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Introduction

Primary hyperhidrosis is a condition characterized by 
excessive and uncontrollable sweating (1,2). Surgical 
sympathet ic  blockades  such as  sympathotomy or 
sympathicotomy have been accepted as the most effective 
treatment option for severe hyperhidrosis when medical 
treatment fails (3,4). However, postoperative compensatory 
hyperhidrosis is a challenging complication that can 
cause patients to regret undergoing surgery and lead to a 
surgeon’s reluctance to choose surgery as the first treatment 
option for primary hyperhidrosis, especially craniofacial 
hyperhidrosis (1,3). Compensatory hyperhidrosis most 
commonly affects the trunk after sympathetic blockades 
(5,6). Herein, we present a rare case of a successful 
sympathotomy for severe compensatory hyperhidrosis in 
the trunk caused by traumatic cervical spinal cord injury. 

Case presentations

A 32-year-old man was admitted to our clinic after 
presenting with severe sweating in the trunk. He had a 
history of primary hyperhidrosis in the face and hands 
since adolescence. Two years ago, he underwent an anterior 
cervical spinal fusion due to traumatic cervical spinal injury 
(incomplete spinal cord injury with central cord syndrome 
and traumatic herniation of the nucleus pulposus in C5–6) 
after a car accident. There was no traumatic injury in the 
thorax. Although his facial hyperhidrosis disappeared after 
trauma and surgery, the patient experienced severe sweating 
in the trunk and hands, and he needed to change cloths 
several times a day. Conservative treatment failed, so we 

selected a surgical approach for treatment of the patient’s 
truncal and palmar hyperhidrosis. With the patient under 
single lumen endotracheal general anesthesia in the prone 
position, we performed 5-mm, two-port thoracoscopic, 
R3 sympathicotomy for palmar hyperhidrosis, using a 
CO2 gas insufflation via the sixth intercostal space on the 
post-axillary line and the seventh intercostal space on the 
mid-scapular line. In addition, we performed sympathetic 
ganglion ablation from T5 to T8 for trunk hyperhidrosis. 
The patient’s postoperative course was uneventful, and he was 
discharged without any complications on the first postoperative 
day. The patient’s palmar had completely resolved and truncal 
hyperhidrosis had much improved. Infrared thermography 
showed elevations in temperature primarily of the trunk and 
hands, indicating palmar and truncal hyperhidrosis were 
improved after surgery (Figure 1). Six months after surgery, 
the patient was very satisfied with the surgical outcome, 
although mild compensatory hyperhidrosis had developed 
in the thighs and buttocks. 

Discussions

This report described a rare case of excessive trunk 
hyperhidrosis that was considered as compensatory 
hyperhidrosis secondary to traumatic cervical spinal cord 
injury. The patient had a previous history of severe facial 
and palmar hyperhidrosis. Although his facial hyperhidrosis 
resolved after cervical spine trauma and cervical spinal fusion 
surgery, the patient’s palmar hyperhidrosis persisted and he 
developed severe trunk hyperhidrosis. Because sympathetic 
blockade of the sympathetic nerves related to facial 
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hyperhidrosis resolves facial hyperhidrosis and usually causes 
compensatory hyperhidrosis, we assumed that the patient’s 
cervical injury, acting as a sympathetic blockade, resolved his 
facial hyperhidrosis and caused compensatory hyperhidrosis 
in the trunk. Interestingly, palmar hyperhidrosis is usually 
improved after sympathicotomy for facial hyperhidrosis, 
but palmar hyperhidrosis persisted in this case (1,4). We 
hypothesized that the palmar hyperhidrosis persisted because 
the sympathetic nerves related to palmar hyperhidrosis were 
intact and without injury. Hyperhidrosis has been reported 
to be caused by various conditions, including cervical 
spinal trauma and tumors (2,7). However, to the best of our 
knowledge, the present case represents the first report of 
facial hyperhidrosis resolved by cervical spinal trauma along 
with compensatory hyperhidrosis in the trunk. Although we 
do not know whether the excessive sweating in the trunk 
was compensatory hyperhidrosis caused by the sympathetic 
nerve injury, we favored compensatory hyperhidrosis because 
facial hyperhidrosis was resolved and sympathetic blockade 
for facial hyperhidrosis usually develops compensatory 
hyperhidrosis. The severe hyperhidrosis in the trunk and 
hands interfered with the patient’s everyday activities, and 

medical treatment failed, leading to the selection of surgical 
sympathetic blockade for treatment. Trunk is innervated 
by ipsilateral sympathetic efferent fibers from segments T4 
to T12 (2) and previous studies have reported successful 
management in the trunk with sympathetic blockade  
(T4–T7) via ablation or botulinum toxin (1,3,6,8). We think 
that the ranges of sympathotomy for truncal compensatory 
hyperhidrosis are not defined yet. We did not perform T4 
sympathotomy to prevent complications such as severe dry 
hands because we performed R3 sympathicotomy for palmar 
hyperhidrosis. If we did not perform R3 sympathicotomy, 
we included T4 sympathotomy. Therefore, we performed 
R3 sympathicotomy for palmar hyperhidrosis and added 
sympathetic ganglion ablation form T5 to T8 for trunk 
hyperhidrosis with electrocautery. The operative outcomes 
were satisfactory without any noticeable complications. As 
usual, postoperative mild compensatory hyperhidrosis in 
the thighs and buttocks was considered to be caused by R3 
sympathicotomy for palmar hyperhidrosis. In conclusion, this 
case report described the resolution of facial hyperhidrosis 
and development of truncal compensatory hyperhidrosis 
after cervical spinal trauma. In addition, thoracoscopic 

Figure 1 Infrared thermographic images were obtained preoperatively (top) and on the seventh postoperative day (bottom).



1117Journal of Thoracic Disease, Vol 12, No 3 March 2020

© Journal of Thoracic Disease. All rights reserved. J Thorac Dis 2020;12(3):1115-1117 | http://dx.doi.org/10.21037/jtd.2020.01.62

sympathetic blockade of T5–T8 with electrocautery ablation 
seems effective, feasible, and without complications for severe 
compensatory hyperhidrosis in the trunk. 
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