. Phys. Med. Rehabil., 66, 1985, 637-639.- 3. Faithfull, D., O. Jam.
Hand, 3, 1971, 23-30.- 4. Finkelstein, H. J. Bone Joint Surg., 1980, No 12, p. 509.- 5.
Foucher, G. Le tenovaginite de De Quervain. Pathologie tendineuse de la main. Paris,
Masson, 1989, p. 150-152.- 6. Kapandji, A. Ann. Chir. Main, 9, 1990, 42-46.- 7. Le
Viet, D., L. Lantieri. Rev. Chir. Orthop.,78, 1992, 101-106.- 8. Roland, B. J.
Hand Surg., 3,1979, 185-186.-9. Yuasa, K. et al. In: Congr. Internat. Fed. Soc. Surg.

Hand, 1998, p. 124.

23



D. Boshnakov, D. Raikov, M. Zhivkov

TenocnnoBuT Ha De Qurvain - cbBpeMeHHH acCeKTH B JIeYeHHETO
JI. bomnakos, /. PaiikoB, M. )KuBkoB

Kamedpa no opmonedus u mpasmamo.iozus, Meouyuncku yvuusepcumem-Bapha

Pe3tome: Knacuueckoro yeueHre npu TeHOCHHOBMTA Ha De Quervain ce u3BbplLBa C
HaJUTb/KHO CPSI3BAHC U OTBApAHC Ha IbPBUS 0CTe0GUOPO3CH KaHal, ¢ KOETO CE OTCTPaHsABa
KOMIIpECHSITa BbPXY CYXOXKHIHATA Ha m. abductor pollicis longus u m. extensoris pollicis
brevis. Tlpy Ta3u TexHHKa ce HabNIOJABAT: JyKCALMsl HA CYXOKWIHATA, IPyOM KOKHH
LMKAaTPUKCH. 3a N30sArBaHe HA Te3M YCIOXKHEHHS ca NPENnopbyYaHu Pa3iInuyHH TeXHHKH. B
NOCJICIHO BPEME aBTOPHUTE ca MPHI0KUIM ITpH 7 6onHu MeToaukata HaD. Viet (1992). [1pu
Hesl MHUH3KATA € TPAHCBEP3aliHa, 3a Pa3JiMKa OT KJIacH4YeCcKaTa Ha[UThKHa TakaBa, ¢ KOATO
ce U30rBat rpyouTe UMKATPHKCH. JIYKCUPAHCTO HA CYXOXKHIMATA IIPH PA3TUYHH [T0JIOKCHHUS
Ha pbkaTa Ce NpeJoTBparsBa 4pe3 PUKCHPAHETO MM ¢ KancynHo nambo. Omnucea ce
texHuKkara. [lonydyeHuTe 100pu pe3yaTaTi JaBaT OCHOBaHHE 3a IOMYJIAPU3UPAHCTO Ha Ta3H
TexHHuKa. J[MCKyTHPAT ce ¥ ApYrd HOBH TEXHHKH 3a JICUEHHE.
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