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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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A novel technique for 
piercing of ear lobule suited 
to Indian subcontinent

Sir,
Split ear lobule is a problem encountered by many 
Indian women because of wearing heavy ear ornaments 
for long durations. This problem usually brings the 

woman to the plastic surgeon. More than the split 
lobule it is the repair that is a cause concern for the 
women as it restrains them from wearing ear ornament 
for a considerable period of time post‑repair.

The conventional method was to use a thin wire of gold 
or silver which was heated and was passed through the 
ear lobule. The same wire was either left in place or 
immediately replaced by a wire of similar caliber which 
was left in place till the newly created hole epithelialized. 
This was followed by the piercing gun which was used 
with the same principle but was more rapid and relatively 
less painful. All these techniques were fraught with the 
problems of infection Also absence of anesthesia usually 
makes the whole experience a difficult one for the 
person. This new technique described by us has in its 
roots the need for giving the patients of repaired split 
ear lobule a new hole and enable them to be able to 
wear an ornament instantly It was then realized that the 
same can be extrapolated to the children and persons 
undergoing ear piercing for the first time.

Local anesthetic ointment  (a mixture of lignocine and 
prilocaine) was applied on the desired ear an hour before 
the procedure as a thick layer and was reinforced at 
30 mins. For piercing, a site lateral to the scar was chosen 
aligning it with the hole of the opposite lobule as far as 
possible in case of unilateral split ear and marking the 
two holes at the same level in case of bilateral split lobule 
repair. Patients were asked to bring an ornament of her 
choice preferably with a long stem. An 18‑G intravenous 
cannula was used for piercing [Figure 1a]. The cannula 
was passed through the lobule at the selected site. The 
direction of this movement was always posterior to 
anterior or medial to lateral in order to allow the sleeve 
hole to face anteriorly. The stellate was then withdrawn 
leaving the sleeve in place. The stem of the ornament 

a b c
Figure 1: (a) Pierced ear lobule with an 18‑F cannula after withdrawal of stellate. (b) Ornament threaded into the cannula sleeve. (c) Ornament in place
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