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Palmar and Plantar Hyperhidrosis:
Best Practice Recommendations
and Special Considerations

Dee Anna Glaser, MD; Adelaide A. Hebert, MD: David M, Pariser, MD; Nowell Solish, MD

When topical therapy and tap water iontopho-
resis (TWI!) fail, are unavailable, or are deemed
unsatisfactory by patients with palmar or plantar
hyperhidrosis (HH), the nex! logical treatment
option is botulinum toxin type A (BTX-A). Skill and
pracigion are required to treat palmar and plantar
HH because of the dense innervaltion in the palms
and soles. This article describes best practice
techniques for BTX-A (Botox*), including sug-
gested dilution and syringe selection, injection
technique, dose and injection grids, and anesthe-
sia recommendations. In addition, general BTX-A
hackground and special considerations for treat-
ing palmar and plantar HH are provided. Insur-
ance reimbursement for treating HH with BTX-A
can be challenging, navigating the insurance
reimbursement process will be discussed.
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s with other forms of hyperhidrosis (HH),
palmar and plantar HH can create serious
physical, professional, and social limitations
that affect quality of life ((QOL) and thereby cause
individuals to seek treatment. In a survey con-
ducted in 2003 of a nationally representative sample

of 150,000 households in the United Stares, rhe
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prevalence of HH was 2.9% (6800 individuals).
When that result was extrapolated to the US popula-
tion, HH was projected to be 2.8%, or 7.8 million
individuals.! Of rthese individuals, approximately
25% to 50% are projected to have palmar HH alone
or in combination with another form of HH.2?
Dermatology Life Quality Index (DLQI) scores
showed palmar HH was more debilitating than psori-
asis that requires inpatient care, eczema that requires
inpatient care, or contact dermatitis.* Because of
the importance and constant use of one’s hands in
professional and social situations, adequate treat-
ment of palmar HH is critical. Although plantar HH
is considered less outwardly obvious than axillary,
palmar, or facial HH, patients with this condition
may seek trearment because of the distress and self-
consciousness it causes. Plantar HH also may create
physical discomfort and inconvenience, which could
negatively impact an individual’s QOL.

This article presents an overview of suggested
practices for botulinum toxin type A (BTX-A;
Botox*) use (eg, dilution, duration of stability,
contraindications, warnings), specific best practice
recommendations regarding its use in the treac-
ment of palmar and plantar HH (eg, syringe selec-
tion, injection technique, dose, injection grid), and
a review of insurance reimbursement options
for HH treatment.

General BTX-A Recommendations

Clostridium  botulinum type A (Botox; approved
by the US Food and Drug Administration for the
treatiment of severe primary axillary HH that is
inadequately managed with topical agents) is sup-
plied in vials containing 100 U of vacuum-dried
neurotoxin complex. According to the BTX-A full
prescribing information, each vial can be recon-
stituted using 1 to 8 mL of 0.9% nonpreserved
saline to create a final dose of 1.25 to 10 U per
0.1 mL.? In the pivotal clinical trials for treatrment
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Table 1.

Recommendations for Botulinum Toxin Type A Reconstitution and Handling
[

Parameter Recommendation

Diluent 0.9% nonpreserved saline’ (preferred); 0.9% preserved saline

Concentration 4 U per 0.1 mL using 2.5 mL of diluent® 2.5 U per 0.1 mL using

4 mL of diluent,® or any convenient concentration to deliver
required units per injection site

Storage before raconstitution

2°C to 8°C for <24 mo®

Storage after reconstitution

4 h at 2°C to 8°C?; <6 wk at 4°C7

Handling

Special precautions not required

of axillary HH, a vial of BTX-A was diluted with
4 mL of 0.9% nonpreserved saline. However, in the
practice setting, physicians use a range of dilutions
and injection volumes, depending primarily on the
number of units to be injected at each site and the
physician's preference. [t has been suggested that
preserved saline can be used to dilute the drug
without affecting efficacy and may cause less injec-
tion pain than dilutions with nonpreserved saline.®
Regardiess of the diluent used, the reconstituted
BTX-A solution should be clear, colorless, and free
of particulate matrter.?

Although the full prescribing information rec-
ommends that BTX-A be used within 4 hours after
reconstitution,® resules of a multicenter double-
blind study demonstrated that BTX-A reconsti-
tuted with nonpreserved saline was efficacious in
treating glabellar frown lines after up ro 6 weeks
of storage at 4°C.7 Our experiences also support
using BTX-A more than 4 hours after reconsti-
tution but only if the reconstituted solution is
stored propetly. Loss of BTX-A potency at the
air-solution interface is a common concern that
has led to the recommendation to avoid agita-
tion and foam during reconstitution. Similar to
findings by Trindade de Almeida and colleagues,?
our clinical experiences suggest that BTX-A
does not require special care when handling. See
Table | for a summary of reconstiturion and
handling recommendations.™"

Patients should be educated about the pos-
sible adverse effecrs of BTX-A. The long safety
history of the drug, the low probability of any
adverse offects occurring, and the fact that most

adverse effects are mild and transient should
be emphasized.>®

In addition, it is important to confirm that
the patient does not have any contraindications
to BTX-A therapy, such as infection at the
proposed injection site(s) and known hypersen-
sitivity to any ingredient in the formularion, includ-
ing albumin.® Caution is recommended when
using this agent in individuals with peripheral
motor neuropathic diseases or neuromuscular
functional disorders, as they are at risk of clin-
ically significant sysremic side effects (eg,
myasthenia gravis, Lumbert-Eaton syndrome);
as coadministration with aminoglycosides or
other agents inrerfering wirth neuromuscular-
transmission, which may potenriate the effect of
BTX-A; in individuals with inflammatory skin
conditions at the injection site; and in pregnant
(pregnancy category ) or lactaring females (it
is unknown if the toxin is excreted in human
milk or affects an infant’s nervous system).”!! Refer
to the BTX-A full prescribing information for
complete information.

Diagnosis and Detection

Palmar HH-—In our experience, fewer patients
seck treatment for palmar HH than for axillary
HH. In a recent study of 508 parient records,
approximately 45% of patients presenred with
palmar HH.} From our observarions, the patient
population sceking treatment is young and
is more often male than female. It has been
hyporhesized that more males scek treatment
for palmar HH because they are more often
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employed in professions that require constant
use of their hands (eg, construction, repairs).

Generally, the diagnosis of palmar HH is seraight-
forward. (See the Glaser et al™ article in this
supplement.) There are few secondary causes of pal-
mar HH, unless it presents unilaterally. The Minor
starch-iodine test is of limired urility for defining
the affected area of sweating hecause palmar HH
generally invelves the entire volar surface of the
palms and digits. Some patients sweat on the non-
volar surface of their fingers.

Plantar HH—In our individual clinical experi-
ences, the number of patients who seek treatment
for plantar HH is approximately one half of those
who seek treatmenc for palmar HH. We speculate
that more patients find plantar HH less problem-
atic than other forms of focal HH because it is
less obvious and easier to manage with lifestyle
modifications, such as choice of footwear, wearing
socks, or using powders. The diagnosis of plantar
HH also is straightforward. {See the Glaser et al':
article in this supplement.} As with palmar HH,
sweating may occur on the nonvolar surface of the
feet. Maceration rarely is observed with plantar HH
but can occur.

Initial Treatment Algorithm for Palmar and
Plantar HH

Treatment of either palmar or plantar HH often
hegins with topical therapy {cg, aluminum chloride).
Topical therapy is the simplest treatment, with the
potential to produce an acceptable degree of efficacy.
Most insurance companies require documentation
that topical therapy has failed before approving
other treatment options. Two wecks of treatment
usually are sufficient to determine a topical agent’s
efficacy; however, some insurunce companies may
require a longer trial. Drawbuacks of topical agenrs
include skin irritation, messiness (eg, getting into
webs), and staining. For plantar HH, patients should
be reminded not to put on their socks until the
product dries completely; ideally, there should be
no occlusion.

Tap water iontophoresis {TWI1) may be consid-
ercd a second-line trearment. This modality can
praduce good results with proper use. The procedure
initially is administered in the physician's office. [f
effective, it is then taught to paticnts whe may
choose to purchase a unit for self-administrarion
at home rather than continually returning to the
dermatologist’s office for trearment. TWI can be
messy (eg, spitling the large trays of warer) and
is time consuming. Some patients do not ltke the
sensation it creates (eg, uncomfortable, annoying);
other parients are resistant to the commitment
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they must make to the procedure and rhe frequency
of maintenance treatments. Because of the pain
assnciated with BTX-A injections in the sole, many
patients accept TWI as their mainstay of plantar
HH treatment.

if topical therapy and TWI fail, are unavailable,
or are deemed unsatisfactory by the patient, the
next logical treatment option is BTX-A. Although
BTX-A treatment is more invasive than topical
therapy and TWI, we believe that it is saler than
oral medications or endoscopic transthoracic
sympathectomy; additionally, it is associated with
fewer adverse effects than those trearments.!*!
However, for individuals experiencing several areas
of focal HH, oral medications may be preferable
to multiple local treatments.

Best Practice Techniques

Owerall, the procedures and rechniques used to treat
axillary, palmar, and plantar HH are the same. How-
ever, mote skill and precision are required to treat
palmar HH because of the dense innervation and vas-
cularity located superficially in the palms. [mproper
injections may cause pain during the procedure and
muscle weakness after. Likewise, expettise is required
to treat plantar HH because of the dense innervation
present in the soles. The plantar nerves and vessels in
the foot are deeper than the palm because of a thicker
stratum corneum; thus, there is less risk of muscle
weakness or other complications with injections in
the foot. However, the stratum corneum thickness
on the sole can vary, so administering BTX-A con-
sistently, correctly, and at the right depth is difficule;
response rates can be tower and may depend on the
technique used.

Dilution and Syringe Selection—As mentioned
earlier, the BTX-A (Botox) prescribing informa-
tion recommends diluting BTX-A in 4 mL of
0.9% nonpreserved saline, Some physicians prefer
to use a 2,.5-mL dilution, which allows the drug to
he drawn up in five 0.5-cc syringes; in turn, this
allows 4 U BTX-A per 0.1 mL to be injected or
2 U per 0.05 mL. We recommend a 4-mL dilution
rather than a 2.5-mL dilution becausc it allows
more volume for injection and decreases the num-
ber of units deposited at each injection site, mini-
mizing potential muscle weskness that may occur
through diffusion. When using a 4-mL dilution,
we recommend the BTX-A be drawn up in four
l-ce syringes, which will provide 2.5 U per Q.1 mL
of injection, or approximately 1.5 U per 0.05 mL
of injection.

In general, plastic single-use syringes arc rec-
ommended. [nsulin syringes often are found ro be
convenient because there 15 no space at the hub,



B = e

Palmar and Plantar HH

Figure 1. Injection grid for patmar hyperhidrasis.

where the drug may be wasted. A 30-gauge needle is
standard, but several experts have reported reduced
patient pain with a 31+ or 32-gauge necdle.'® If the
syringe allows for an interchangeable necdle, it is
recommended to select a syringe that uses a luer
lock connection. A permanently attached needle
allows for less waste, bur it can become dull afrer
several injections. The choice of syringe and needle
depends primarily on the physician’s preference.
One study evaluzted the use of the Dermojet™ to
reduce the pain of injection in palmar HH; how-
ever, the results indicared that BTX-A administered
hy conventional injection was more effective than
BTX-A administered by Dermojer.'?

Injection Technique—The desired injection
depth is rhe deep dermis, at or near the junc-
tion with the subcurancous tissue, which is where
the swear glands are located . Thysicians must

keep in mind rhat for palmar HH, it is
important not to inject the medicarion
too deep because it may lead to muscle
weakness—especinlly over rhe thenar
eminence where the subcutis is thin—
which could result in decreased manual
dexterity and grip strength. For plan-
rar HH, the stratumi corneum in most
patients is thinner ac the arch and the
center of the foor than in other arcas,
This technique does not prevent muscle
wenkness because the diffusion patrern
aof the injected volume is unprediciable
and may affect some of the muscula-
ture. Complications from injecting «
nerve or artery ravely arise. Mechanical
needle flanges have heen recommended
to assist in controlling the depth of
injecrion; however, uniform injection
depth is not appropriare in trearing
palmar HH because of the varied thick-
ness of the stratum corneum and tissue
layers in different areas of rthe palm and
digits, and sole, "

Injections may cause bleeding and
extrusion of BTX-A. To minimize loss
of drug, some of us suggest injecting at
an oblique angle to create a longer
injection track. Another method is to
remove one's thumb from the plunger
of the syringe and allow a few scconds
[ pass 50 thar the pressure normalizes
between the needle and tissue before
withdrawing che needle, Wirh cach
injection, a small amount of btanching
is expected when the drug is correctly
injecred intradermally.

Dase and Injection Grid—The total Jdose and
number of injection sites required to rreat palimar
and plantar HH vary and are based on the size of
the patient’s hund or foor. The average toral dose is
100 U BTX-A (Botox) per palim (range, 25220 U}
injected in 43 to 30 sites spread approximately
I ro 1.5 cm apart. Doses of 2.5 or 3 U BTX-A per
site in the palms have been shown to create ovals of
anhidrosis approximately 1.7 to 2 ¢ in diameter
The higher dose (5 U} did not resulr in significantly
greater coverage than the lower dose. Thus, we agrec
rhat injection-site volume should remain berween
0.05 and 0.1 mL because larger volumes have
greater potential to cause weakness through Jditi-
sion inro the subcutanecus muscle and may extrude
from the injection site. We wgree thar o achieve
uptimzll treatment ourcomes, the gaﬁell L T
are confluent overlapping inhidroric spots thrensh
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Some patients may require injections
in the distal dorsal areas of the fingers
or in the webs of the fingers. We sup-
gest beginning the series of injections
at the fingertips and moving in a line
through the palm and toward the wrist.
After all the fingers and the palm have
been injected, the patient's dominant
hand should be repositioned to injecr
the medial edge.

The average BTX-A (Botox) dose
for plantar HH is 150 to 250 U per sole,
depending on the size of the foot, using
2ta3 U (0.05-0.1 ml)at each injection
site. We suggest using an injection grid
that follows the same principles shown
in the grid for the palm (Figure 2).
Two variations {or treating plantar HH
are spreading the injection sites so they
arc approximately 2 ecm aparr and using
fewer injections in the toes because they
are smaller than fingers. The injection
procedure for the sole usually takes lon-
ger to perform hecanse of the larrer sur-
face arca. These doses are recommended
by us and have been reported in previ-
ously published trials?!:23303637: they are
not strict limitations to the dose that
may be used. It is more important that
the entire affecred area be treated with
a minimum of 2 to 3 U BTX-A per

Figure 2. Injection grid for plantar hyperhidrosis.

multiple intradermal infections close ro the level of
the sweat glands. These doses are recommended by
us and have been reported in previously published
trials! T30 they are not strict limitations to the
dose thar may be used. It (s more important that
the entire affecred area is rreated with a minimum
of 2 to 3 U BTX-A per site, spaced bo more than
1.5 em apart o ensure overlapping BTX-A halos
for overall coverage. '

The suggested injection grid for palmar HH
rreatment with BTX-A 1s shown in Figure 1. Two or
jsites are injected in the distal phalanx of the hand
hecause it may be o problematic sweating arca and
is in constant use, Two sites are injected in both
the middle and proximal phalanges. About 15 to
20 sites are injected in the palm approximately
[ to 1.5 em apart. The dominant writing hand
also should receive a row of injections heginning
at the hase of rthe fifth finger and continuing to
the wrist midway between the palm and dorsal
surface to pravide maximal dryness when writing,
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site, spaced approximately 2 cm apart
to ensure overlapping BTX-A halos for
overall coverage.

Anesthesiv—As previously mentioned, the palms,
digits, and soles are highly innervared; therefore,
adequate anesthesia is important for patient cowmn-
tore during BTX treatment. Few patients are ahle
to undergo a series of injections without anesthesia.
Topical anesthetics used for cosmetic procedures,
such as a eutectic mixture of local anestherics or
topical lidocaine 4%, usually are not effective in
penetrating the thick stratum corneum of the sole.
Vibration anesthesia te mask the pain has dem-
onstrated variable success. Some patients achieve
adequate anesthesia with the use of one massager
on the dorsal surface of the hand or foot and
one massager on the volar surface of the palm or
sole, Other patients find this method insufficien
when used alone or find the vibration annoying.
Obtaining the correct massager and teaching your
staft how to effectively coordinate irs use with the
injections can be difficult. [f a massager is used, we
suggest that it should be covered with a glove to
protect it trom hlood contamination,



Nerve blocks huve been the gold standard of
anesthesia for palmar and plancar HIEL Wrist blocks
generally involve the ulnar and median nerves, and
sometimes the radial nerve. For plantar HH, the
posterior tibial and sural nerves are blocked. Nerve
blocks allow for more precise injections and berter
patient comfort because the hand{foot is completely
anesthetized. There is a low incidence of paresthesia,
and permanent nerve damage is rare.'5"%% How-
ever, some patients do not like remaining anesthe-
tized for extended time after the procedure. If both
hands or feet arc treated at the same time using
nerve blocks, the patient will require assistance
leaving the office and at home for several hours
after the procedure.

More recently, cryoanesthesia using ice com-
bined with pressure has become more prevalent,
In our experience, this method provides satisfac-
tory anesthesia with complete safery. Cold packs,
liguid nitrogen, or ethyl chloride also may be used
instead of ice. In many cases, our patients with
palmar HH who previously received netve blocks
and later tried cryoanesthesia have preferred the
larter merhod and rarely have asked for nerve
hlocks in subsequent treatinents. Although this
technique has been successful for palmar HH,
it may be less effective in pain relief if used as
the only anesthesia for plantar HH injections
because of rthe thicker strarum corneum on
the sole and some of the thicker regions of the
foot. A combination of anesthesia techniques may
alleviate more pain than a single rechnique. For
plantar HH, vibration and cryoanesthesia can be
used in combinarion.

When using cryoanesthesia, it is suggested
to freeze gauze pads into the ice to help the
assistant maintain a better grip on the ice as
it melts. Another option is to freeze small bal-
loons filled with water so that the patient’s hand
does not become wet us the ice melts during the
procedure. The assistant should be aware that
as the ice melts in the balloon, the temperature
may increase slightly; thus, a new piece of ice
should be used if the anesthesia is becoming
inadequate. One benefit of using ice rather than
other numbing products is that the ice molds to
the shape of the fingers and provides a greater
anesthetized surface area. The assistant should
wear insulated thermal gloves under the standard
vinyl or latex gloves when handling the ice tor
the procedurc.

When performing cryoanesthesia on the palm,
placing an absorbent towel or drape under the
hand receiving the rtreatment helps to soak up
the melred ice. We suggest starring injections at
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the fingertip, which is the most sensitive area, so
that throughout the procedure the patient is not
preoccupicd with anticipating the pain that might
be felt in that area. The assistant should place ice
on the distal fingertip while applying firm pres-
sure. The ice and pressure should be maintained
at the injection site for at least 7 to 10 seconds.
Counting the time aloud allows the patient to
expect the injection and alleviates what otherwise
may be an uncomfortable silence. The injection
should be performed quickly after removing the
ice because the anesthesia lasts only a few seconds.
Immediately after an injection, the assistant should
repeat this process at the next injection site. A
similar technique would apply for treating the sole
tor plantar HH.

Special Considerations

Palmar HH—Muscle weakness is the main adverse
effect observed in published reports and in our
clinical experience.!"#2% Reports have suggested
thar muscle weakness may occur in 6% to 77% of
patients.! 726225 (See the Glaser et al® article in
this supplement.) This wide range indicates the
occurrence of this effect may depend on the injec-
tion grid, technique, and dilution used. Muscle
weakness penerally is mild and noticeable only
when maximal finger opposition is required, such
as when opening a vacuum-sealed jar. Patients
usually do not experience difficulty eating, typ-
ing, or writing. The duration of effect is transient
and usually resolves within a few weeks after
the injections.

Another potential temporary adverse effect fol-
lowing treatment is soreness at the injecrion sites
for 1 or 2 days.? Six of 19 subjects reported dry skin
on the palms that required use of a moisturizer.”?
Ortherwise, the use of BTX-A (Botox) has a gond
safety and rolerability profile.

When treating a patient with palmar HH for the
first time, it is recommended to treat the nondomi-
nant hand first and then have the patient return
in a few wecks with feedback so that any neces-
sary dose adjustments can be made before treating
the dominant hand. Results of a Minor srarch-
iadine test performed at follow-up may be beneficial
to detect any pockets of sweating that were not
treated adequately.

Patients usually complain of recurrence of sweat-
ing first in the digits of the dominant hand. Some
experts have speculated that the digits probably
are not experiencing a loss of efficacy more quickly
than other treated areas but that the recurrence of
symptoms is mere noticeable in that area because
it is used more frequently than other areas of the
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hand. Patients may return for touch-ups between
full treatments. If the patient is wiiling and dis-
tance is not a limiring facvor, it is best to maintain
a staggered alternating treatment regimen for the
2 hands because touch-ups then can be performed
on the previously treated hand during a treatment
session for the other hand.

Generally, patients receive 2 treatments per
year for palmar HH because the duration of effect
usually ranges from 5 to 7 months before an unac-
ceptable level of sweating returns. The severity
of the patient’s palmar HH before trearment does
not appear indicative of the duration of etficacy
following treatinent.’

Pluntar HH—In the published literature, one
patient reparted weakness of plantar flexor muscles
in both fect that resolved in 10 days.™ Adverse
effects included pain on injection and bruising,
which are not atypical for BTX trearment. !0
Otherwise, BTX-A (Botox) therapy demonstrated a
good safety and tolerability profile consistent with
its use in other therapeutic indications. 214193037

As with palmar HH, resules of a Minor starch-
iodine test performed during a follow-up visit may
be useful in plantar HH to detect any pockets of
sweating not treated adequately during the initial
procedure. Generally, patients receive 2 treatments
per year for plantar HIT because anhidrosis tends to
last between 4 and 6 months before an unaccept-
able level of sweating returns.

Patients may be self-conscious abour the odor
caused by plantar 1IH. They may request recom-
mendations on methods to control odor and werness
if they are unable to tolerate or afford BTX-A treat-
ment. Some suggestions that may help are citric acid
products or topical antibiotics, in addition to consis-
tently changing socks 1o maintain dryness.

Impact on QOL

The discomfort associated with palirar HH can affect
professional and personal relationships and function-
ing. Patients may avoid handshakes as well as sports
and other physical activities. Many patients develop
hahits such as constantly wiping their hands on hand-
kerchiefs or towels. Patients with palmar HH nored
the following limitations caused by the disease:

e "She recalled wrapping paper towels around
her pencils in school so she could hold
them and placing paper towels between
her hand and the paper to avoid smudging
when writing.”*

e “ . . [Hler chief occupational complaint
was that intravenous tubing slipped out
of her hands because of her HH, limiting
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her ability to perform her duries {a nurse]
at work. Moreover, she constantly had to
change her gloves because they rapidly
filled with sweat. When driving an auto-
mobile, she would direct air vents toward
her hands so they would not slip off the
steering wheel."®

¢ “ .. |Hje is convinced that a suspect lit-
erally slipped out of his hands during an
atcempted arrest because his hands were so
sweaty. Additionally, his sweaty palms lim-
ited his ability to perform well on the police
academy pistol range test because his fingers
slipped on the pistol.”®

e “She constantly carricd a rag or paper rowels
with her and reported that she once shorted
out a computer keyboard because of her
sweat. She could nor handwrite without the
ink smudging."

e “At a party, she would always hold a very
cold drink in her right hand so that when
shaking hands, the other person would feel
the wet hand and assume that the wetness
was from the drink.”

e  “At a very important social event, he had
the opportunity to shake hands with Vice
President Cheney. After the handshake, the
vice president looked at his own hand, made
a facial grimace, and wiped his hand on
his trousers.”

Many patients with plantar HH complain they
arc unable to wear tlip-flops or other upen foorwear
without slipping and sliding in them, which tends
to hinder movement during the summer months
and at events such as weddings. One case report
described che patient as staring, "She . . . noted
that if she wore shoes without socks, her feet would
slip and slide inside the shoes.” Another patient
described her feet as if “they were in a sauna” when
certain types of shoes were worn.

Several studies measuring the cffecrs of BTX-A
{Botox) treatment have shown substantial improve-
ments in patient JOL. The symptoms of palmar HH
have a more profound cffect in increasing overall
patient dissatisfaction with their lifestyle (based on
the DLOI) than do the symptoms of severe psoriasis,
eczema, ar atopic dermaticis.* Thus, palmar HH ereat-
tnent offers potential for improving QOL. Tan and
Solish™ reported a significant improvement in DL
scotes with treatment (P<0.02), as did an analysis by
Campanati and colleagues® {P<<.001). Swartling and
colleagues! reported an 80% unprovement in the
DLQI score in treated patients who did not experi-
ence relapse (P=.00019). DLQOI scores significantly



decreased in the following categories: embarrassment/
self-consciousness; interference in  shopping/
housework/eardening; influencing clothing choices;
social/leisure activities, sports; working/studying;
relationships with partners, close friends, or rela-
tives; sexual difficultics; and treatment being time
consuming or messy (P’<<.05 for all). A study by
Vadoud-Seyedi® evaluated 10 subjects with plantar
HI I for up to 8 months following BTX-A treatment.
Resules showed that self-assessment reports from
7 of 10 subjects found that the subjects were sat-
isticd with trearment and experienced improved
social performance.®

Insurance Reimbursement

The insurance reimbursement environment for
HH is becoming less restrictive with the increasing
amount of QOL data being published to sup-
port the personal, psychologic, social, and pro-
fessional impact HIl has on patients. Many
insurance companies no longer view treat-
ment as a cosmetic matter and understand it
is a medical neccssity. However, there still can
be challenges navigating through the insurance
reimbursement process,

Although not a guarantee for coverage, precertifi-
cation does help increase the likelihood of insurance
reimbursement and should become standard office
practice for patients with HH.% A standardized let-
ter justifying the need for BTX-A treatment also
may be useful. Most insurance companies request
that the letter include the patient's Hyperhidrosis
Disease Severiry Scale score or other measures of
the impact of HH on the patient, in addition to
a list of personal and professional limitations that
have resulted from the condition. Documentation of
past treatments and the reason for failure or discon-
tinuation of the therapy can he helpful. Supplying
(OL data from the published literature also will
help strenpthen support for reimbursing rreatinent
and potentially increase awareness among decision
makers in the insurance industry.

Revisions have been made to the International
Classification of Diseases, Ninth Revision, Clinical
Modification (ICD-9-CM), and the CPT® (Current
Procedural Terminology) codes, to help improve
access to care for individuals with 11H.#% Since
October 2004, 11H has been recognized as a primary
diagnosis with [C[>-9-CM codes 705.21 and 705.22
for primary and secondary focal 11H, respectively.?’
Another recent development is the designation of
CPT codes for chemodenervation of eccrine glands
(eg, BTX-A therapy).#14 Since 2006, the CPT
code for axillary HH is 64650; for HH in other
areas, such as the sealp, thce, and neck, the code is
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64653 (Table 2). For hoth codes, it is necessary to
report the specific service and code for the specific
substance(s) or drug(s) provided. The CPT code for
palmar and plantar HH is 64999, which applies to
chemodenervation of the extremities [eg, hands,
feet].” Usually, this code will not be processed elce-
cronically and generares a query from the insurance
company for a manual claim to be submitted with
supporting medical information and a statement
of medical necessity. No specific level of insur-
ance reimbursement is assigned to this eode, so the
reviewer decides the amount of payment each time
the code is used. If the procedure is reimbursed, the
physician and patient should note that some insur-
ance companies may limit the toral BTX-A dose or
frequency of treatment.¥

Evaluation and management services can be
submitted for an insurance claim at the first visit
but not for subsequent visits that monirtor the
patient's response to treatment {Table 2). The CPT
25 modifier {a 2-digit code listed after the proce-
dure code) should be used if a separate service is
performed at the same time as the trearment. Gen-
erully, gravimetric measurements and Minor starch-
iodine tests are not reimbursed. Nerve blocks, if
used, vary in coverage.

When submitting a claim for BTX-A (Botox),
it is important to use the National Drug Code
for the therapeutic product, not the cosmetic
product, to decrease the risk of having o claim
rejected, BTX-A can be billed using the Healtheare
Common Procedure Coding System code JO385 (per
unit}.¥* Some insurance claim submission programs
do not accommodate 3 digits for units of BTX-A.
A solution is to submit 2 claims that add up to the
total amount of BTX-A used (eg, 99 U for the first
claim, the remainder for the second claim). If the
physician does not want the practice to bear the
risk for drug reimbursement or handle the associ-
ated paperwork, hefshe can write a prescription
for BTX-A, with a note that it is not for cosmetic
use, and have the patient bring it ip ar the rime of
treatment. For queries regarding BTX-A (Botox),
there is an insurance reimbursement hotline that
can provide support and resources.

Although insurance reimbursement is more con-
sistent now, sometimes BTX A treatment will not he
covered. In such cases, it is important to discuss alver-
native treatments with the patient. Some patients
may opt to have only their dominant hand treated
as a compromise hetween personal satisfaction and
out-of-pocket constraints. For patients who may not
have medical care coverage but have prescription
coverage, it may be helpful for the physician to write
a prescription tor BTX-A that the patient can bring
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Table 2.

Current ICD-9-CM and CPT® Codes for Select Focal Hyperhidrosis

Diagnoses and Therapies*42-45

Diagnosis/Treatment Current Code(s)

Notes

Primary focal HH ICD-9-CM, 705.21

Farmer |CD-2-CM, 780.80

Secondary focai HH

ICD-9-CM, 705.22

Former ICD-3-CM, 780.80

Evaluation and management
services, when applicable

CPT; 99211, 99212, 99213,
or others (if appropriate)

The CPT 25 modifier may
be used if applicablet

BTX-A CPT, 64650

(chemodenervation of
eccrine glands; both axillae)

CPT, 646563

(chemodenervation of
eccrine glands; other area(s)
[eg, scalp, face, neck]

per day)
CPT, 64999

(chemodenervation of
extremities [eg, hands, feet])

Providers must “report the specific
service in conjunction with code(s)
for the specific substance(s)

or drug(s) provided"*

Praviders must “report the specific
service in conjunction with code{s)
for the specific substance(s)

or drug(s) provided"#*

Often, this code cannot be processed
electronically and usually generates a
query from the insurance company for
a manual claim with supporting medical
information and a statement of medical
necessity. No specific level of insurance
reimbursement is assigned 1o this code

*ICD-8-CM indicates International Classification of Diseases, Ninth Revision, Clinical Modification; CPT, Current Procedural

Terminology; HH, hyperhidrosis; BTX-A, botufinum foxin type A.
1A CPT modifier is a 2-digil code listed afler he procedure code.

Adapted with permission from Cutis. 2006;77(suppl 5):42-46, ®2006, Quadrani HealthCom Inc.

in at the time of treatment. As a result, the patient
only pays for the procedure out-of-pocket, assuming
BTX-A is covered by hisfher prescription plan.

Comment

Palmar and plantar HH can cause much distress,
discomfort, self-consciousness, and inconvenicnce
for patients with either of these conditions, which
may limit a patient’s personal, professional, and
social functioning and reduce hisfher QOL. Because
of the lmportance and constant use of one'’s hands
and feet, adequate treatment of palmar and plan-
tar HH is essential. Topical agents and TWI can
provide control, but in more severe cases, they are
generally inadequate. In such cases, it is importanc
that physicians are aware chat BTX-A is a treatment
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option for these forms of HH. To achieve success-
ful clinical outcomes and to maintain safety when
injecting the palm andfor sole, which are highly
innetvated and have dense vasculature, it is critical
that physicians understand the proper techniques for
BTX-A injecrions.
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