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THE CLINICAL PICTURE

Stiff hands in a man
with type 1 diabetes
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A 23-year-old man with type 1 diabetes presented 
with stiffness in both hands that had progressively 

worsened over the previous 6 months. He had trouble 
completely fl exing or extending the small joints of his 
hands, resulting in the inability to make a fi st or place 
his hands fl at on a surface.

On examination, his skin looked waxy, yellowish, 
and hard. He was unable to press the palmar surfaces of 
the interphalangeal joints together, despite maximal 
effort, thus demonstrating the prayer sign (Figure 1). 
He did not have a history of pain, paresthesia, or early 
morning stiffness.

 He had no palpable nodular or cord-like swelling 
on the palmar aspect or preferential involvement of 
the medial 2 fi ngers, as seen in Dupuytren contrac-
ture. Tinel and Phalen tests were negative, nor was 
there any tingling or numbness in any of the fi ngers, 
ruling out carpal tunnel syndrome. There were no 
signs of sclerodactyly, loss of fi nger-pad contour, Ray-
naud phenomenon, or associated digital tip ulcers or 
scars suggestive of systemic sclerosis. 

 The patient’s glycemic management was poor, as 
evidenced by a recent hemoglobin A1c of 7.2% (ref-
erence range 4% to 5.7%). He was on injectable insu-
lin for the past 6 years, with frequent dose titrations 
because of poor control.

 Funduscopy showed severe nonproliferative dia-
betic retinopathy in the right eye and proliferative 
diabetic retinopathy in the left eye. Urine tests did not 
show any microalbuminuria. A diagnosis of diabetic 
cheiroarthropathy was made based on the patient’s 
inability to completely extend or fl ex the small joints 
of his hand, along with the waxy and yellowish thick-
ening of his palmar skin.

The patient was advised to begin physiotherapy 
and increase his dosage of both long-acting and regu-

lar insulin. However, after 6 weeks, no improvement 
in his hand stiffness was observed. He was advised to 
continue physiotherapy and injectable insulin. He 
was thereafter lost to follow-up.

 ■ DIABETIC CHEIROARTHROPATHY

Diabetic cheiroarthropathy is a recognized complica-
tion of type 1 and type 2 diabetes. It is known to occur 
in 18.3% to 28.5% of patients with diabetes1,2 and is 
more common in those with type 1 diabetes.3 Increased doi:10.3949/ccjm.90a.23046

Purn Pragya, MBBS
Departments of Dermatology and Venereology, 
All India Institute of Medical Sciences,
New Delhi, India

Figure 1. The prayer sign in diabetic cheiroarthop-
athy, ie, the inability to completely press the 
palmar aspect of interphalangeal joints together 
despite maximal effort.
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STIFF HANDS

blood glucose leads to glycosylation and cross-linking 
of collagen, hindering its degradation and resulting 
in tight, waxy skin over the hands. An association 
between the severity of joint mobility restriction and 
the presence of diabetes-related microvascular com-
plications has been reported.1 Our patient also had 
associated diabetic retinopathy but no nephropathy. 

 ■ DIFFERENTIAL DIAGNOSIS OF STIFF HANDS

Dupytren contracture mimics diabetic cheiroarthrop-
athy and has been reported in 16% to 42% of patients 
with diabetes.4,5 It involves thickening of the palmar 
aponeurosis, leading to the formation of nodules and 
fl exion contractures, commonly affecting the fourth 
fi nger. However, in our patient, limited joint mobility 
was observed in all four fi ngers, without the presence 
of taut fi brotic bands.

Flexor tenosynovitis is another condition that 
mimics diabetes-related cheiroarthropathy,6 but it 
differs in that the contracture is not fi xed and can be 
released, which produces a distinct snap.2 

 Magnetic resonance imaging has revealed thick-
ening of the fl exor tendon sheaths,7 but  this fi nding 
is nonspecifi c and should be interpreted within the 
appropriate clinical context.

 ■ TREATMENT RECOMMENDATIONS

The primary focus of treatment lies in improving 
glycemic control and implementing physical therapy. 
There have been reports suggesting symptom relief, 
improved joint mobility, and overall improvement 
with these interventions.8 Unfortunately, in our 
patient, signifi cant improvement was not observed. 
Symptom-targeted therapies like anti-infl ammatory 
drugs, analgesics, and intralesional corticosteroids 
have also been used, but their effectiveness is limited. 
Improving glycemic control remains the cornerstone 
of management to prevent further progression and 
irreversible disability.9

 Limited joint mobility, or diabetic cheiroarthrop-
athy,6 is a commonly occurring but often overlooked 
complication in patients with diabetes. This is import-
ant to recognize not only because of its potential to 
cause severe disability, but also because it is often 
associated with diabetes-related microvascular com-
plications. ■
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