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Can we treat lower limb critical
ischaemia with chemical sympathectomy?

Chemical lumbar sympathectomy was
first introduced into medical practice
in the 1920s. It has been used to treat a
variety of conditions from muscular
spasm to hyperhydrosis, although it
has been used most widely in the treat-
ment of complex regional pain syn-
drome and also in the treatment of
critical ischaemia of the lower limb. 

Chemical sympathectomy acts pri-
marily via its vasodilator effects on the
collateral circulation secondary to
decreased sympathetic tone. This
improves tissue oxygenation and ulcer
healing, and decreases tissue damage
and pain. Pain is also decreased by
interrupting sympathetic–nociceptive
coupling and by a direct neurolytic
action on nociceptive fibres.

The use of chemical sympathectomy
in critical ischaemia has decreased in
frequency and popularity, because it is
perceived to provide very little benefit in
relation to limb salvage. This article will
explore whether lumbar neurolysis still
has a role in treating the patient with
occlusive peripheral vascular disease.

TRIAL RESULTS
The measures of success of lumbar
sympathectomy are improved limb sal-
vage or graft survival, relief from rest
pain, increased walking distance
before developing claudication and
healing of dystrophic lesions.

Randomized controlled trials looking
at limb salvage following vascular
reconstruction with sympathectomy
have shown no difference in graft sur-

vival when compared to vascular recon-
struction alone (Barnes et al, 1977;
Satiani et al, 1982). Retrospective stud-
ies have shown a small increase in graft
survival, 70% vs 75% in those with
sympathectomy. A similar result is
shown when comparing sympathec-
tomy to conservative treatment, with a
small increase in limb salvage, 50% vs
55% in favour of sympathectomy.

A randomized double-blind placebo
controlled trial of chemical sympathec-
tomy against control has shown promis-
ing results in the role of sympatholysis
in relieving rest pain (Cross and Cotton,
1985). In this study 83.5% of patients
were free from rest pain at 1 week, and
66% remained pain free at 6 months.
Retrospective trials have shown similar
results with total relief of rest pain in
60–70% of patients between 6 and
18 months. Intermittent claudication
appears not to be improved by lumbar
sympathectomy (Fyfe and Quin, 1975).

The rate of partial or complete heal-
ing of ischaemic ulcers has been
reported as 60–80% (median 66%).

COMPLICATIONS
Morbidity excluding postsympathec-
tomy pain is usually limited to <3%. 

The most common complication of
lumbar sympatholysis is development
of a new postsympathectomy pain. This
develops between days and weeks after
the procedure with an incidence of
20–30% affecting the area innervated
by the ganglions blocked. The severity
of the pain is usually low and there is
spontaneous resolution of the condition
in the majority of patients. A more
problematic pain is caused by irritation
of the genitofemoral nerve that occurs
in 5–15% of those treated, again of
variable but usually low severity.

Complications secondary to misplace-
ment of the needle (e.g. intravenous
injection, intrapsoas injection) are virtu-
ally eliminated by use of computed
tomography or fluoroscopic guidance.

Bleeding is not usually a problem in
patients who are not anticoagulated or
receiving antiplatelet medication.
Infection (abscess formation, peritoni-
tis) can be minimized with careful atten-
tion to antisepsis during the procedure.

CONCLUSIONS
Lumbar sympathectomy still has a role
in the management of critical ischaemia.
There is evidence for a small increase in
rate of graft survival and limb salvage,
although the clinical significance of this
is questionable. However, the majority
of patients have total and lasting relief
from rest pain. Healing of ischaemic
ulcers is increased when compared with
conservative treatment. It is a minimally
invasive procedure with a low complica-
tion rate, most complications being tem-
porary and/or treatable. The short- and
long-term benefits of sympatholysis can
be seen in most patient groups.
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