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Abstract
Objective: Microwave thermolysis (MWT) is an emerging treatment for axillary
hyperhidrosis reducing both sweat and odor. No prior studies have investigated
and compared the different available energy settings of the MWT device. This
study evaluated patient‐reported outcome measures (PROMs) for axillary
hyperhidrosis and osmidrosis following MWT treatment with two different
energy levels.
Methods: Twenty adults with axillary hyperhidrosis and osmidrosis reported
sweat on Hyperhidrosis Disease Severity scale (HDSS: 1–4) and odor on Odor
scale (OS: 1–10), respectively, supplemented by overall Dermatology Life Quality
Index (DLQI: 0–30). This was a prospective, randomized, patient‐blinded and
intraindividually controlled study with 3 months follow‐up (FU). Randomization
comprised MWT treatment of one axilla with a standard medium energy setting
(energy level 3) and the contralateral axilla with a standard high energy setting
(energy level 5).
Results: At baseline, patients reported substantial sweat and odor, negatively
affecting their quality of life. At 3 months FU, PROMs showed improved quality
of life with significantly reduced odor and sweat. Overall DLQI was reduced from
a median of 10 to 4, with a median 6.5‐point reduction (p= 0.0002). HDSS was
reduced from a median of 4 to 2 on both sides, with a median reduction of 1 for
medium energy level and 2 points for high energy level (p= 0.014). OS was
reduced from a median of 8 to 3 for both energy levels, with a median reduction
of 3.5 and 4.5 points for the medium and high energy level, respectively
(p= 0.017). Local skin reactions were mild and transient, but slightly more
pronounced following treatment with the high energy level.
Conclusion: MWT effectively improved patients’ quality of life, axillary sweat,
and odor 3 months after on baseline treatment. Treatment with the high energy
level presented a subtle but significant increase of efficacy based on PROMs for
both sweat and odor. Patients were willing to accept a higher amount of
temporary local skin reactions from a higher energy setting when experiencing
greater odor and sweat reduction.
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INTRODUCTION

Axillary hyperhidrosis is a primary skin condition
significantly affecting patients’ daily activities and
quality of life.1,2 Standard of care for axillary
hyperhidrosis consists of temporary solutions such
as topical and systemic treatment and especially
botulinum toxin.3 Surgical treatments have been
limited due to long downtime and a higher risk of
complications such as nerve damage, scarring, and
compensatory hyperhidrosis. Patient demands are
increasingly pushing toward noninvasive treatments
with long‐term efficacy as well as limited downtime
and side effects.4,5

In many patients with axillary hyperhidrosis, the
condition is accompanied by increased malodor, called
osmidrosis. Odor is caused by the interaction of
secretion from the apocrine glands and bacteria on the
skin surface in the axillae. Current treatments generally
target hyperhidrosis, which may simultaneously reduce
odor, while osmidrosis, specifically, has proven more
challenging to treat. The consequence of axillary
osmidrosis has been shown to result in social and
emotional distress and studies have presented osmidro-
sis to have a substantial impact on patients’ Dermatol-
ogy Life Quality Index (DLQI).1,6

While axillary hyperhidrosis is both visible and
measurable, osmidrosis is challenging to clinically assess.
Patient‐reported outcome measures (PROMs) comprise a
standardized method to assess both subjective sweat and
odor, which allows the assessment of treatment effect to
be based on patient satisfaction rather than purely
objective measures.

Microwave thermolysis (MWT) has gained an
increasingly significant position in the treatment of
axillary hyperhidrosis and osmidrosis.7–16 The MWT
device delivers energy through the epidermis specifically
targeting the sweat glands that do not regenerate.17 The
treatment is considered to target both the eccrine and
apocrine glands in the axillae, and thus the treatment can
provide long‐term reduction of both sweat and odor.7,18

The MWT device has a range of standard energy
settings (levels 1–5) with incremental total energy
delivery with higher energy levels. In previous studies, a
variety of energy settings for the device has been used,
but none have directly compared two standard energy
levels. Some studies have performed standardized treat-
ments with a fixed energy level,6,12,15 other studies have
adjusted energy settings between visits,9–11 while a few
studies omitted to specify energy level.1,14 Additionally,
the number of treatments in studies has ranged from 1 to
3, minimizing the comparability between studies and
energy levels utilized. Overall, it is assumed that
treatment with a higher energy level can increase the
efficacy but simultaneously increase the risk of side
effects,9 but this has not previously been investigated
specifically.

This study aimed to evaluate PROMs on sweat and
odor following MWT treatment with two different
energy levels. The study also aimed to compare energy
levels by side effects and patient satisfaction, while
assessing the overall treatment effect on patient quality
of life.

MATERIALS AND METHODS

Study design

A prospective, randomized, patient‐blinded, and split‐
patient clinical trial was conducted where patients
received one baseline treatment, followed by a telephone
survey on day 2, and clinical follow‐up visits 1 and 3
months after treatment.

The study was conducted at the Department of
Dermatology, Bispebjerg Hospital, Copenhagen Univer-
sity Hospital, Denmark. Patient recruitment was carried
out at two dermatologic departments, Gentofte and
Bispebjerg, Copenhagen University Hospital.

The Danish Data Protection Agency and the
Regional Committee on Health Research Ethics in
Copenhagen approved this study (H‐20013908), and it
was conducted in accordance with the Declaration of
Helsinki. Written informed consent was obtained from
all subjects before study procedures.

Study population

The inclusion criteria comprised adults from 18 years of
age with primary axillary hyperhidrosis with a positive
gravimetric test at baseline as well as a subjective rating
of 3 or 4 on the 4‐point Hyperhidrosis Disease Severity
scale (HDSS) and ≥5 on a 10‐point Odor scale (OS).

The exclusion criteria included universal or secondary
hyperhidrosis, a medical treatment known to affect sweat
secretion (e.g., anticholinergics, antidepressants, antidia-
betic drugs), pregnancy or lactation, previous axillary
surgery and/or neurologic deficit in the upper limb,
abnormal skin in the axillae (e.g., hidradenitis suppur-
ativa, breast tissue), established contraindications for
MWT including severe circulatory or respiratory disease
(supplemental oxygen and/or electronic device implants,
e.g., pacemaker), and history of intolerance to the
utilized local anesthesia (LA), as well as other hyper-
hidrosis treatments before inclusion defined by time
limits as follows:

Topical prescription medication (≤1.5 weeks), sys-
temic treatment (≤1.5 weeks), iontophoresis (≤3 months),
and botulinum toxin A (≤12 months).

Concomitant treatment during the study was not
allowed except for over‐the‐counter deodorants or
antiperspirants which were allowed except for 1–5 days
(depending on the type) before study visits.
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Study procedures

Treatment with MWT was performed with the miraDry®

System (miraDry Inc.), which delivers energy to the
dermal–subcutaneous interface, where eccrine and apocrine
glands reside. With a built‐in feature, the MWT device
simultaneously protects the epidermis and upper dermis by
constant surface cooling during and after energy delivery.

By randomization, one axilla received treatment with
energy level 3 (5.8 GHz, 2.7 s) and the contralateral axilla
with energy level 5 (5.8 GHz, 3.0 s), corresponding to
medium and high energy settings. The randomization
was computer generated an revealed at baseline to
clinicians, only, while patients remained blinded
throughout the study. Patient blinding during treatment
was secured by manually covering the device screen.

All treatments were performed by the same two
trained clinicians. Treatment areas were assessed
individually by the hair‐bearing areas in axillae
supported by the starch iodine test. After defining the
exact treatment area, the hair was removed with a
shaver. The LA consisted of tumescent infiltration
(70–124 ml per axilla based on area size) with
lidocaine–adrenaline (50 ml; 10 mg/ml + 5 μg/ml) in a
solution with sodium chloride (250 ml), which was
injected in a standardized way in either axilla
disregarding the following treatment energy level.

Data collection

Basic patient characteristics included age, gender, body
weight and height. PROMs were collected using

standardized scales for odor, sweat, and quality of life.
Objective measures of sweat were collected as supporting
data. Measures of sweat, odor, side effects, and patient
satisfaction were collected from each axilla, respectively,
to compare the specific impact of energy levels.

PROMs

Overview of the patient‐reported outcome scales is
presented in detail in Table 1.

The primary effect measure was the change in axillary
odor on the OS from baseline to 3‐months follow‐up,
comparing energy level 3 and 5. The OS is a PROM on a
10‐point scale.

Secondary effect measure comprised change in sweat
from baseline to 3‐months follow‐up comparing energy
levels for change in sweat, assessed by HDSS, a
standardized patient‐reported 4‐point scale.

The overall impact on quality of life was assessed by
patients on the Dermatology Life Quality Index. The
DLQI is a standardized subjective 10‐item question-
naire,19–21 each item assessed on a scale from 0 to 3: 0:
“Not at all/Not relevant”; 1: “A little”; 2: “A lot”; 3:
“Very much.”

Objective measures

Sweat was objectively assessed by gravimetric test and
visualized with starch iodine test. Gravimetric testing
was conducted with standardized filter paper (What-
man ashless quantitative filter paper, 9.0 cm diameter,

TABLE 1 Assessment scales for PROMs

Abbreviation: PROM, patient‐reported outcome measure.
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Grade 40), weighed before and 5 minutes after place-
ment in the axilla. Patients did not use antiperspirants
for a minimum of 24 hours before gravimetric testing
and were placed in a resting position at normal room
temperature for all tests. At least one axilla produced
≥50 mg/5 min for women and ≥100 mg/5 min for men
for the gravimetric test to be considered positive. The
contralateral axilla was not allowed to be more than
25% below the gender‐specific threshold.

The starch iodine test was performed on each axilla,
which is standard in both clinical and hyperhidrosis
research settings as a visualization parameter. It is
performed by application of iodine and corn starch in
the axilla, which in contact with sweat will appear as
purple‐black coloration.1 The test provided a momenta-
neous visualization of axillary sweat, supporting the
definition of the treatment area, but was not utilized for
quantitative assessments.

Side effects and local skin reactions (LSRs)

Side effects and LSRs were assessed and compared by
energy level immediately after treatment, on day 2
(telephone survey), and at both 1‐ and 3‐months
follow‐up. LSRs and side effects were evaluated and
assessed on a scale from 0 to 3: 0: None; 1: Light; 2:
Moderate; 3: Severe.

Patient satisfaction and treatment preference

Patient satisfaction and preferred treatment (energy
level) were assessed at 3‐months follow‐up.

Overall satisfaction with treatments was assessed on a
3‐statement Likert scale: “Satisfied, “Indecisive,” and
“Not satisfied.”

Patients’ preferred treatment was assessed with the
patients still blinded and responding to their overall
preferred treatment, considering both sweat, odor, and
side effects, on a 3‐statement Likert scale: “Prefer right
side,” “Indecisive,” and “Prefer left side”, with sides
corresponding to energy level 3 and 5 according to the
given randomization.

Statistics

Descriptive statistics reported patient characteristics and
prevalence of side effects and LSRs accordingly. Effect
measures were presented both with absolute values and
by deltas between baseline and follow‐up. Outcomes
measures were not normally distributed, and non-
parametric test of paired data was applied (Wilcoxon's
signed‐rank test), presented with medians and interquar-
tile range (IQR). p values <0.05 were considered

statistically significant. STATA v.14.2 (StataCorp LP)
was used.

RESULTS

Patient characteristics

A total of 20 patients with primary axillary hyperhidrosis
and concomitant osmidrosis were included. Fifteen
(75%) were women and five (25%) were men. The median
age was 30 years (IQR: 28–41), and the median Body
Mass Index (BMI) was 24.9 (IQR: 22.2–28.0).

By randomization, 10 patients received MWT treat-
ment with a medium energy level (3) in the right axilla
and high energy level (5) in the left axilla, while the other
10 patients received the opposite.

All 20 patients completed the 1‐month follow‐up.
Meanwhile, 18 patients completed the 3‐months follow‐
up, with 2 patients lost to follow‐up, both male but
otherwise comparable to the study group at baseline and
early follow‐up.

PROMs

Osmidrosis

At baseline, patients bilaterally reported an OS score of
median 8. Baseline and follow‐up OS scores are
presented in detail in Table 2.

At 1‐month follow‐up, OS scores were reduced
to a median of 3.5 for energy level 3 and 5, both significantly
reduced compared to baseline (p=0.0001). The delta
reduction was a median of 3.5 points for energy level 3
and 4 points for energy level 5, which was a nonsignificant
difference between energy levels (p=0.471).

At 3‐months follow‐up, OS scores were reduced to a
median of 3 for both energy level 3 and 5 (p= 0.0002).
However, the delta median reduction of 3.5 and 4.5
points for energy level 3 and 5, respectively, favored the
high energy level (p= 0.017).

Hyperhidrosis

At baseline, patients bilaterally reported an HDSS score
of median 4. Baseline and follow‐up HDSS scores are
presented in detail with IQRs in Table 2.

At 1‐month follow‐up, patients reported reduced
HDSS scores at median 2 for both energy level 3 and 5,
both significantly reduced compared to baseline
(p= 0.0001). The delta reduction was a median of 1.5
points for energy level 3 and 2 points for energy level 5,
representing a nonsignificant difference between energy
levels (p= 0.564).
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At 3‐months follow‐up, subjective sweat on HDSS
remained at the reduced median 2 for both energy levels
(p= 0.0002). However, compared to baseline, the delta
for energy levels 3 and 5 differed with a median 1 and 2
points reduction, respectively, favoring the high energy
level (p= 0.014).

Quality of life

The change in overall DLQI scores throughout the study
is presented in Figure 1.

Overall, patients reported a substantial negative
impact of axillary hyperhidrosis and osmidrosis on

TABLE 2 Patient‐reported odor and sweat reduction compared by medium energy level (3) and high energy level (5)

Note: Bold values are statistically significant.

Abbreviations: 1M, 1‐month; 3M, 3‐months; FU, follow‐up; OS, Odor scale; HDSS, Hyperhidrosis Disease Severity scale; IQR, interquartile range.

FIGURE 1 Overall quality of life at baseline
and follow‐up visits: From baseline DLQI score of
median 10 to a median below 5 at 3‐months follow‐
up, showing a significant improvement with median
6.5 points (p= 0.0002) reduction following MWT
treatment. DLQI, Dermatology Life Quality Index;
MWT, microwave thermolysis.
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their quality of life with a baseline DLQI score of
median 10 (IQR: 8–19) and a range between 6 and 25,
spanning from moderate to extremely large effect on
patient's life.

Following MWT treatment, the negative impact of
axillary hyperhidrosis and osmidrosis was significantly
improved, having no‐to‐small effect on patients' lifes. At
1‐month follow‐up, patients reported an improvement in
quality of life compared to baseline with DLQI score
median 2 (IQR: 1–5), (p= 0.0001). Quality of life
remained significantly improved at 3‐months follow‐up
compared to baseline with DLQI median 4 (IQR: 1–5)
and a delta median of 6.5 points reduction (p= 0.0002).

Objective outcome measures

Gravimetric test changes throughout the study are
presented in Figure 2.

Gravimetric tests at baseline presented a bilateral
median of 121 mg/5 min (IQR: 82–154, 92–156) with no
significant difference between men and women.

At 1‐ and 3‐months follow‐up, gravimetric tests
presented significant sweat reduction. At the 3‐months
follow‐up, gravimetric tests presented a median of 16 mg/
5 min (IQR: 5–43) for energy level 3 and a median of
14 mg/5 min (IQR: 4–39) for energy level 5, correspond-
ing to a percentual decrease of 89% (IQR: 74–93) and
90% (IQR: 75–95), respectively. Compared to baseline,
sweat amount was significantly reduced on both sides
(p= 0.0002), but with no detectable difference between
energy levels (p= 0.53). Additionally, no gender‐specific
difference in efficacy was detected.

The individual %–sweat reductions at the 3‐month
follow‐up compared to baseline are presented in
Supporting Information: Material A.

The starch iodine test was a momentaneous visual
tool and presented with a clear reduction in present
axillary sweat at control visits as exemplified in Figure 3.

Side effects and LSRs

Pain during the procedure was low and comparable
between energy levels; in both axillae, ≥80% of patients
reported a light‐to‐moderate stinging/pain from injection
of LA (p= 0.71), while 90% experienced none‐to‐light
discomfort/pain from the actual microwave treatment
despite LA (p= 0.29). Procedural pain measures are
presented in detail in Table 3. No differences in
immediate LSRs in axillae were detected between energy
level 3 and 5.

Two days after baseline treatment, only patient‐
reported swelling and soreness of the treatment area
differed significantly between energy levels, with a higher
prevalence of moderate–to‐severe swelling and soreness
on the side treated with energy level 5 (p= 0.011 and
p= 0.026).

At 1‐month follow‐up, LSRs had generally dimin-
ished. Only subjective altered sensation, mainly numb-
ness, in the treatment area differed significantly between
energy levels, with a higher prevalence of moderately
altered sensation in the treatment area on the side treated
with energy level 5 (p= 0.046).

At 3‐months follow‐up, most side effects had worn
off partially or completely. Only hair reduction in axillae
differed significantly between energy levels, with hair
reduction seen in most patients, but with a higher
prevalence of moderate‐to–severe hair reduction after
treatment with energy level 5 (p= 0.025).

No unexpected or serious adverse events were
detected during the study.

FIGURE 2 Gravimetric test from baseline and
follow‐up visits compared by medium energy level
(3) and high energy level (5): Gravimetric test
results from baseline are widespread with tests just
around the standard threshold to tests up to several
100 mg/5 min. At 1‐month follow‐up, patients’ tests
were significantly reduced with some outliers
between 50 and 100 mg/5 min. At 3‐months follow‐
up, the tests had stabilized at a slightly higher level,
but both median and interquartile range remained
below the lower threshold of 50 mg/5 min.

6 | IMPACT OF MICROWAVE THERMOLYSIS ON PROMS

 10969101, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/lsm

.23610, W
iley O

nline L
ibrary on [10/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



FIGURE 3 Starch iodine test: A visualization of momentaneous presence of axillary sweat. This patient was a good responder as sweat was
neither measured nor visualized during 1‐ and 3‐months follow‐up. The test could not detect a visual difference between energy levels.

TABLE 3 Procedural pain during anesthesia and MWT treatment compared by medium energy level (3) and high energy level (5)

Abbreviations: 0, none; 1, light, 2, moderate; 3, severe; MWT, microwave thermolysis; N/A, not applicable.
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A detailed overview of the four LSRs that differed
between energy levels throughout the study is presented
in Table 4.

Patient satisfaction and treatment preference

At 3‐months follow‐up, patients assessed energy level
preference regarding sweat and odor reduction, as well as
side effects. Taking all into account, eight patients (45%)
preferred high energy level (5), while four (22%)
preferred medium energy level (3), and six patients
(33%) remained indecisive. Figure 4 presents a patient
case with a visible difference between axillae following
MWT treatment, favoring high energy level (5).

Fourteen patients (78%), who completed the 3‐
months follow‐up (n = 18), declared a satisfaction with
their treatment, while one patient (6%) was not satisfied.
Three patients (17%) were indecisive, mainly due to
insufficient effect.

DISCUSSION

To our knowledge, this is the first study to present a
direct patient‐blinded comparison of two standard
energy settings on the available MWT device in a
randomized clinical trial.

The chosen energy levels were medium (level 3) and
high (level 5) to assure a detectable effect on the
standardized PROM scales. Odor is usually measured
on a subjective scale (OS), which makes it a more
challenging endpoint than sweat, which can be assessed
both subjectively (HDSS) and objectively (gravimetric
testing). However, previous studies7,9,10 have successfully
assessed odor with subjective scales, and a 10‐point scale
was chosen to detect smaller changes and differences.
PROMs are gaining more and more focus as clinical
endpoints since they correlate closely to patient satisfac-
tion with treatments and may therefore assess the actual
impact of the chosen therapies. However, PROMs
cannot stand alone in the assessment of treatment of
axillary hyperhidrosis and osmidrosis since current
guidelines for treatment indication depend largely on
objective findings such as positive gravimetric tests.

Overall, compared to baseline, a significant reduction
of odor and sweat was detected for both energy levels,
which corresponds well to the findings of other
studies.1,7,9,12,13 There was a difference between energy
levels for HDSS and OS reduction at 3‐months follow‐up
compared to baseline; however, the scales did not
discriminate sufficiently to detect a great score difference
with HDSS median 2 and OS median 3 for both sides.
Likewise, for the objective gravimetric test, a significant
difference could not be found. Many patients asked for a
more elaborate scale than HDSS, since they found that

TABLE 4 Main side effects and local skin reactions compared by medium energy level (3) and high energy level (5)

Note: Bold values are statistically significant.

Abbreviations: 0, none; 1, light; 2, moderate; 3, severe; IQR, interquartile range; N/A: not applicable.
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the four statements were too broad and did not allow for
proper distinction between the two treatments. Addition-
ally, it is worth noting that a gravimetric test is always a
mere snapshot of a patient's sweat and thereby has
incorporated limitations when assessing patients’ every-
day sweating issues. In the case of OS, the patients
reported difficulty distinguishing daily odor between the
two axillae. Since the difference between energy levels
first appeared at 3‐months follow‐up, it is probable that a
longer follow‐up time could have detected an increased
difference between energy levels for both subjective and
objective measures.

Quality of life was assessed overall and confirmed the
findings of previous studies1,5,6 as MWT significantly
improved patients’ quality of life. We saw a small score
increase from 1‐ to 3‐months follow‐up, but the median
score remained <5, which was a >50% improvement
from the baseline median of 10.

Overall, side effects and LSRs were mild and
transient and corresponded well to findings in previous
studies.1,6,7,9,12,13 There were no serious or unexpected
adverse reactions. Temporary side effects such as
swelling, soreness, and altered sensation were slightly
worse on the axilla treated with energy level 5. At
3‐months follow‐up, however, only the reduction of hair
growth remained significantly different. Generally, pa-
tients did not consider this side effect problematic, but
sufficient information should be prioritized to meet the
patient expectations.

A total of 78% of patients were satisfied with the
treatments overall. Dissatisfaction by patient (6%) was
due to a change in subjective odor bilaterally. However,
at a clinical outpatient visit 3 months after the end of the
study, it had spontaneously resolved, and the patient had
continued sweat reduction.

A total of five patients (28%) qualified for a second
treatment due to insufficient objective (gravimetric
test) and subjective treatment effect at 3‐months

follow‐up. The proportion was in‐between the findings
of previous studies,1,5,12 however, most other studies
had a higher prevalence of second treatment, which
may be connected to the chosen follow‐up time.
Overall, almost half of the patients preferred a high
energy level, and all patients who received a second
treatment preferred a high energy level (5). The blinded
patients generally acknowledged that high energy level
(5) was slightly more significant in regard to temporary
local skin reactions, but were willing to accept these in
exchange for subjectively better efficacy. Not surpris-
ingly, patients who had a sufficient effect with the low
energy level were satisfied with that and did not want
to accept more side effects.

A few case reports22,23 have suggested that
patients with low BMI and thus a lower amount of
fat tissue in the axillae are at higher risk of
complications and nerve injury. Based on this, some
researchers have suggested the use of a low energy
level for thin patients. However, the treatments
utilized in the given patient cases were energy levels
1 and 5, respectively, which implies that the risk of
complications cannot be entirely eliminated even with
the lowest energy level. In one case report,23 a patient
had severe numbness in the upper limb immediately
after treatment, which persisted and required rehabil-
itation. None of the patients in our study experienced
this. However rare, the risk of nerve injury requiring
rehabilitation cannot be completely obliterated, which
substantiates the importance of meticulous patient
information before treatment. Finally, it is worth
noting that conservative treatment with a lower
energy level may increase the need of a second
treatment, thus not reducing the patient's overall risk
of experiencing side effects.

In this study, we did not find a higher risk of severe
side effects between energy levels, but limitations could
involve the size of the patient group, since rare side

FIGURE 4 Patient's subjective assessment of sweat: A patient presenting unequal sweat patches on a shirt following treatment with medium
energy level (3) and high energy level (5), respectively. Patients assess their axillary sweat highly based on the affection on clothing, which largely
contributes to the daily challenges and stigmatization related to their condition. A second MWT treatment was indicated for this patient on both
sides and the patient preferred the high energy level (5).
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effects may appear in <5% of cases. In addition to the
limitations in sweat and odor assessment, sample size and
follow‐up time were the main limitations of this study.
There were 2 patients lost to follow‐up, both male, but
otherwise comparable to the rest of the study population
at baseline and at 1‐month follow‐up with no unexpected
or serious side effects, and both with a significant odor
and sweat reduction with bilateral gravimetric tests
<10mg/5 min.

The main strength of this study was the prospective
design and randomization, and that patients were
blinded when evaluating sweat, odor and side effects,
as well as satisfaction and preferred treatment. The usage
of PROMs allowed this study to evaluate the actual
impact on patients' every day following treatments,
supporting that objective measures, alone, are not
sufficient in regard to optimal device settings and coveted
clinical endpoints.

CONCLUSION

This study investigated MWT treatment in patients
with axillary hyperhidrosis and osmidrosis, compar-
ing two standard energy levels. PROMs on odor and
sweat presented significant reductions following
treatment with both energy levels at 3‐months
follow‐up, and correspondingly, patients’ quality of
life improved significantly. The PROMs also showed
a subtly increased reduction of both odor and sweat
with the high energy level (5), but only with a
nonsignificant tendency within the objective
measures.

Treatment with high energy levels on t MWT device
is safe, and patients were willing to accept increased
temporary side effects and LSRs in exchange for a
subjectively better efficacy on odor and sweat. Optimal
device settings from a clinical perspective should consider
the PROMs disclosing on subjective efficacy, treatment
preference, and satisfaction.

ACKNOWLEDGMENTS
The authors would like to thank our project nurse, June
Svendsen, for he assistance in the completion of this
trial. The miraDry® equipment was provided by the
manufacturer.

ORCID
G. L. Grove http://orcid.org/0000-0002-6954-4458
K. Togsverd‐Bo http://orcid.org/0000-0002-4272-4889
J. F. B. Schwensen http://orcid.org/0000-0003-
0418-1622
N. W. Andersson http://orcid.org/0000-0001-7622-6303
C. V. Nissen http://orcid.org/0000-0002-5961-9399
C. Zachariae http://orcid.org/0000-0001-5506-1319
M. Haedersdal http://orcid.org/0000-0003-1250-2035

REFERENCES
1. Hong HCH, Lupin M, O'Shaughnessy KF. Clinical evaluation of

a microwave device for treating axillary hyperhidrosis.
Dermatologic Surg. 2012;38(5):728–35. https://doi.org/10.1111/j.
1524-4725.2012.02375.x

2. Parrish C, Waldbaum B, Coleman D, Blevins C, Rodgers K,
Lee B, et al. Microwave thermolysis reduces generalized and social
anxiety in young adults with axillary hyperhidrosis. Lasers Surg
Med. 2020;52(9):842–7. https://doi.org/10.1002/lsm.23229

3. Nawrocki S, Cha J. The etiology, diagnosis, and management of
hyperhidrosis: a comprehensive review: etiology and clinical work‐
up. J Am Acad Dermatol. 2019;81(3):657–66. https://doi.org/10.
1016/j.jaad.2018.12.071

4. Glaser DA, Galperin TA. Local procedural approaches for
axillary hyperhidrosis. Dermatol Clin. 2014;32(4):533–40. https://
doi.org/10.1016/j.det.2014.06.014

5. Nasr MW, Jabbour SF, Haber RN, Kechichian EG,
El Hachem L. Comparison of microwave ablation, botulinum
toxin injection, and liposuction‐curettage in the treatment of
axillary hyperhidrosis: a systematic review. J Cosmet Laser Ther.
2017;19(1):36–42. https://doi.org/10.1080/14764172.2016.1248438

6. Yang HH, Miao Y, Chen YT, Hu ZQ. Minimally invasive
approaches to axillary osmidrosis treatment: A comparison
between superficial liposuction with automatic shaver curettage,
subcutaneous laser treatment, and microwave‐based therapy with
a modified technique. J Cosmet Dermatol. 2019;18(2):594–601.
https://doi.org/10.1111/jocd.12731

7. Lee SJ, Chang KY, Suh DH, Song KY, Ryu HJ. The efficacy of a
microwave device for treating axillary hyperhidrosis and osmi-
drosis in Asians: a preliminary study. J Cosmet Laser Ther.
2013;15(5):255–9. https://doi.org/10.3109/14764172.2013.807114

8. Lupin M, Hong HCH, O'Shaughnessy KF. Long‐term efficacy
and quality of life assessment for treatment of axillary hyper-
hidrosis with a microwave device. Dermatol Surg. 2014;40(7):
805–7. https://doi.org/10.1111/DSU.0000000000000041

9. Chang YY, Chen CH, Hui RCY, Jung SM, Yang CH. A
prospective clinical and histologic study of axillary osmidrosis
treated with the microwave‐based device. Dermatol Sin.
2015;33(3):134–41. https://doi.org/10.1016/j.dsi.2014.12.008

10. Brauer JA, Neckman JP, Zelickson B, Vasily DB, Geronemus RG. A
prospective study of axillary hair reduction in patients treated with
microwave technology. Dermatologic Surg. 2017;43(4):558–65. https://
doi.org/10.1097/DSS.0000000000001004

11. Scuderi S, Manoharan P, Lim D, Manoharan S. A survey of
patient satisfaction with use of microwave device for axillary
hyperhidrosis. Australas J Dermatol. 2017;58(2):126–9. https://
doi.org/10.1111/ajd.12448

12. Kaminaka C, Mikita N, Inaba Y, Kunimoto K, Okuhira H,
Jinnin M, et al. Clinical and histological evaluation of a single
high energy microwave treatment for primary axillary hyper-
hidrosis in Asians: a prospective, randomized, controlled, split‐
area comparative trial. Lasers Surg Med. 2019;51(7):592–9.
https://doi.org/10.1002/lsm.23073

13. Lin MJ, Dubin DP, Genece J, Younessi S, Rai S, Khorasani H. A
survey of long‐term results with microwave energy device for
treating axillary hyperhidrosis. J Cosmet Laser Ther. 2021;23(3‐4):
49–51. https://doi.org/10.1080/14764172.2021.1957115

14. Glaser DA, Coleman WP, Fan LK, Kaminer MS, Kilmer SL,
Nossa R, et al. A randomized, blinded clinical evaluation of a
novel microwave device for treating axillary hyperhidrosis: the
dermatologic reduction in underarm perspiration study.
Dermatologic Surg. 2012;38(2):185–91. https://doi.org/10.1111/j.
1524-4725.2011.02250.x

15. Sánchez‐Carpintero I, Martín‐Gorgojo A, Ruiz‐Rodríguez R.
Microwave treatment for axillary hyperhidrosis and bromhidro-
sis. Actas Dermosifiliogr. 2017;108(5):418–22. https://doi.org/10.
1016/j.adengl.2017.03.029

10 | IMPACT OF MICROWAVE THERMOLYSIS ON PROMS

 10969101, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/lsm

.23610, W
iley O

nline L
ibrary on [10/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

http://orcid.org/0000-0002-6954-4458
http://orcid.org/0000-0002-4272-4889
http://orcid.org/0000-0003-0418-1622
http://orcid.org/0000-0003-0418-1622
http://orcid.org/0000-0001-7622-6303
http://orcid.org/0000-0002-5961-9399
http://orcid.org/0000-0001-5506-1319
http://orcid.org/0000-0003-1250-2035
https://doi.org/10.1111/j.1524-4725.2012.02375.x
https://doi.org/10.1111/j.1524-4725.2012.02375.x
https://doi.org/10.1002/lsm.23229
https://doi.org/10.1016/j.jaad.2018.12.071
https://doi.org/10.1016/j.jaad.2018.12.071
https://doi.org/10.1016/j.det.2014.06.014
https://doi.org/10.1016/j.det.2014.06.014
https://doi.org/10.1080/14764172.2016.1248438
https://doi.org/10.1111/jocd.12731
https://doi.org/10.3109/14764172.2013.807114
https://doi.org/10.1111/DSU.0000000000000041
https://doi.org/10.1016/j.dsi.2014.12.008
https://doi.org/10.1097/DSS.0000000000001004
https://doi.org/10.1097/DSS.0000000000001004
https://doi.org/10.1111/ajd.12448
https://doi.org/10.1111/ajd.12448
https://doi.org/10.1002/lsm.23073
https://doi.org/10.1080/14764172.2021.1957115
https://doi.org/10.1111/j.1524-4725.2011.02250.x
https://doi.org/10.1111/j.1524-4725.2011.02250.x
https://doi.org/10.1016/j.adengl.2017.03.029
https://doi.org/10.1016/j.adengl.2017.03.029


16. Li Y, Huang Z, Ran L, Wang W, Yu X, Wang R. A retrospective
study on comparing the surgery and microneedles radiofre-
quency and microwaves treatment in axillary osmidrosis.
J Dermatol Treat. 2022;33(1):420–6. https://doi.org/10.1080/0954
6634.2020.1762837

17. Hatano T, Fukasawa N, Miyano C, Wiederkehr I, Miyawaki T.
Pathological changes in axillary hyperhidrosis and axillary
osmidrosis induced by microwave treatment: comparison of
single‐ and double‐pass irradiation. Lasers Surg Med. 2021;53(9):
1220–6. https://doi.org/10.1002/lsm.23412

18. Johnson JE, O'Shaughnessy KF, Kim S. Microwave thermolysis
of sweat glands. Lasers Surg Med. 2012;44(1):20–5. https://doi.
org/10.1002/lsm.21142

19. Finlay AY, Khan GK. Dermatology Life Quality Index (DLQI)—
a simple practical measure for routine clinical use. Clin Exp
Dermatol. 1994;19:210–6.

20. Basra MKA, Fenech R, Gatt RM, Salek MS, Finlay AY. The
dermatology life quality index 1994–2007: a comprehensive review
of validation data and clinical results. Br J Dermatol. 2008;159(5):
997–1053. https://doi.org/10.1111/j.1365-2133.2008.08832.x

21. Hongbo Y, Thomas CL, Harrison MA, Sam Salek M, Finlay AY.
Translating the science of quality of life into practice: what do
dermatology life quality index scores mean. J Invest Dermatol.
2005;125(4):659–64. https://doi.org/10.1111/j.0022-202X.2005.23621.x

22. Suh DH, Lee SJ, Kim K, Ryu HJ. Transient median and ulnar
neuropathy associated with a microwave device for treating

axillary hyperhidrosis. Dermatologic Surg. 2014;40(4):482–5.
https://doi.org/10.1111/dsu.12425

23. Chang CK, Chen CY, Hsu KF, Chiu HT, Chu TS, Liu HH,
et al. Brachial plexus injury after microwave‐based treatment
for axillary hyperhidrosis and osmidrosis. J Cosmet Laser
Ther. 2017;19(7):439–41. https://doi.org/10.1080/14764172.
2017.1342039

SUPPORTING INFORMATION
Additional supporting information can be found online
in the Supporting Information section at the end of this
article.

How to cite this article:Grove GL, Togsverd‐Bo K,
Schwensen JFB, Andersson NW, Nissen CV,
Zachariae C, et al. Impact of microwave
thermolysis energy levels on patient‐reported
outcomes for axillary hyperhidrosis and
osmidrosis. Lasers Surg Med. 2022;1–11.
https://doi.org/10.1002/lsm.23610

GROVE ET AL. | 11

 10969101, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/lsm

.23610, W
iley O

nline L
ibrary on [10/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1080/09546634.2020.1762837
https://doi.org/10.1080/09546634.2020.1762837
https://doi.org/10.1002/lsm.23412
https://doi.org/10.1002/lsm.21142
https://doi.org/10.1002/lsm.21142
https://doi.org/10.1111/j.1365-2133.2008.08832.x
https://doi.org/10.1111/j.0022-202X.2005.23621.x
https://doi.org/10.1111/dsu.12425
https://doi.org/10.1080/14764172.2017.1342039
https://doi.org/10.1080/14764172.2017.1342039
https://doi.org/10.1002/lsm.23610



