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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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Botulinum toxin in 
hemifacial spasm: Revisited

Sir,
Hemifacial spasm (HFS) is a well‑known disorder with 
varied aetiology. The condition can occur either due 
to vascular compression of the facial nerve or due to 
nonvascular causes like cholesteatoma, acoustic neuroma, 
etc.[1] It is characterised by unilateral irregular clonic or tonic 
movements of the muscles innervated by cranial nerve VII.[1,2] 
HFS is more common unilaterally, and bilateral condition is 
rare.[3] The upper eyelid is more severely affected than the 
lower eyelid, and sometimes can cause almost complete 
closure of the eyelid during contractions. Facial asymmetry 
is common, and patients typically give history of slowly 
progressing unilateral spasm over years. Blepharospasm is 
usually associated with this symptom complex.

Various treatment modalities are available for HFS. These 
include medications such as carbamazepine, which 
may provide transient relief, surgical treatment in the 
form of microvascular decompression, which has been 
associated with reported success rates of 88‑97%[1,2] but is 
associated with recurrence and complications, and finally 
injection of botulinum neurotoxin A which shows marked 
improvement without significant adverse reactions or 
complications. Complications or side effects are: Redness, 
pain, swelling, numbness, bruising, eyelid ptosis, 
eyebrow ptosis, asymmetric eyebrows, lip ptosis (after 
injection to lips), and asymmetric smiling. These can be 
avoided by injecting carefully and at proper dosage, by 

knowing well the anatomy of the muscles which we wish 
to inject and by staying away from the mid‑pupillary line 
and going as far laterally as possible, especially in the 
case of eyelids and eyebrows. Botulinum toxin has been 
reported to improve the quality of life of such patients,[4] 
and success rate is estimated to be approximately 95%[5] 
as can be seen in the pre‑ and postoperative videos 1a 
and 1b. Patients start showing improvement soon after 
the injections, with a latency period of 2.6‑5.4 days after 
treatment,[5] and the peak effect comes within 2 weeks. 
Patient has to repeat injections after 4‑6 months. Patients 
can experience transient ptosis after upper eyelid 
injections, but it subsides within few days to weeks.

Patient is initially assessed for the various muscles 
involved. Each muscle is injected with dosages that 
vary for the individual muscle. The most commonly 
injected muscles are the orbicularis oculi (upper and 
lower eyelids), corrugator, frontalis, zygomaticus major, 
buccinators, and masseter.

Over the last 3 years, we have treated about 25 cases of 
HFS with botulinum toxin injection. Ethical committee 
clearance has been taken regarding the use of botox in 
HFS, at the doses listed below. The doses we have used 
in most of our patients shown in Table 1.

Patients are reviewed at 2 weeks interval, and further 
doses are added if required.

In conclusion, we would say that botulinum toxin is 
highly effective for HFS as it improves the quality of life 
of patients in a significant manner.
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Table 1: Various muscles and varied dosage of botox in HFS

Frontalis muscle 6-8 units
Procerus 5 units
Upper eyelid (orbicularis oculi) injected 
at two sites

About 2 units each site

Lower eyelid (orbicularis oculi) injected 
at two sites

About 2 units each site

At the lateral canthus 4-6 units
Zygomaticus major 2 units
Masseter injected at two sites Total of 25 units
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