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Introduction 

Macrodactyly is a congenital disease characterized by an 
increase in the volume of one or more fi ngers disproportionately 
relative to normal fi ngers. It was fi rst described by Feriz in 
1925 as partial gigantism of the lower limb [1-3]. Other terms 
used to name this condition are: local gigantism, lipomatous 
macrodistrophy, localized hypertrophy, fi nger fi brolipomatosis 
and digital gigantism [4]. 

It is a rare congenital, non-hereditary disease that can occur 
in the hands or feet [5-7]. It is characterized by an increase 
in all mesenchymal elements particularly fi bro-adipose tissue 
[1,8,9]. 

According to Barsky, there are two forms of clinical 
manifestation: the static form in which the fi nger is larger 
from birth, but the growth from here is proportional to the rest 
of the fi ngers, and the progressive form, in which the fi nger is 
normal at birth, but begins to grow faster than the rest of the 
fi ngers and can cause its angular deviation, describes this form 
as the most frequent [10]. Unlike De Laurenzi who described 
the less frequent progressive form for cases documented in the 
hand [11]. 

In 95% of the patients the disease presents unilaterally. It 
is slightly more frequent in males and appears in decreasing 
direction from the index to the fi fth fi nger. In the progressive 
form the growth of the fi nger ceases when the epiphyses are 

closed, usually the sensitivity is normal, the mobility decreases 
with time and the ulcers in the bud are frequent. 

The etiology of macrodactyly is still unknown [1,2,4,8], 
as already mentioned has not been proven to be hereditary, 
but when it is associated with other syndromes it is inherited 
in an autosomal dominant way. Some authors claim that 
it is a frustrating form of Von Reclinghausen syndrome or 
neurofi bromatosis. 

The causes can be: abnormal innervation, abnormal 
humoral mechanism and abnormal irrigation of the fi nger 
(the last two causes are not well demonstrated, the fi rst one 
because the nerves exert great control over the growth). 

Macrodactyly is associated with syndactyly in 10% of 
patients [2] and polydactyly and cryptorchidism in a lower 
percentage. It may be associated with Klipper Syndrome 
Trenaunag Weber (hemangiomatosis, varicose veins and limb 
hypertrophy), Maffuci Syndrome (multiple hemangiomatosis), 
Proteus Syndrome (hamartomatous dysplasia, pigmented 
nevi and subcutaneous tumors), hemangiomas, arteriovenous 
malformations, congenital lymphedema, lipomas, osteoid 
osteoma and melorrestosis, which constitute “non-true” 
forms of macrodactyly [5]. Macrodactyl may be associated with 
hernia. 

The vast majority of patients with macrodactyly require 
surgical treatment. Numerous techniques have been described 
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each with different particularities and methods, and with very 
variable results what makes a pathology of great complexity 
when deciding its treatment; Reason that has led to the 
elaboration of this work which pretends to describe a different 
technique in these patients. 

Clinical Case 

A 3-month-old male patient, whose mother refers to the 
onset of the current illness from birth, when she appreciates 
an increase in volume and progressive deformity in the left 
foot of her child, which is why she visits a specialized lower 
limb service where we value. Previous History: His mother is 18 
years of age, fi rst pregnancy, pregnancy of 6 controls without 
complications. He was born by cesarean section with 38 weeks 
of gestation, with no peri and post-natal complications (Figure 
1).

On physical examination, we observed an increase in 
volume and non-painful deformity with fusion of the second 
and third toes. The rest of the physical examination showed 
no pathological alterations. This is the reason why we 
indicate radiographs in the frontal and sagittal plane where 
we appreciate bone overgrowth of second and third fi nger 
phalanges (Figure 2).

In April 2016, we performed surgery where by percutaneous 
technique we performed curettage on growth nuclei of all 
phalanges of the second and third toe of the left foot, with 
subsequent stabilization with Kirchner wires 2.0 mm after 
direct visualization with fl uoroscope (Figure 3).

Subsequently, we performed removal of wires from Kirchner 

after one month of placement, we observed consolidation bone 
magma, with closure of the growth nuclei of phalanges of 
second and third rays of left foot, retaining their orientation 
and alignment. 

He returned to the control clinic in June 2016 where 
we observed radiologically the longitudinal growth of the 
phalanges with persistence and increased thickness at the 
expense of soft tissue, so we decided to re-control in 3 months 
for defi nitive surgical behaviour. 

Discussion 

As pathologies for surgical treatment, with the tendency 
to deformity and progressive evolution, there are numerous 
techniques described for its handling and resolution. In children, 
soft tissue reductions, epiphysiodesis, epiphysectomies, 
osteotomies and other techniques are recommended [4,12-
17]. In adults, shortening techniques and arthrodesis are more 
commonly used [4,10]. The technique applied in our case was 
epiphysectomy, not usually described in the literature. 

In 1996, Kostakoglu published a series of 8 patients with 
macrodactyly who underwent proximal phalangeal excision 
and soft tissue mass reduction. Functional and aesthetic 
results were poor in most cases with limited range of motion 
and frequent joint contractures [14]. Ishida operated on 23 
patients diagnosed with macrodactyly and 65% of them needed 
to perform more than two operations. The average thickness of 
the fi nger operated at the level of the proximal interphalangeal 
joint was 121% and in the distal interphalangeal 124% with 
respect to the contralateral healthy fi nger. The average range of 
motion at the level of the three fi nger joints was approximately 
50% of normal. The techniques used were epiphysiodesis and 
epiphysectomy that had the same effect on the longitudinal 
growth arrest, but not the thickness, which was not effectively 
reduced by the resection of the digital peripheral nerves [18]. 
Kotwal operated on 21 cases and after 9 years of follow-up, the 
aesthetic aspect of the fi nger was good only in 57% of patients. 
The techniques used were two-stage soft tissue reduction and 
phalangectomy [19]. 

Complications are very common after reconstruction 
techniques in macrodactyly. Cutaneous necrosis is the most 
frequent and can sometimes be severe and compromise the 
viability of the fi nger [4]. Kostakoglu reported cutaneous 
necrosis in 25% of patients after soft tissue reduction [14]. Dell 
also found this complication frequently after reconstruction 
techniques [20]. 

Figure 1: We can see increase of volume and deformity in left foot.

Figure 2: Anteroposterior and Lateral left foot radiograph. Overgrowth of second 
and third fi nger phalanges is evident.

Figure 3: Anteroposterior and Lateral left-sided Postoperative X-ray. Positioning of 
trans-metacarpal K-wires.
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Despite the experience accumulated over the years in the 
treatment of this complex congenital anomaly, most patients 
require multiple surgical interventions during infancy and 
in a high percentage of them, the result is an unsightly and 
dysfunctional fi nger [21,22]. 

Conclusion 

We can conclude that macrodactyly is a complex condition 
of varied treatment and frequent complications. We achieved 
during the fi rst treatment the satisfactory reduction of the 
longitudinal growth of the phalanges, although with persistence 
of the transversal growth of the same ones, reason why the 
reintervention of the patient to correct future complications is 
considered essential to avoid the resections and dysfunctional 
results and unsightly.
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