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The clenched fist syndrome

The clenched fist syndrome is an entity in which the patient keeps one or both hands tightly clenched. It is
seen in all age groups; hand dominance or compensation is not a factor. It usually follows a minor
inciting incident and is associated with swelling, pain, and paradoxical stiffness. No organic disease can
be found and extension of the fingers is always possible under anesthesia. Psychiatrically the patient is
classified as having severe anger and poor defenses. The prognosis is poor.

Barry P. Simmons, M.D., and Russell G. Vasile, M.D., Boston, Mass.

The hand, because of its role in almost everything we
do, is a logical somatic outlet for psychological disor-
ders. Certainly, ‘‘writer’s cramp’” is a well-known en-
tity.! In analyzing a large series of patients having an
“‘occupational cramp’’ (a broader phrase including not
only writer’s cramp, violinist’s cramp, and trumpeter’s
lip) Moldofsky noted this functional motor disorder is
often associated with unexpressed or denied anger.
Further reports have more specifically enumerated the
physical presentations of these psychologically moti-
vated problems, including factitious lymphedema of
the hand,? the S-H-A-F-T syndrome,?® the syndrome of
delicate self-cutting.* To this array we would like to
add a previously undescribed conversion phenomenon:
the clenched fist syndrome. Hopefully, with the use of
case reports, we will be able to elucidate specific fac-
tors integral to making this diagnosis.

Case reports

Case 1. S.L., a 30-year-old right-handed white man, was
referred for evaluation and treatment of recurrent swelling in
/his right hand and forearm. Ten months before he had experi-
enced massive swelling of the dorsum of the hand and
forearm; as this episode had followed a paronychia some 2
weeks earlier, the patient had been placed on intravenous
antibiotics with the extremity elevated. After 1 month of ther-
apy the swelling cleared.

Two days after discharge, the swelling recurred so mark-
edly that fasciotomies were performed in the forearm, fol-
lowed by a 6-week course of antibiotics and elevation of the
extremity. Again the symptoms resolved. A venogram and
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lymphangiogram were obtained before operation and- b
studies were normal. (The ‘‘broken window pane’” app
ance described by Smith was absent.) At that time, to'k
decrease the swelling, an Ace bandage was put over the k
holding it in a fistlike position. The patient liberated ;
thumb and index fingers to facilitate smoking. This was.
first time the patient or physician took note of a clenched fig
Shortly after discharge his swelling recurred and he was
hospitalized and given prednisone in doses as high as 200
daily. Again swelling disappeared, only to recur after.
charge, prompting referral. ‘

On physical examination of the right upper extremity,
itive findings were confined to the hand and wrist. There v
a brawny, nonpitting fullness on the dorsum of the hand w
some increased pigmentation (Fig. 1). There was full act
motion of the thumb and index fingers, but the ulnar thi
digits were tucked firmly into his palm. There was a foul o
from the macerated palm and the interdigital skin. Attemp
extension produced pain. Wrist motion, paradoxically,
limited in dorsifiexion with only 10° of volar flexion an
of dorsiflexion possible; changing the position of the wris
not alter the extension of the fingers. :

Upon rehospitalization, the extremity was again elevat
resulting in resolution of the swelling. No medications
used. A cast was applied to maintain the slightly increase
extension of the fingers permitted by the reduction of Iym :
edema. Three serial casts weekly were applied, gaining abt
10° of extension at each joint with each applicatio
finally discontinued due to complaints of pain. E

At this point the patient was given a regional block whi
allowed full range of motion of his wrist, full extension of
metacarpophalangeal joints, and extension of the proxt
interphalangeal joints to —30° in the middle and ring fin
and to —50° in the little finger (Fig. 2). A cast was applie
this position but again could not be tolerated and, when
moved, his ulnar three fingers again fell into full flexio
swelling did not recur. '

Neurological evaluation, obtained after full extensio
the extremity under regional anesthesia, including an €le
tromyogram and nerve conduction study, was normal. !
striking, however, was observation of voluntary activity 1
the finger flexor muscles while passive finger extension W
attempted.



There wag
K-

. 1. A, brawny, nonpitting edema on the dorsum of the
d (scars were from lymphangiogram). B, The ulnar three
igits were tightly clenched with a free index and thumb. C,

Psychiatric assessment was obtained concurrently with the
eurological evaluation. The patient was affable during his
tial psychiatric interview, speaking at length about his ill-
s with a striking lack of manifest anxiety or depression
oncerning his disability.

There was no evidence of psychosis. His psychiatric his-
was unremarkable; the patient had no history of overt
motional disturbance, nor were there any data to suggest
Tevious psychosomatic conversion reactions. Recent history
‘In the year prior to the onset of illness revealed a period of
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Fig. 2. Extension under axillary-block anesthesia.

marital discord leading to divorce and subsequent remarriage.
Otherwise, the family history was noteworthy for the un-
timely death of the patient’s father several years before. His
vocational history was characterized by a pattern of exceed-
ingly long hours on the job—up to 16 hours daily, over a
period of years, with the disability causing loss of the pa-
tient’s position as a salesman. (Disability compensation was
not an issue.) A significant finding from the evaluation was
the patient’s inability to acknowledge affects of sadness and
anger concerning his family losses, marital disappointments,
and physical disability.

Psychological tests administered included the Minnesota
Multiphasic Personality Inventory (MMPI) and Rorschach
tests. The former did not reveal a response pattern consistent
with. that expected from individuals who exhibit conversion
phenomena; the latter, a projective test, was noteworthy in
that the patient perceived the inkblots in an unusual fashion.
There was a marked paucity of human figures described and a
striking lack of elaboration of the themes usually ‘‘read into™’
the cards. Strong aggressive impulses were manifested by the
patient who perceived biting mouths on several occasions.
The test also revealed that hands were perceived as prayingor
clapping in an inkblot in which that reaction was most un-
common, ‘‘suggesting a symbolic link between symptoms
and affects,”” according to the psychologist. The examiner
observed that repression was relied upon heavily as the chief
and only defense revealed through the Rorschach, its chief
manifestation being the extreme lack of emotional depth
transmitted by the patient’s interpretations of the cards.

A twofold treatment plan was adopted: (1) supportive psy-
chotherapy and (2) a biofeedback program. It was thought
that some value might be obtained from making the patient
aware of the voluntary nature of his finger flexor contractions
by utilizing a biofeedback device that would give him an
audible sound if there was electrical activity in the muscle;
thus the patient could extinguish the sound by relaxing the
flexors as extension was attempted.

Over the next month the patient was seen weekly for psy-
chotherapy sessions and three to four times weekly for the
biofeedback program. A noxious biofeedback device was
employed, attached to the patient’s arm. The patient found it
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Fig. 3. A and B, Clenched fist mainly involving ulnar three
digits; banadge had been used to help prevent maceration.

easier to relax his flexors than to extend his extensor muscles
of the hand. By utilizing this method the patient was able to
open his clenched fist painlessly a full 2 inches after 3 weeks-
of using the machine.

At the point of making maximal progress, the patient
began to miss appointments repeatedly both for psychother-
apy and for the use of the biofeedback machine. When ap-
-proached sympathetically about his behavior, the patient pro-
tested bitterly that the machine was his only hope for progress
(devaluing psychotherapy as useless), and vowed more con-

s sistent compliance with its use. After that episode the patient
missed several more appointments, completely terminated all
treatment, and was lost to follow-up, despite appeals to con-
tinue treatment. His hand remained clenched. Months later
the patient returned, his hand still held in a fist, requesting an
operative procedure to provide extension of his fingers.

Case 2. D.B., a 28-year-old white man, had a 3% year
history of inability to open both hands from a clenched fist
position. The diagnosis at that time was conversion reaction,
and the admission was arranged to exclude an organic cause
for the clenched fists.

-His disability had started 12 months earlier when he first
noted the gradual onset of difficulty in moving the thumbs of
both hands. Two months later he was unable to open either
hand, although he remained able to move his thumbs, and

noted that his hands were swollen. SuBsequently
working when he first noted that his hands were g
organic basis for the clenched fists could be foun
to straighten his hands with the use of splints pro
treme pain, and within days their use was aborted g
psychotic episode. The psychosis promptly cfeareg
hands were allowed to return to the clenched Dos
months prior to admission his hands were able to
under regional anesthesia. Indocin, phenylbutazon,
sone, and colbenemid all had failed to relieve his pa
Physical exam revealed a musculoskeletal exam
unremarkable, ‘‘save for the patient’s inability to ope
hand,”” in spite of vigorous efforts of the examine;
them. There was also marked limitation of extens
wrists. He was neurologically intact. During the
course the patient’s hands were noted to be open on
occasions at night. :
A psychiatric consultation was requested. reveal
the patient had never known his father, and was rai
mother and stepfather, toward whom he had an ex
hostile relationship. While in military service the pati
obtained a service connected disability for an “‘anxiety,
tion,’” his main symptom being vomiting, which was
as psychological. Upon discharge from the service, a
of violence associated with alchoholic intoxication e
resulting in serious assaults on his stepfather, not remem
by the patient when sober. These assaults included
his stepfather down a flight of stairs and attacking his
knife. On interview the patient noted that he still fe]
‘‘doing a number on his stepfather,”’ but did not s
would be possible to “’kill a man without the use
hands.”’ ) "
The psychiatric history, together with the absenc
organic explanation for his clenched fists, led to con|
of the admitting diagnosis of conversion reactio ]
have remained clenched.
Case 3. J.F., a 70-year-old white man who was
cally institutionalized for aphasic chronic schizophrei
an incomplete history. He was referred for Sﬁ?ge\
right hand for hygienic purposes. This hand :
clenched for 50 years (Fig. 3). Examination w
impossible with the patient awake in that he wa
While he was asieep, it was possible to extend h
enough to open his palm (Fig. 4), despite the fact tha
an essentially clenched his fist for 50 years. He
complete release of his finger flexors and his int
when he awoke, finding his hand in an extended ]
became combative. He required psychotropic medicati
3 days, at which time he adapted to the new pos
Case 4. A.B., a 14%-year-old right-handed boyy
well until 10 months prior to admission, at W
complained of pain and immobility of the left
occurred 2 weeks after the beginning of the basketb:
(and his demotion to ‘‘second team’’), and a Ppre
diagnosis of traumatic soft-tissue injury to his le
was advised to discontinue baseball and aspirin (6
- a day) and hot soaks were prescribed. Two wee!



. Extension under general anesthesia, despite multiple
of a cienched fist. Note the splitting of the skin over the
nger’s proximal interphalangeal joint.

ould no longer open his hand, holding it in a clenched
jon with persistent flexion at the wrist and elbow. On
tission, physical examination was unremarkable, except
mild contractures and swelling of the left wrist and hand.
mal investigations included hand and wrist x-rays, elec-
ograms, and nerve conduction studies. Physical and
therapy were prescribed, and function returned to the
after 4 days of hospitalization, with full range of motion
lert hand, wrist, and elbow, although between treat-
ts the boy continued to hold his wrist in a flexed,
ed position. Upon discharge the patient failed to com-
ith his physical therapy program and became with-
, brooding in his room at home for hours. His parents,
ears of marital discord, separated, with the patient and
}inger brother remaining with the mother. The boy re-
to attend summer camp or school, pain and immobility
eft hand recurred, and on examination (3 months after
hospital discharge) he was noted to have a tightly
ed left hand, flexion contractures of the fingers,
nd elbow, and a moderate degree of soft tissue atrophy
ft hand. ’
readmission, all of the above diagnostic tests again
i 10 be normal. Under general anesthesia the flexion and
end his S “ relaxed greatly, and the left arm and hand were
fact tha i bilized in plaster with the wrist in 20° of dorsifiexion
ngers in extension. The cast was removed after 3
nd physical therapy was again prescribed, but outpa-
ompliance was sporadic and, in 1 month, the boy, who
ttended school since the fall, was reexamined and
0 have reacquired the flexion deformities. There was a
g edema over the dorsum of the left hand and wrist,
nsiderable soft-tissue atrophy of the left hand. The
n a tightly clenched position, was colder than the
\tremity, and was reported to be painful by the patient
uiry, although he denied anything seriously wrong
$ hand or his unwillingness to go to school. Again he
Yen an anesthetic and immobilized in a corrected posi-
After 3 weeks the cast'was removed, but the boy again
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Fig. 5. A and B, Finger flexion is unchanged by wrist motion
(paradoxical stiffness).

refused physical therapy, and, at one point literally fleeing
from the hospital’s physical therapy department, pursued by
his father, the patient walked 5 miles to his mother’s home.
After this episode he was referred to our psychosomatic unit
for evaluation and treatment.

Physical examination again proved to be unremarkable,
except for findings confined to the left hand. Neurological
assessment revealed coldness, decreased responses to pain,
touch, vibration, sense, and object identification. Elec-
tromyographic and nerve conduction studies again proved to
be normal. Examination again revealed a tightly clenched left
hand with the associated findings alluded to above. Psycho-
logical evaluation of the patient uncovered new findings:
sleep disturbance, with initial insomnia of 1 to 2 hours, and
early awakening, appetite disturbance with a recent 10 pound
weight loss, and expression of feelings of helplessness, lack
of enjoyment of life, and paranoid fears of being attacked by
doctors whom he felt were “‘out to take away my father.’” On
psychological testing, he exhibited normal intelligence, but
on projective tests he was found to be depressed and angry,
suspicious of male figures. (He was uncooperative with test-
ing, initially refusing to participate.) A sodium amytal inter-
view was arranged, and during the interview the boy was able
to relax his hand to a significant degree, suggesting that the
clenching and flexion deformities were still reversible. At the
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Fig. 6. Suspected factitious lymphedema; note the demarca-
tion point on the left forearm at the Juncture of proximal third
and the distal two-thirds.

Fig. 7. Flail hand and wrist occurring after an anger-filled/
hostile session with the family and psychiatrist.

same time, during amytal hypnosis, he talked of his wish to
kill his father. (By this time father was living with another
woman.) )

. Treatments undertaken included a vigorous physical ther-
apy program using behavioral rewards and contingencies to
reinforce the use of his left hand, individual and family psy-
chotherapy to facilitate discussion of latent feelings of grief
and resentment over the parental separation, and tricyclic an-
tidepressant medication (Imipramine, 125 mg, orally, ghs)
Upon discharge 4 months after admission, and 1 year after the
onset of the illness, he had a full range of motion. There was
no swelling or autonomic changes in the hand. Concurrent
with the improvement in his hand was a marked improvement
in mood, school performance, and peer relationships. This
improvement in the psychological status of the patient oc-
curred gradually over the months of hospitalization; antide-
pressants were discontinued after 7 weeks of hospitalization,
but individual psychotherapy has continued. In the year since
his discharge, he continues to do well, despite the finalization
of his parent’s divorce.

The Jouny;
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Case5.D.C.,a 14%-year-old right-handed white gir
referred for diagnosis and treatment of a swollen e
wrist, and forearm and flexion contractures of the fing
the left hand. Six months prior to admission, the P
struck her left wrist while trying to pick up a ruler a¢ sch
A cast was applied although a fracture was never docur

radiographically. Repeat x-rays 1 month later showed 10 hie
bone formation. However, at this point, the patie
able to use her hand, which was now held in a clgg
position. A presumptive diagnosis of reflex Sympathet;
trophy was made and three brachial plexus blocks were a4
istered, yielding no sustained improvement, but produci;
important clinical observation: relaxation of the clenche
after insertion of the needle but before injection of anest}
a “‘placebo response’’ consistent with a functional disos
The patient’s continued resistance to using her lefi hang
arm, along with evidence of intact strength, circulation,
innervation prompted referral.
On presentation the patient was a pubescent female j
distress. Positive findings on physical examination
confined to'the left upper extremity, the left hand
clenched and the wrist flexed. There was swelling of the
and distal forearm, moist palms with a slight odor, sens
diminished globally to the level of the mid brachiu
tempted finger extension was painful, and changing the
tion of the wrist did not alter the finger flexion (parados
stiffness) (Fig. 5). On subsequent visits the degree of swel
was variable; on one occasion, however, there was a dens
cation line at the midforearm, suggesting factitious
phedema (Fig. 6). Laboratory tests, including complete blg
count, sedimentation rate, LE prep, antinuclear antibo
rheumatoid factor, were within normal limits."*
tromyography and nerve conduction tests were normal

Psychiatric evaluation and psychological testing dis¢
that the patient uses extremely rigid mechanisms of avoi
and denial as defenses against expressions of impulses;
documented was a delay in perceptual-motor deveiop
2% years behind chronological expectation. She was fo
be depressed, with an obsessive-compulsive character ¢
ture. ' -

The patient’s relationship with her psychiatric evals
was found to be hostile and;ambivalent from the start,
frequent refusals to engage in meetings, and a flat eje
that emotional factors could be contributing to her disab
The patient often initiated confrontation around the et
of her disorder. Her mental status examination was

broad range of emotional expression, she was seld
taneous in her affective manner. There was no evi
formal thought disorder or psychosis. o s

The psychiatric evaluation included family diagno >
sions, which indicated recent family stresses and a P?n
family relationships characterized by heavy reliance Of*
patient being contained in the expression of affects an
pected to perform at a high level academically. FoHoW»mg‘
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f these interviews, which was, quite emotional, the picture
hanged over the subsequent week to a flail hand and wrist
(Fig. 7).

T. :atment included serial casts while the fist was clenched,
xtensive physical therapy, individual psychotherapy, group
sychotherapy, ward milieu therapy, and family counseling.

At the time of discharge, there was distinct improvement in
he mobility of her wrist. Efforts to involve the patient in
utpatient psychotherapy failed, but the patient did come
aithfully to physical therapy sessions. Three months after
ischarge, she continued to have full activity in all motor
oups of the hand, although somewhat weaker than normal.
he has continued to maintain full function of the hand, albeit
h some atrophy. of her thenar and hypothenar muscle
ps, but she has intermittent weakness varying with her
motional status.

normal.

These cases serve to describe a previously unre-
ported conversion phenomenon: ‘‘the clenched fist
ndrome.”’ It also underlines the multidisciplinary
proach to the diagnosis and treatment of this conver-
n phenomenon requiring the input of the hand sur-
Beon, neurologist, and psychiatrist. Characteristically,
ihe history on all of these patients is that of some incit-
g episode, usually trauma, although often the trauma
f a rather benign nature. The patient usually pre-
ents to the physician for evaluation of swelling due to
uma and often no note of a clenched fist is made at
that initial visit. Subsequently, during the course of
treatment, the patient is noted to have a clenched fist.
'Ihe swelling usually persists. On examination, the
fingers are usually noted to be tightly held within the

roung wome
entirely no

ffects and €
Following

palm, and the wrist is also held in a flexed position,
although on occasion it may be held in extension. At-
tempted extension of the fingers results in pain, al-
though the finger flexors can be felt to be contracting at
the time that passive extension is attempted. There is a
‘‘paradoxical stiffness’’ in that the patient maintains the
same degree of finger flexion, despite changing the po-
sition of the wrist. If the contracture has been long-
standing, then there is often interdigital maceration
with a malodorous aroma arising from the palm, and
occasionally a history of secondary infections as a re-
sult of the position. The elbow is often kept flexed as
well. s
Sensibility may vary, occasionally being globally
diminished, but usually being normal. All of the motor
units are usually found to be intact. Swelling is always
present and on occasion there is a sharp level of demar-
cation,.consistent with factitious lymphedema as a re-
sult of the use of a tourniquet. There is no correlation
with the dominant or nondominant hand. There is no
correlation with work-related injuries and disability
claims. There is no correlation with dominance.
Laboratory tests are normal, as are an EMG and
nerve conduction study. Examination under anesthesia
seems to be the major diagnostic tool in that, as soon as
the anesthetic is administered, the hand easily falls into
extension to a varying degree, depending on the length
of time of the contracture. Obviously, some secondary
changes may have occurred. The use of serial plasters
usually fails, as did biofeedback on one of the patients.
Once all of these tests have been performed, then the
diagnosis becomes evident. The differential diagnosis
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would include a reflex sympathetic dystrophy and/or
myotonia. However, there are several factors which are
inconsistent with either myotonia or reflex sympathetic
dystrophy. There are no diffuse trophic changes of the
skin. As well, in reflex sympathetic dystrophies the
contractures are in a more extended position. Also,
reflex sympathetic dystrophies will usually show signs
of demineralization on the roentgenograms. Diagnostic
features of the two disorders are compared in Table I. A
useful test is to do an electromyogram (EMG) on the
finger flexors while the fingers are being passively ex-
tended; voluntary patterns are noted when this maneu-
ver is peformed. In myotonia, usually EMG changes
are present.

Once the diagnosis is made, psychological and psy-
chiatric evaluation is necessary. The evaluation of these
cases highlighted a number of issues, including the di-
versity of psychopathological presentations associated
with conversion reactions. Rangell’s® observation that

~ the association of ‘‘conversion’” with ‘‘hysteria .

has long since outlived its usefulness and even longer
its accuracy’’ was borne out in the cases presented, in
that none of them had a premorbid hysterical personal-
ity and none of those psychologically tested revealed a
characteristic hysterical testing profile. Underlining the
concept that conversion processes may be a manifesta-
tion of many different psychiatric disorders, Zeigler
and Imboden® reported a series of 134 conversion reac-
tion patients seen.at the Johns Hopkins Hospital over a
4-year period; 40 patients exhibited depression, 19
schizophrenia, and the remainder had neurotic or
character disorders. Conversion phenomena and his-
trionic personality traits were not correlated. The
avoidance of painful affects was seen as a consistent
function of the conversion phenomena.

It is critical to note that conversion pehnomena, as
Schieffer” observes, represents a ‘‘form of non-verbal
communication, an analysis of which allows for an un-
derstanding in depth of the patient’s body symboliza-
tion.”” Nonspecific somatic sequelae of psychic ten-
sions and undischarged feelings are not conversion
phenomena, for conversion symptomatology at its core
reflects the symbolic expression of *‘repressed forbid-
den wishes throughout the entire gamut of psycho-
pathological symptomatology.’” How can the clenched
fists exhibited by these patients be understood as a
symbolic expression of unconscious conflict? A strik-
ing feature of the cases presented is the consistent
theme of repressed anger, which was evident on clini-
cal examination and psychological testing. The hand
bound into a fist symbolically expresses anger, yet
keeps it in check by ‘‘paralyzing’’ the dominant hand.

" situation that evoked unacceptable angry ‘f
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Familial conflicts were apparent in all of the cases p
sented, and hostile feelings seemed to gain expressig
through hand symptomatology. In one case, when t
defense of the clenched fist was removed by treatmen'
a psychosis resulted, suggesting that the clenchep
hands ‘‘contained’” intolerable dangerous feelings.

Indeed, resistance to treatment proved to be an im
portant feature of this syndrome. No patient cooperate
with treatment without a considerable degree of am
bivalence, and often active refusal to adopt treatmen
recommendations. The treatment experience repo
with patient’s suffering from conversion reactions j
quite variable. Slater’s® follow-up study of conversio
reactions revealed that 50% retained the symptom at th
end of 1 year, 30% at 5 years. and 20% at 15 vears.

In a study of seven patients with functional paralys;
of the dominant limb with joint contracture and senso
disturbances, five experienced rapid disappearance o
symptoms with suggestion persuasion and exercises
but in two patients the symptoms persisted for at least"
year, showing no indication of subsiding. Factors cor:
related with a good prognosis included stability in clos
relationships and work, the capacity to feel and expre:
emotions without developing incapacitating anxiety o
depression, and the ability to develop a therapeutic al:
liance with a physician. It is noteworthy that each
our patients presented varying degrees of difficulty
developing a commitment to treatment.

Our experience in treating these patients suggeste
the importance of a multimodal therapeutic approac
including mechanistic approaches, psychotherapy, a
physical therapy. Experience in the treatment of
cases is limited, although Moldofsky! has reviewe
subject of the treatment of a syndrome not dissimila‘
certain respects to the clenched fist syndrome-
syndrome of occupational cramp, a functional moto
disorder in which a specific learned motor skill i
paired; among the several varieties of crarnpsy
upper extremity that have’been specified are wri
cramp, typist’s cramp, violinist’s cramp. An incidencs
of ‘one of 1,000 neuropsychiatric cases were repo
and the observation were made that neither purely
chological nor mechanistic approaches (such as ¢
cal traction, galvanic stimulation among others}
borne dramatic results. Moldofsky noted, in desC
writer’s cramp, ‘‘the delicate writing skill was §
be impaired by the clenched hand, an over-ridin
current psychogiological posture associated
tained and often unexpressed or denied anger

would be associated with the reappearance of -
difficulties.”” Those patients who made progress.



to alter their attitudes toward their contained re-
nts.”” Symptom improvement seemed correlated
e patient’s capacity to develop a positive rela-
ip with the physician managing the problem.

ary and conclusions

e material presented above underlines the diag-
¢ and therapeutic challenge confronting the clini-
‘pproaching functional symptomatology, in this
the conversion phenomena of clenched fists. Perti-
to clinical issues, the following points should be
ed: (1) It is imperative that assessment of such
‘include hand surgery, neurological, and psychi-
consultation before definitive treatment is initi-
(2) Specialized procedures such as EMG, nerve
uction studies, assessment of response to nerve
s play a role in the clinical assessment of such
nts. In children with this disorder, psychological
ing should include testing of cognitive capacity in-
ng visual-motor cognitive functioning. (3) Psycho-
jcal testing, including MMPI and a full battery of
jective tests, is also indicated to determine whether
ssion of powerful affects is operative. (4) Con-
sion phenomena are not the exclusive domain of the
ricn! patient, and an awareness of this fact may
nt overlooking the functional core of a patient’s
cal complaints. (5) Biofeedback approaches and
stive techniques, including hypnosis and amytal
iews, warrant further investigation in the assess-
and managment of these patients. Also, antidep-
medication such as imipramine appeared to
beneficial effect on one patient. (6) The physi-
ust invariably provide a ‘‘gain’’ to compensate
“‘loss”” of the symptom.
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This gain should include a consistent, supportive re-
lationship, expressed through a treatment program
which may include mechanistic techniques, psycho-
therapy, and psychopharmacological approaches. (7)
Certain patients may need their symptoms to ward off a
more profound psychological deterioration; in these
cases, the therapeutic program should be geared to ac-
knowledge the reality that the symptom may never be
totally relieved, which may reassure the patient that his
avenue to a supportive therapeutic relationship will re-
main undisturbed.

The authors would like to thank Drs. Lewis Millender,
Mac Rogers, and Tim Rivinus for allowing us to include
their patients in this report; also, Benjamin Murawski,

Ph.D.(Psych.), who helped coin the phrase ‘‘clenched fist
syndrome. "’

REFERENCES

1. Moldofsky H: Occupational cramp. J Psychosom Res
5:439, 1971
2. Smith RJ: Factitious lymphedema of the hand. J Bone
Joint Surg [Am] 57:89, 1975
3. Wallace PF, Fitzmorris CS: The S-H-A-F-T syndrome in
the upper extremity. J HAND SURG 3:492, 1978
4. Pao P-N: The syndrome of delicate self-cutting. Br J Med
Psychol 42:195, 1969
5. Rangell L: The nature of conversion. ] Am Psychoanal
. Assoc 7:632, 1959
6. Zeigler F, Imboden J: Contemporary conversion reac-
tions. Arch Gen Psychiatr 6:277, 1962
7. Scheiffer I: The psychosomatic study of the development
~of a conversion symptom. Int J Psychiatr 43:169, 1962
8. Slater E: Hysteria. Br J Psychiatr 107:359, 1961




