Focal Hyperhidrosis of the Anal Fold: Successful Treatment
with Botulinum Toxin A
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BACKGROUND Treatment of focal hyperhidrosis with botulinum toxin A (BTX-A} is known to be effec-
tive in the axillary, palmar, and plantar region. No studies evaluating the treatment of hyperhidrosis in
the anal fold with BTX-A are available, however.

OBJECTIVE The objective was to evaluate whether or not injections with BTX-A are an effective therapy
option for the treatment of focal hyperhidrosis of the anal fold.

MATERIAL AND METHODS Eleven male patients {(median age, 28.3 years) with focal hyperhidrosis of
the anal fold as assessed by modified iodine-starch test were enrolled. Each patient received intradermal
injections with 38 U on average {30-54 U) of BTX-A (BOTOX, Allergan Inc.). Changes in sweat rates were
documented by comparing the size of hyperhidrotic area in square centimeters before and 4 weeks after
injection.

RESULTS The mean reduction of hyperhidrotic area was 29.9 cm? (range, 27-43 cm?), corresponding to

a reduction of 78.5%. Apart from painful injections, no side effects were observed.

CONCLUSION BTX-A is an effective therapy for patients with focal hyperhidrosis of the anal fold.

The authors have indicated no significant interest with commercial supporters.

yperhidrosis of the anal fold is a rare form of

focal hyperhidrosis that mainly occurs in men.
Exact epidemiologic data are not available. Exces-
sive sweating may become a severe problem for the
patient with possible development of eczema or
mycosis due from excessive skin moisture.' More-
over, social and professional disadvantages due to
visible sweat marks are possible. Therapeutic ap-
proaches such as systemic medication with anti-
cholinergics or widespread application of topical
agents (e.g., aldehydes or aluminum compounds) are
available.? Surgical approaches and alternative ther-
apies like iontophoresis have not been described for
this special form of focal hyperhidrosis. Although
numerous studies have shown the efficacy of
botulinum toxin A (BTX-A) injections as a therapy
for focal axillary, palmar, and plantar hyperhidrosis,
no study investigating this therapy option for

hyperhidrosis of the anal fold is available.*®
Therefore, using a qualitative, modified iodine-
starch test, we investigated the reduction of focal
anal hyperhidrosis after BTX-A treatment.

Materials and Methods
Patients and Treatment

Eleven male patients (median age, 28.3 years;
range, 25 to 39 years) with primary focal anal
hyperhidrosis were enrolled in the study. Patients
completed a physical examination at baseline.

An in-depth search for systemic causes of secondary
hyperhidrosis such as malignancy, infection, hyper-
thyroidism, diabetes, and endocrinologic screening
were negative. Before presenting at our department,
all patients underwent unsuccessful conservative
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FOCAL HYPERHIDROSIS OF THE ANAL FOLD

* Hyperhidrotic a
Agatyears) - befare therapy (e’
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weeks after injection, hyperhidrotic areas were sig-
nificantly reduced to 8.2 cm? (range, 5-12cm?y,
corresponding to a reduction of 78.5%. Patients re-
ported a high satisfaction with BTX-A therapy on
the analogous scale (meaun, 1.5; range, 1-3).

Besides four patients (36.4%) who reported the in-
jections to be painful, no severe side effects were
observed during therapy. Despite the anatomical
closeness to the anal sphincter, no functional distur-
bance was observed.

Discussion

Hyperhidrosis of the anal fold may become a severe
problem for the patient, including possible social and
professional disadvantages due to visible sweat
marks.! Studies on therapeutic options for this form
of focal hyperhidrosis are unavailable. Qur clinical
experiences, however, show that external application
of ropical agents {e.g., aldehydes or alursinam com-
pounds) may be an effective therapy in cases of mild
hyperhidrosis. If excessive sweating is present topical
agents may be inadequate. Contrary to axillary or
palmar hyperhidrosis, surgical treatment is not

available due to anatomic conditions in the anal fold.

Severe hyperhidrosis may therefore be a therapeutic
challenge in this anatomical region.

‘hyperhidrosis and the results of Wollina and Konrad.

Qur resolts confirm that in these cases injections
with BTX-A may be an effective therapeutic ap-
proach. In a review of the literature, BTX-A was not
described for the treatment of focal hyperbidrosis of
the anal fold. There is only one study available that
compares traditional BTX-A treatment of muscular
spasticity in anal fissures with combined trearment
of spasticity and focal hyperhidrosis of the anal fold
and perianal skin.” Wollina and Konrad” used 30 to
50U of BTX-A for intracutaneous injections of the
hyperhidrotic area; leading to higher remission rates
of anal fissures and patients’ satisfaction compared
to intramuoscular injection alone. The purpose of the
study mentioned, however, was the treatment of
muscular spasticity in anal fissures, and data of
hyperhidrotic areas or reduction of swear rates are
completely missing.

The amount of BTX-A used in our study was chosen
based on our experience in the treatment of axillary

We used 1 U ina square of 41 x T em with a mean
dose of 38 U per patient. This amount was sufficient
for an effective therapy in our patients, however, in
cases of excessive sweating the dosage may need to
be increased. The observed mean reduction of the
hyperhidrotic area was 78.5% in our patients. This
corresponds to data after BTX-A injections for focal




hyperhidrosis of other anatomical sites. Simonetta
Moreau and coworkers® showed a 78.6% reduction
of sweating area in patients with palmar hyper-
hidrosis 1 month after injection with BTX-A, as-
sessed by Minor starch test.

Patients’ satisfaction was very high in our collective,
similar to results after injection of BTX-A for dif-
ferent forms of focal hyperhidrosis. Vadoud-Seyedi®
reported satisfaction in 70% of patients after
treatment of BTX-A for plantar hyperhidrosis. Solish

% even reported 90% of patients be-

and colleagues®
ing satisfied 4 weeks after BTX-A injections for focal

axillary hyperhidrosis.'®

Limiting factors for comparison of reduced sweat
rates and patients’ satisfaction are given when dif-
ferent forms of methods for evaluation of therapy
are used. Patients’ satisfaction is sometimes evaluat-
ed using analogous scales, whereas other authors
prefer standardized questionnaires or just whether
the patient is satisfied with BTX-A injections or not.
Similarly, reduction of hyperhidrosis is often differ-
ently measured in studies. Whereas some authors
prefer quantitative tests (e.g., gravimetry) to evaluate
therapy, others use qualitative methods (e.g., Minor
starch test). Compared to focal hyperhidrosis of the
palms or axillae, diagnostic procedures such as gra-
vimetry or iodine-starch test are difficult to perform
in the anal fold. Moreover, gravimetric standard
values for sweating rates, which exist for axillary
hyperhidrosis, are not available. Therefore, we used
a modified iodine-starch test with specially prepared,
iodine-impregnated copy paper, allowing a mea-
surement of hyperhidrotic area in square centime-
ters. This modified test has proved to be an effective
tool in our clinical routine, both for diagnosis and
for therapy control of hyperhidrosis of the anal fold

and the submammary region.'!

In summary, BTX-A injections seem to be an effec-
tive treatment option for focal hyperhidrosis of

BECHARA ET AL

the anal fold, with the iodine-impregnated copy
paper being a useful and practical method for eval-
uating therapeutic efficacy. We did not evaluate
long-term results of BTX-A injections for hype-
rhidrosis of the anal fold, however. Further studies
are necessary to assess these data.
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