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feeding. By the fourth day, the child was comfortable lying 
supine and breathing spontaneously, even on blocking the 
tracheostomy tube. The tracheostomy tube was removed 
on the fifth day. On the eighth day, the distraction device 
felt very tight and the child was obviously uncomfortable. 
So, distraction was stopped. The child was converted onto 
oral feeds shortly after. The external fixator was left in situ 
to allow consolidation of the osteotomy for 7 weeks. The 
child progressed well with good weight gain, from 3.1 kg at 
the beginning of distraction to 4.8 kg after 7 weeks, when 
the device was removed. Healing was uneventful and the 
mandibular position has been maintained [Figure 4]. The 
child has suffered no further respiratory distress.

Though distraction is an accepted method of treatment 
for such cases, paediatric distractors are not readily 
available and are prohibitively expensive. We have 
described a method of distracting the paediatric mandible 
by using an intraoral adult distractor extraorally with 
successful outcome.

Kannan Balaraman, 
R. Raja Shanmugakrishnan, 

R. Ravindra Bharathi, S. Raja Sabapathy
Department of Plastic, Hand and Reconstructive 

Microsurgery and Burns, Ganga Hospital, Coimbatore, 
Tamil Nadu, India

Address for correspondence: 
Dr. S. Raja Sabapathy, 

Department of Plastic, Hand and Reconstructive 
Microsurgery and Burns, Ganga Hospital, 313, Mettuplayam Road, 

Coimbatore, Tamil Nadu - 641 043, India. 
E-mail: rajahand@vsnl.com

REFERENCES

1. Evans AK, Rahbar R, Rogers GF, Mulliken JB, Volk MS. Robin 
sequence: A retrospective review of 115 patients. J Paediatr 
Otorhinol 2006; 70: 973-980.

Figure 4: Postoperative images showing the frontal, profile views and the lateral skull radiograph
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A very large Marjolin’s ulcer 
on back without lymph node 
metastasis

Sir,
Malignant transformation occurring in an area of 
previously traumatised, chronically inflammed[1] or 
scarred skin[2] is called Marjolin’s ulcer.

A 40‑year‑old male patient presented with a large, 
painful, nonhealing ulcer on the back. He had a history 
of burns at one year of age. The patient first noticed 
a small ulcer five years before, which kept increasing 
in size [Figure 1]. The ulcer extended from the right 
posterior axillary line to the left posterior axillary 
line and from the nape of the neck to the lower back. 
It measured 43 × 23‑28 cm in size (approximately 
1120 cm2). The axillary and groin lymph nodes on both 
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The whole ulcer was excised with two centimetres of safe 
margin. Exposed skin grafting was done in one shot. One 
year of follow‑up showed no recurrence.

Childhood burn is a condition which haunts the patient 
throughout life. It usually starts as suffering due to the 
burn leading to itching, contractures, keloids and bad 
cosmesis in adulthood and ultimately conversion to 
malignancy later in life.

The commonly adopted treatment regimen for Marjolin’s 
ulcer is wide excision with 2‑2.5 cm safe margin including 
muscle fascia. Dissection of lymph nodes is reserved for 
metastatic lymphadenopathies.[3] Chemotherapy and 
radiotherapies usually are less effective.

Traditionally Marjolin’s ulcers do not metastasise 
unless the normal skin is breached. Here, the 
malignant changes were confined to scarred areas; 
so, no metastasis in other areas was noted even 
though the ulcer had grown considerably in size. This 
emphasises the importance of early recognition and 
prompt management of this malignancy when it is still 
confined to the scarred area.

Marjolin’s ulcer can be prevented by managing 
full‑thickness burns with early excision and grafting 
of skin. Patients and relatives should be warned about 
chances of malignant changes later in life. Educating 
patients, parents and doctors in urban as well as rural 
areas is important so that repeated breakdown of scars 
or ulcers are not unnecessarily being treated as benign 
nonhealing ulcers. ‘Do a biopsy, when in doubt’ principle 
should be emphasised to clinicians. The largest Marjolin’s 
ulcer reported was of 19 × 11 cm in size in a lower 
limb.[4] We believe that ours is the largest Marjolin’s ulcer 
reported in the literature developing in postburn scar 
without any lymphadenopathy.
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Figure 1: Marjolin’s ulcer on the back

Figure 2: Extensive raw area after excision

Figure 3: Postoperative view

sides were not palpable and were not detectable on 
ultrasonography. Biopsies from multiple places were 
suggestive of a well‑differentiated squamous cell 
carcinoma [Figures 2 and 3].
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Lobster claw syndrome: 
A rare entity

Sir,
A 50 year old female patient presented with congenital 
absence of middle finger in both hands with bilateral 
syndactyly of thumb and index finger [Figure 1; white 
arrow]. The third toe in left foot and second and third 
toe in right foot were absent with syndactyly of great and 
second toe in left foot [Figure 1; black arrow]. Systemic 
examination and Intelligence Quotient (IQ) were normal. 
She had no similar family history, had no children, did 
not have any significant functional deficit and hence 
did not opt for surgery. This rare congenital (autosomal 
dominant) defect also known as split hand foot 
malformation (SHFM) or ectrodactyly has an incidence 
of 1 in 90,000 live births. The most common associated 
genetic mutations are in homeobox genes	DLX 5 and 
DLX6 (DLX: Distal‑less‑like‑genes; chromosome 7q). 
Two expressions of SHFM occur, one with isolated 
involvement of the limbs, the non‑syndromic form 
and the other, the syndromic form[1], with associated 
anomalies such as tibial aplasia, mental retardation, 
orofacial clefting and deafness. The manifestations of 
cleft hand may vary from only a very minor cutaneous 
cleft without absence of a finger to a severe form in 
which only the little finger remains. The case we report 
belongs to the non‑syndromic type as there is no 
associated anomaly. It can be treated surgically or with 
prosthesis for functional improvement. Broad indications 
for surgery include progressive deformity (caused by 

deforming syndactyly or transverse bones), deficient first 
web space, deformity of the cleft, syndactyly between 
digits of unequal length (especially the thumb and index 
finger) or absent thumb. Many cleft hands, although 
stigmatizing the child, function well. A family with one 
or more generations of cleft hands may avoid surgery for 
their children because they perceive function as excellent 
and aesthetic improvement as marginal.[1,2] There is a 
report[3] in the literature on treatment of 4 children with 
bilateral lobster‑claw deformity of the feet. The aim of 
treatment was to achieve balanced plantigrade feet that 
are narrow enough to be accommodated in normally 
shaped shoes; thus, improving both appearance and 
function. Early physical and occupational therapy can 
help these patients adapt and learn to write, pick things 
up and be fully functional. Most surgical procedures may 
be postponed until the child is between 1 and 2 years of 
age.[2]

Transvaginal ultrasonography with three‑dimensional 
ultrasonography performed at 14‑16 weeks of gestation 
demonstrates deformities of hands and feet and can help 
diagnose this condition prenatally.[4]
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Figure 1: Lobster claw syndrome
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