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Hyperhidrosis of face and scalp: 
Repeated successful treatment 
with botulinum toxin type A

Sir,
Hyperhidrosis means sweat production by the 
eccrine glands in excess of the amounts necessary for 
physiologic thermal homeostasis.[1] Localized variants 
of hyperhidrosis are mostly primary and affect typically 
the axillae, palms, soles and forehead.[2] Hyperhidrosis 
of other facial areas is less common, but a considerable 
problem for affected subjects.

We present a patient whose hyperhidrosis of face 
and scalp was sufficiently treated by intradermal 
injections of botulinum toxin type A (BTX). There are 
few reports of BTX treatment of single parts of the face, 
e.g. the forehead or the nasal region. To the best of our 
knowledge, hyperhidrosis treatment of the whole face 
including middle and lower parts with BTX has never 
been described.

A 52-year-old man with stage VII male pattern 
baldness according to Hamilton-Norwood was seen 
for extensive faciocranial hyperhidrosis in 2005. 
No etiologic factors were found. Topical treatment 
with 20% aluminum chloride (AlCl) was ineffective. 
Endoscopic thoracic sympathectomy was suggested 
by the neurosurgeon, but refused by the patient.

We proposed treatment with BTX, even if this has only 
been described for forehead, the nasal region or scalp. 
To avoid effects on mimic muscles of centrofacial 
areas (perioral and nasolabial area, nose, eyebrows 
and lower forehead), very small amounts of BTX 

were strictly applied intradermal with 5 mm distance 
between the injection points. Upper forehead and scalp 
were treated by injections with 10–20 mm distance. 
A 100-unit vial of BTX (Botox™, Allergan, Vienna, 
Austria) was reconstituted in 5 ml of physiological 
saline and applied in about 300 injections in total. 
Calculation revealed an average dose of 0.33 units 
per injection, but the real dose per injection was 
noticeably lower in the middle and lower parts of the 
face. The very low-dosed injections 5 mm apart should 
avoid diffusion into the musculature, but ensure 
treatment of all skin areas without gaps. This regimen 
was performed twice a year until now. Apart from 
some inevitable discomfort associated with multiple 
injections, no other side-effects were observed. Mimic 
musculature was always unaffected. Subjective and 
objective efficacy was very high. Starch-iodine test was 
performed prior to and after the first treatment in 2005. 
Sweating had completely stopped after treatment. 
Starch-iodine test was not repeated afterwards due to 
the subjectively perfect outcome. The required dosage 
remained the same over the years. Recurrences were 
seen 5–6 months after treatment.

In 2007, the patient suffered a myocardial infarction 
and was treated by coronary stents. He was advised to 
take clopidogrel and acetylsalicylic acid (ASS) 100 mg 
daily. A 5-day interruption of this treatment was 
recommended before BTX injections, but the patient 
refused to stop clopidogrel and ASS treatment as he 
was scared of myocardial reinfarction. However, BTX 
treatment was performed despite platelet inhibitor 
treatment. Under the influence of clopidogrel and 
ASS, the patient showed only slight bleeding in the 
BTX injection areas [Figure 1], which disappeared 

Figure 1: Bleeding in injection sites immediately after treatment. 
The patient was on clopidogrel and acetylsalicylic acid 100 mg, 
which did not influence the outcome
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within 5 days. The efficacy of treatment was identical, 
and retreatment was again necessary every 6 months.

A therapeutic protocol for focal hyperhidrosis includes 
an individualized treatment plan for each site of 
involvement. For facial hyperhidrosis, BTX becomes the 
second-line treatment after AlCl.[3] Minimizing the area 
of BTX diffusion is important to minimize the potential 
for adverse effects.[4] This is particularly important 
when the injection sites are close to the muscles, like 
the centrofacial area. The degree of diffusion can be 
influenced by the dose and site of injection, the injection 
volume and the injection technique. In aesthetic 
indications, it is recommended for beginners to focus on 
the basic indications in the upper third of the face. The 
middle and lower parts of the face should only be treated 
after gaining adequate experience.[5] Hyperhidrosis 
treatment of central areas of the face should therefore 
only be performed by experienced BTX handlers.

Our technique of injections of very small amounts 
with very short distances between the injection sites 
was highly successful. The intake of clopidogrel and 
ASS 100 mg did not influence the outcome.

BTX A represents an effective and secure treatment option 
for hyperhidrosis even of the middle and lower parts of 
the face, when a special injection technique is used.
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A rare case of multiple genital 
and perianal melanoacanthomas

Sir,
Melanocytic lesions have always posed a fascinating 
and even bewildering array of diagnostic problems 
for the dermatologist. The term melanoacanthoma 
was introduced by Mishima and Pinkus in 1960 
to designate a benign skin tumor that consisted of 
proliferating melanocytes and keratinocytes.[1] It is now 
regarded as a heavily pigmented seborrheic keratosis 
by most authorities.[2] Cutaneous melanoacanthoma 
is a painless, slow-growing, benign, mixed neoplasm 
composed of melanocytes scattered throughout 
keratinocyte lobules, rather than being limited to 
the basal layer of these lobules.[3] Although the 
keratinocytes contain melanin, the bulk of the pigment 
is present within melanocytes, many of which also 
have long dendrites.[2] Cutaneous melanoacanthomas 
are mainly found on the head, particularly the lips, 
and the trunk.

A 39-year-old male patient, farmer by occupation, 
presented with multiple pigmented growths over the 
inner thighs, external genitalia, perianal areas and 
buttocks since the age of 12 years. To begin with, the 
lesions were small and asymptomatic, with gradual 
increase in size. He complained of pain, bleeding and 
oozing from the lesions since 3 months. There was 
no history suggestive of risk of exposure to sexually 
transmitted diseases (STDs). Cutaneous examination 
revealed multiple hyperpigmented papules, plaques 
and nodules with a lobulated surface over the upper and 
medial aspects of both thighs, penile shaft, gluteal cleft 
and buttocks [Figure 1a and b]. Mucous membranes were 
not involved and there was no lymphadenopathy. With 
these clinical findings, seborrheic keratosis, condyloma 
acuminata and melanoacanthoma were considered in 
the differential diagnosis. His complete blood count, 
renal function tests and blood sugar levels were within 
normal limits. Venereal Diseases Research Laboratory 
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