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Key points

� It is believed that the CNS controls inflammation via the autonomic nervous system, but the
strength of this action and the neural pathways responsible are unclear.

� In anaesthetized rats we measured the inflammatory response to lipopolysaccharide (LPS,
60 μg kg−1, I.V.) by plasma tumour necrosis factor α (TNFα) levels 90 min later.

� Bilateral section of the splanchnic sympathetic nerves before LPS treatment resulted in a 5-fold
increase in the plasma TNFα response, but bilateral vagotomy had no effect.

� LPS treatment strongly increased efferent activity in the splanchnic sympathetic nerve and its
splenic branch; vagotomy did not affect this.

� These results show that, besides directly stimulating inflammation, LPS engages a powerful
anti-inflammatory reflex that can inhibit the plasma TNFα response by 80%.

� The reflex efferent arm is in the splanchnic sympathetic nerves; the vagi play no part.

Abstract We investigated a neural reflex that controls the strength of inflammatory responses
to immune challenge – the inflammatory reflex. In anaesthetized rats challenged with intra-
venous lipopolysaccharide (LPS, 60 μg kg−1), we found strong increases in plasma levels of the
key inflammatory mediator tumour necrosis factor α (TNFα) 90 min later. Those levels were
unaffected by previous bilateral cervical vagotomy, but were enhanced approximately 5-fold if
the greater splanchnic sympathetic nerves had been cut. Sham surgery had no effect, and plasma
corticosterone levels were unaffected by nerve sections, so could not explain this result. Electro-
physiological recordings demonstrated that efferent neural activity in the splanchnic nerve and
its splenic branch was strongly increased by LPS treatment. Splenic nerve activity was dependent
on inputs from the splanchnic nerves: vagotomy had no effect on the activity in either nerve.
Together, these data demonstrate that immune challenge with this dose of LPS activates a neural
reflex that is powerful enough to cause an 80% suppression of the acute systemic inflammatory
response. The efferent arm of this reflex is in the splanchnic sympathetic nerves, not the vagi as
previously proposed. As with other physiological responses to immune challenge, the afferent
pathway is presumptively humoral: the present data show that vagal afferents play no measurable
part. Because inflammation sits at the gateway to immune responses, this reflex could play an
important role in immune function as well as inflammatory diseases.
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Introduction

The mammalian innate immune system responds to
injuries or infections first by developing inflammation.
Mast cells and macrophages are the sentinel cells
responsible for the rapid reaction and release of
pro-inflammatory cytokines that are necessary for the
body to fight and overcome infections (Nathan, 2002).
Amongst the various cytokines, tumour necrosis factor-α
(TNFα) is a necessary and sufficient mediator of local
and systemic inflammation that is produced by activated
macrophages (Tracey et al. 1986). Inflammation, however,
can come at a price. If excessive and generalized it
can cause severe tissue injury and, in extreme cases,
death. Therefore, it is important that inflammatory
responses to immune challenge are appropriately
regulated.

Not surprisingly, the nervous system is involved,
and may be regarded as providing a rapid response
in advance of cellular regulation by regulatory T cells
and by alternatively activated macrophages. The CNS
can influence immune function to control inflammation
via two main ways: first, humorally, by activating the
hypothalamic–pituitary–adrenal (HPA) axis to release
glucocorticoids, which suppress the further synthesis of
inflammatory cytokines (Besedovsky et al. 1986); second,
neurally, via the autonomic nervous system (reviewed by
Nance & Sanders, 2007).

A mechanism termed the inflammatory reflex has been
proposed as the basis for autonomic regulation of immune
function (Tracey, 2002; Andersson & Tracey, 2012). The
efferent arm of this reflex – the neural-to-immune link
– is thought to be the ‘cholinergic anti-inflammatory
pathway’ (Rosas-Ballina & Tracey, 2009). According to
this paradigm, an immune challenge is relayed by afferent
nerves and/or by humoral signals to the brain, whereupon
the brain drives efferent nerve fibres in the vagus that act
ultimately to inhibit the release of TNFα by macrophages
in the spleen (Andersson & Tracey, 2012). The pathway
is complex. Vagal efferent fibres are proposed to activate
the (sympathetic) splenic nerves (Rosas-Ballina et al.
2008), which in turn release noradrenaline to activate a
population of acetylcholine-synthesizing T cells in the
spleen: these then release acetylcholine, which acts via
nicotinic receptors on splenic macrophages to inhibit
TNFα production and release (Rosas-Ballina et al. 2008,
2011). Despite general acceptance of this theory, the model
has been challenged for two main reasons: (1) in the
principal test model (rats or mice made endotoxaemic
with lipopolysaccharide (LPS) derived from Escherichia
coli), it is not clear that cutting the vagus nerves, which
should remove the inhibitory neural action, exacerbates
inflammation (Caldwell et al. 1999; Bernik et al. 2002;
Fuentes et al. 2005; Mihaylova et al. 2012); (2) there is
evidently no synaptic connection from the vagus to the

splenic sympathetic nerves (Bratton et al. 2012; Martelli
et al. 2014).

Therefore, the aims of this study were to demonstrate
the existence of a neural reflex able to control the
inflammatory response induced by an immune challenge,
to test the strength of such a reflex and to find the neural
pathways responsible for its actions.

Methods

Ethical approval

All animal experiments were performed in accordance
with guidelines of the National Health and Medical
Research Council of Australia and were approved by the
Animal Experimentation Ethics Committee of the Florey
Institute of Neuroscience and Mental Health.

Thirty-eight adult male Sprague Dawley rats
(290–350 g) were housed at 22°C on a 12 h light/dark
cycle and used for these experiments. At the end of
each experiment animals were killed with an overdose
injection of pentobarbital sodium (>100 mg kg−1 I.V.,
Troy Laboratories, Glendenning, NSW, Australia).

Electrophysiological experiments

Anaesthesia was induced with pentobarbital sodium
(60 mg kg−1, I.P.), the animal’s trunk was shaved and the
trachea was cannulated. Anaesthesia was then maintained
for the duration of surgery by 2% isoflurane in pure
oxygen, delivered by artifical ventilation (rodent ventilator,
Ugo Basile, Comerio, Italy), before being replaced
by urethane for the experiment proper (see below).
Artificial ventilation was set at 65–70 inflations min–1,
adjusting the tidal volume to maintain an end-tidal
CO2 concentration between 3.5 and 4.5% throughout
the experiment. The right femoral artery and vein
were cannulated for monitoring blood pressure and
intravenous administration of drugs, respectively. A
water-perfused silastic jacket was positioned around the
animal to maintain its body temperature around 37°C.
Core temperature was measured by a thermocouple
inserted 5 cm into the rectum. When preparatory surgery
was complete, anaesthesia with isoflurane was gradually
withdrawn and replaced by urethane (1.0–1.2 g kg−1,
I.V.), but artificial ventilation with oxygen was maintained
for the rest of the experiment. Animals were subdivided
into two experimental groups (n = 4 per group) in
which efferent activity was recorded from either the
splenic sympathetic nerve (Splenic group) or the greater
splanchnic sympathetic nerve (Splanchnic group).

Splenic group. The spleen was mobilized and its neuro-
vascular attachments were individually ligated and cut
close to the spleen, which was then removed. The splenic
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postganglionic sympathetic nerve was identified, dissected
out and placed over a pair of silver hook electro-
des for electrophysiological recording of its centripetal
activity while the region was bathed in mineral oil. The
nerve activity was amplified (10 000-fold), and filtered
(100–1000 Hz). Activity was monitored continuously
using an oscilloscope and recorded to computer using
a CED Power 1401 interface and Spike2 software
(Cambridge Electronic Design, Cambridge, UK), using
a sampling rate of 5 kHz. Spikes were thresholded and
counted in 10 s time bins. After 10 min of stable baseline
recording, LPS (from E. coli 0111:B4; Sigma-Aldrich, St
Louis, MO, USA; 60 μg kg−1 in 0.5 ml saline) was injected
I.V. After 90 min, both cervical vagus nerves were cut and
after a further 10 min the left greater splanchnic nerve was
cut (Fig. 1).

Splanchnic group. The left greater splanchnic sympa-
thetic nerve was identified: using a dorso-lateral approach
(Dogan et al. 2003) the adrenal gland was freed from
the perirenal fat, and the greater splanchnic nerve was
followed along the greater psoas muscle in the centripetal
direction – from the adrenal to the diaphragm. It was
cut and its proximal part placed over a pair of silver
wire hook electrodes while the region was bathed in
mineral oil. Further recording details were as described
above for splenic nerve recording. After 10 min of stable
baseline recording, animals were injected I.V. with LPS
(60 μg kg−1). After 90 min, both cervical vagus nerves
were cut (Fig. 1).

Cytokine experiments

Rats were anaesthetized and prepared for surgery and
artificially ventilated as described above. Animals were
subdivided into four experimental groups (n = 5 per
group): (1) ‘VagX’ (cervical vagi cut bilaterally); (2)
‘SplancX’ (greater splanchnic sympathetic nerves cut
bilaterally); (3) ‘VagX + SplancX’ (bilateral section of vagi
and splanchnic nerves); (4) ‘Sham’ (both sets of nerves
exposed but not cut). LPS was injected I.V. (60 μg kg−1

dissolved in 0.5 ml saline). Ten further animals (n = 5
per group) were assigned to SplancX or Sham groups
and injected with saline (0.5 ml I.V.) to control for any
effect of these surgical procedures on our measures of
inflammation.

Blood (1 ml) was collected from the right femoral artery
at 10 min before (baseline levels), and 60 min and 90 min
after LPS (or saline) administration. Immediately after the
last blood sample was taken, the spleen was excised and
the animal killed with an overdose of I.V. pentobarbitone.
Blood samples were immediately centrifuged (15 min,
2000 g), and the plasma together with the spleen stored at
−80°C for subsequent analysis (see Fig. 1 for a schema of
the experimental timeline).

TNFα and corticosterone measurement. Plasma sam-
ples and spleens were assayed for TNFα using enzyme-
linked immunosorbent assay kits (R&D Systems Inc.,
Minneapolis, MN, USA). For spleen preparation, frozen
tissue samples were weighed and placed in homo-
genization buffer (PBS, containing a protease-inhibitor
cocktail (Sigma-Aldrich), 0.5% Triton X-100; pH 7.2; 4°C)
at a ratio of 100 mg tissue ml–1. Samples were homo-
genized and subjected to one freeze–thaw cycle and then
sonicated for 5 min. The final homogenate was centrifuged
at 12,000 g for 10 min. Tissue supernatants were separated
and used for TNFα determination. Plasma samples taken
at 90 min after LPS administration were also assayed for
corticosterone (ELISA; Abnova, Jhongli, Taiwan).

Statistical analysis

Statistical analyses on electrophysiological experiments
were performed using repeated-measures one-way
analysis of variance (ANOVA). In both cases, post hoc
comparisons were made by the Bonferroni test. Statistical
analyses on data from cytokine experiments were
performed using a repeated measures two-way ANOVA.
Factors considered were time and experimental group.
P values < 0.05 were considered significant.

Results

Electrophysiological experiments – LPS increases
efferent activity in the splenic and splanchnic
sympathetic nerves in rats

The spleen is a major organ mediating inflammatory
responses to LPS (Huston et al. 2006) and splenic
nerves have been implicated in the neural control of
that inflammation (Rosas-Ballina & Tracey, 2009; Vida
et al. 2011). In a first set of experiments, we therefore
recorded the activity of the splenic sympathetic nerve in
anaesthetized rats to confirm that this pathway was indeed
activated by inflammatory challenge. In agreement with
previous work (MacNeil et al. 1997), I.V. administration of
LPS (60 μg kg−1) was followed by a strong rise in efferent
splenic nerve activity (Fig. 2A, B). This was accompanied
by classic signs of a febrile response: an increase in heart
rate and body core temperature (Fig. 2A).

To test the hypothesis that it is the vagus nerves that drive
the splenic nerves under conditions of immune challenge
(Rosas-Ballina et al. 2008), we bilaterally cut the cervical
vagus nerves 90 min after LPS administration. Heart rate
rose abruptly after vagotomy (Fig. 2A), demonstrating that
cardioinhibitory vagal fibres had been cut, but there was
no reduction in efferent splenic nerve activity. By contrast,
splenic nerve activity dropped dramatically when the left
(ipsilateral) greater splanchnic nerve was cut (Fig. 2A–C).
The minor contribution from the contralateral splanchnic

C© 2014 The Authors. The Journal of Physiology C© 2014 The Physiological Society
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nerve, which was not cut for technical reasons, can account
for the remaining activity (Bratton et al. 2012).

Next, we recorded the efferent activity of the left greater
splanchnic sympathetic nerve, and found that this too
was strongly activated by LPS (60 μg kg−1, Fig. 3A, B).
Splanchnic nerve activity was also unaffected by bilateral
vagotomy (Fig. 3A–C).

Cytokine experiments – the splanchnic nerves operate
to damp down the levels of TNFα in endotoxemic rats

To examine how the activity transmitted by autonomic
nerves controls the level of inflammation, we tested
the effects of cutting the greater splanchnic sympathetic
nerves and the vagi on inflammatory responses to
immune challenge in urethane-anaesthetized rats. Four
groups of rats were injected with LPS (60 μg kg−1

I.V.). From undetectable levels at baseline, plasma TNFα
was significantly elevated at both 60 and 90 min after
LPS injection in each group (Fig. 4A). Previous section
of the greater splanchnic sympathetic nerves (SplancX)
enhanced plasma TNFα levels �4-fold at 60 min and
�5-fold at 90 min, compared with animals given sham
surgery (Sham) (Fig. 4A). Vagotomy had no significant
effect, either alone (VagX) or in combination with
splanchnic nerve section (VagX + SplancX) (Fig. 4A).
Rises in body temperature were similar across LPS-treated

groups (Fig. 5), confirming the previous finding that
severing splanchnic nerves or vagi does not alter the
increase in core body temperature induced by comparable
doses of LPS (Caldwell et al. 1999; Dogan et al. 2003;
Romanovsky et al. 2005). Heart rate showed an upward
trend after LPS treatment, but only reached statistical
significance in the two groups whose splanchnic nerves
had been cut (SplancX and VagX + SplancX; Fig. 5).
Plasma corticosterone levels at +90 min were comparable
across groups (Fig. 4B). Tissue concentrations of TNFα in
spleens of SplancX and SplancX + VagX animals followed
the same trend as their plasma levels, being nearly double
those of Sham and VagX animals (Fig. 4C). Plasma TNFα
concentrations remained undetectable in a further five
SplancX and five Sham animals that received saline instead
of LPS (data not shown).

Discussion

Our findings confirm that I.V. LPS triggers a strong
systemic inflammatory response. Following an established
paradigm (e.g. Borovikova et al. 2000), we measured
systemic inflammation by circulating levels of TNFα,
which is recognized as ‘a necessary and sufficient’ early
mediator of inflammation (Tracey et al. 1986; Tracey,
2002). Our findings support the hypothesis (Tracey, 2002)
that inflammation is under the control of an inhibitory
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Figure 1. Schema of the experimental timeline
Electrophysiological experiments: surgical preparation and
setting up stable nerve recordings took approximately 3 h.
Animals were then injected with LPS (60 μg kg−1 I.V.) and
followed for 90 min. At that point the cervical vagi were cut
bilaterally (VagX). In splenic nerve recording experiments,
the ipsilateral (left) splanchnic nerve was cut after a further
10 min (SplancX). Cytokine experiments: after approximately
2 h of surgical preparation, the cervical vagi (VagX), the
splanchnic nerves (SplancX), both sets of nerves (VagX +
SplancX) or neither (Sham) were severed in those respective
groups. After a further 10 min, 1 ml of blood was collected
(baseline sample). After a further 10 min, LPS was injected
(60 μg kg−1 I.V.). Two further 1 ml blood samples were
collected at 60 and 90 min after LPS injection. At 90 min the
spleen was also extracted and the rat was killed.
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neural reflex. But that reflex, we find, is more powerful than
previously thought, and is mediated by sympathetic nerves
rather than the vagi. LPS treatment caused a sustained rise
in efferent activity in the greater splanchnic nerve and its
splenic branch, activity that came through conventional
sympathetic nerve pathways, not the vagi. That activity
caused a roughly 80% suppression of the plasma TNFα
response to LPS, as shown by the 5-fold increase in animals
whose splanchnic nerves were cut. The reflex suppression
cannot be attributed to the HPA axis, because plasma
corticosterone levels were unchanged by splanchnic nerve
section. Moreover, the clear lack of an effect of vagotomy
shows that, at least under these experimental conditions,

the vagus nerves play no discernible part – afferent or
efferent – in the reflex control of inflammation.

The concept that the nervous system influences the
immune system via nerves is not new. Felten et al.
(1985) provided the initial descriptions of the sympathetic
innervation of the thymus and spleen in mice. Since then,
a number of studies have implicated an inhibitory action
of the sympathetic nervous system on inflammation,
based on anatomical (Nance & Sanders, 2007) as well
as in vivo physiological and pharmacological evidence
(Katafuchi et al. 1993b; Szelenyi et al. 2000b). It was in
this context that Tracey (2002) introduced the idea of the
inflammatory reflex, and used this as a basis to promote the
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Figure 2. Splenic sympathetic nerve activity (SNA) response to endotoxaemia
A, example of a chart record showing heart rate (HR, in beats per minute (b.p.m.)), body core temperature
(Tcore, °C) and efferent splenic sympathetic nerve activity (SNA) of a urethane-anaesthetized rat injected I.V. with
LPS (60 μg kg−1, at ‘inj’). Splenic nerve activity was quantified as spikes per 10 s that exceeded a selected
threshold value. Ninety minutes after LPS injection, both cervical vagi were cut (at VagX). Subsequently, the
left (ipsilateral) greater splanchnic sympathetic nerve was cut (at SplancX). B, mean splenic SNA in four rats,
expressed as a percentage of baseline levels. Statistics were performed on log-transformed absolute values, using
a repeated-measures one-way ANOVA followed by a Bonferroni post hoc test. #P < 0.01 compared to baseline
levels. ∗P < 0.01 compared to levels 90 min after LPS. C, examples of raw splenic SNA recordings (lower traces) and
rectified, smoothed recordings (10 ms time constant, upper traces) taken at the times indicated. Splenic SNA was
significantly increased 90 min after LPS injection, was undiminished by bilateral vagotomy but was significantly
reduced by cutting the left greater splanchnic nerve.
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theory that the parasympathetic and sympathetic nervous
systems act together to maintain immunological homeo-
stasis. According to this model, immune challenge reflexly
activates the ‘cholinergic anti-inflammatory pathway’ via
the vagus nerves, which then drive the splenic nerves to
inhibit excessive release of TNFα (for a comprehensive
review see Andersson & Tracey, 2012). The spleen and the
splenic nerves are essential for this action (Huston et al.
2006; Rosas-Ballina et al. 2008).

Our evidence shows that this theory needs to be
revised. We found here that the vagus nerves do not
drive the splenic efferent nerve activity that follows
immune challenge with LPS; that activity is driven by the
conventional sympathetic pathway though the splanchnic
nerves. This finding fits with our previous report that there
is no synaptic connection from the vagus to the splenic
sympathetic nerves (Bratton et al. 2012). Critically, we
found that cutting the cervical vagi caused no increase
in the plasma TNFα response to LPS, whether or not
the splanchnic nerves were cut. This means that any
anti-inflammatory pathways in the vagi, however and
wherever they might act, were functionally silent. We
therefore conclude that the ‘cholinergic anti-inflammatory
pathway’ and the vagus nerves do not constitute the

efferent arm of the inflammatory reflex. That efferent
arm is purely sympathetic. This is not to deny that vagal
pathways can exert anti-inflammatory actions in acute
inflammation, but these are best regarded as phenomena
to be engaged experimentally by exogenous electrical
(Borovikova et al. 2000) or pharmacological stimuli
(Bernik et al. 2002; Martelli et al. 2014). Any physiological
function they might serve is unknown.

We showed directly that immune challenge with LPS
caused a sustained increase in the efferent activity of the
greater splanchnic nerve, confirming previous findings on
urethane-anaesthetized rabbits (Iriki & Saigusa, 1998).
When combined with the observation that cutting
that nerve strongly disinhibits TNFα production, the
most likely explanation is that the immune challenge
activates CNS pathways that reflexly drive the sympathetic
anti-inflammatory pathway in the splanchnic nerves.
Less likely possibilities include the following. (1) The
splanchnic anti-inflammatory nerve fibres are not the
same ones that we recorded and found to be excited
by LPS. If so, the activity of those hypothetical fibres
would be tonic, rather than driven by LPS. Under base-
line conditions they would be undetected, but their
anti-inflammatory action would be revealed after LPS
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Figure 3. Splanchnic sympathetic nerve
activity (SNA) response to endotoxaemia
A, example of a chart record showing heart rate
(HR, in beats per minute (b.p.m.)), body core
temperature (Tcore, °C) and efferent activity in
the splanchnic sympathetic nerve (SNA) of a
urethane-anaesthetized rat injected I.V. with LPS
(60 μg kg−1, at ‘inj’). Splanchnic nerve activity
was quantified as spikes per 10 s that exceeded
a selected threshold value. Ninety minutes after
LPS injection, both cervical vagi were cut (at
VagX). B, mean splanchnic SNA, expressed as a
percentage of baseline levels. Statistics were
performed on log-transformed absolute values,
using a repeated measures one-way ANOVA
followed by a Bonferroni post hoc test.
#P < 0.05 compared to baseline levels. C,
examples of raw splanchnic SNA recordings
(lower traces) and rectified, smoothed
recordings (10 ms time constant, upper traces)
taken at the times indicated. Splanchnic SNA
was increased significantly 90 min after LPS
treatment but was undiminished by bilateral
vagotomy.
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challenge. (2) The splanchnic nerves contain both afferent
and efferent pathways of the inflammatory reflex. This
seems unlikely because the increased splanchnic activity
following LPS challenge was recorded from the central cut
end of the nerve, when splanchnic afferent pathways on
that side had already been disconnected.

The main efferent target organ for this sympathetic
anti-inflammatory action is most likely the spleen,
principally macrophages located in the white pulp
(Rosas-Ballina et al. 2008, 2011; Vida et al. 2011). The
spleen is the major source of plasma TNFα following
systemic LPS challenge (Huston et al. 2006). We found,
as have others (MacNeil et al. 1997), that LPS challenge
causes a strong and sustained increase in efferent activity of
the splenic nerve. We additionally demonstrated that this
activity was driven from the splanchnic nerve, but not the
vagi. It is already known that direct electrical stimulation
of the splenic nerve can suppress the cytotoxicity of splenic
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Figure 4. Effect of vagotomy and splanchnic nerve section on
TNFα responses to LPS
A, plasma TNFα levels in four groups of animals (VagX, SplancX,
VagX + SplancX and Sham; each n = 5) in arterial blood samples
taken 10 min before, and 60 and 90 min after LPS injection
(60 μg kg−1 I.V.). Data were analysed using a repeated-measures
two-way ANOVA followed by a Bonferroni post hoc test. ∗P < 0.001
compared to Sham and VagX levels at the same time point. B,
plasma corticosterone levels in the same groups of rats measured in
blood samples taken 90 min after LPS administration. No differences
were detected between groups (P = 0.194, one-way ANOVA). C,
TNFα levels measured in spleens of the same four groups of rats
(removed 90 min after LPS injection). ∗P < 0.01 compared to Sham
and VagX treatment (one-way ANOVA followed by Bonferroni post
hoc comparison).

natural killer cells (Katafuchi et al. 1993b) and reduce the
TNFα response to LPS challenge (Kees et al. 2003; Vida
et al. 2011). Those suppressive actions are attributable to
stimulation of beta adrenergic receptors on splenocytes
(Katafuchi et al. 1993b; Szelenyi et al. 2000a,b; Kees et al.
2003; Vida et al. 2011). All the components are therefore
in place to support an efferent action of the inflammatory
reflex on the spleen. But it is important to note that
our data do not exclude the involvement of other organs
supplied by the greater splanchnic sympathetic nerves,
such as the adrenal gland, the liver and the immune tissue
associated with the gut (see Fig. 6). These possibilities
remain to be explored.

The afferent arm of the inflammatory reflex has not
yet been specifically defined, but it probably shares the
humoral afferent pathway established for two other CNS
responses to immune challenge: fever and HPA axis
activation. Those responses are mediated by cytokines
and prostaglandins acting on the brain, notably the pre-
optic area (Besedovsky et al. 1986; Turrin & Rivest, 2004;
Romanovsky et al. 2005; Saper et al. 2012). In this context,
it has been shown that reflex activation of the splenic nerve
by LPS is also mediated by central prostaglandin synthesis
(MacNeil et al. 1997). Furthermore, the preoptic area has
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Changes of core body temperature, mean arterial pressure and heart
rate in response to LPS treatment (60 μg kg−1 I.V.) in four groups of
rats, as indicated. Results are expressed as mean ± SEM. Data were
analysed using a repeated-measures two-way ANOVA followed by
Bonferroni post hoc test. #P < 0.05 compared to baseline levels.
∗P < 0.05 compared to sham group.

C© 2014 The Authors. The Journal of Physiology C© 2014 The Physiological Society



1684 D. Martelli and others J Physiol 592.7

been shown to exert a tonic inhibitory action on the cyto-
toxicity of splenic natural killer cells, and this is mediated
by activity in the splenic nerve (Katafuchi et al. 1993a).
Further details remain to be discovered. As noted above,
it seems clear that vagal afferent pathways play no part
in the inflammatory reflex, at least when it is stimulated
with moderate or high doses of LPS (Caldwell et al. 1999;
Bernik et al. 2002; Fuentes et al. 2005; Mihaylova et al.
2012; this study). But we cannot exclude the possibility
that with very low doses of LPS, vagal afferent pathways
might contribute to the inflammatory reflex, as they can
to fever (Romanovsky et al. 2005).

Limitations

Our investigation was restricted to the earliest stages of
inflammation (1–2 h). TNFα was chosen as the most
appropriate index of early inflammation because of its

Spleen

Liver

G.I.

Adrenal

Greater Splanchnic
Sympathetic Nerve
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Figure 6. Schema of the inflammatory reflex
An immune challenge such as lipopolysaccharide (LPS) is detected by
cells of the innate immune system, which respond by releasing
pro-inflammatory cytokines such as TNFα. In response to systemic
LPS, the spleen is known to be the major source of TNFα, which in
turn plays a pivotal role in driving the full inflammatory response. At
the same time, the immune challenge is detected by the CNS. As in
the case of fever, this afferent signal is mediated by humoral factors
such as inflammatory cytokines and/or prostaglandins. The CNS then
responds by activating a specific subset of sympathetic nerves,
whose function is to suppress excessive production of TNFα by the
spleen. Other possible targets include the liver, cells in the
gastrointestinal (G.I.) tract and the adrenal glands. Those
anti-inflammatory nerve fibres run in the greater splanchnic nerve,
which constitutes the efferent arm of the inflammatory reflex. Nerve
pathways in the vagus do not contribute.

rapid release ahead of other pro-inflammatory cytokines
such as interleukin-1, interleukin-6 and interferon-γ,
which we did not measure (Givalois et al. 1994; Kakizaki
et al. 1999). We can make no conclusions about the effects
of splanchnic nerve section on these later inflammatory
markers, or on the longer term progression of the
inflammatory response.

Second, we only studied the systemic inflammatory
response to I.V. LPS at a single mid-range dose. The
positive effect of cutting the splanchnic nerves was strong
and clear, but we do not know if this would apply to
all doses of LPS. With regard to the lack of an effect of
cutting the vagi, others have used higher doses of LPS in
anaesthetized animals and tested the effect of vagotomy.
The original study by Borovikova et al. (2000) reported
that 15 mg kg−1 LPS caused TNFα levels that were 40%
higher in vagotomized animals, but those animals had 33%
lower corticosterone levels than controls, confounding
the result. Subsequent studies with higher doses of LPS
than those used here found either no significant effect of
vagotomy (Bernik et al. 2002; Mihaylova et al. 2012) or a
reduced TNFα response (Fuentes et al. 2005). The choice
of LPS dose therefore seems unlikely to have influenced
our conclusion that the vagi are not involved.

Note that the neural factors affecting acute systemic
inflammation may not be identical to those in models
of localized (abdominal) or longer-term inflammation.
While the present experiments showed no effect
of vagotomy, this has been shown to enhance the
inflammatory response of mice 6 h after they were given
septic peritonitis (van Westerloo et al. 2005), and to
increase chronic inflammation of the colon over a time
course of weeks (Ghia et al. 2007; O’Mahony et al. 2009).

Finally, this study was performed on anaesthetized
animals. It is known that anaesthesia both depresses auto-
nomic reflexes (Ebert et al. 1995; Umehara et al. 2006)
and has an anti-inflammatory action (Kotanidou et al.
1996; Fuentes et al. 2005; Rodriguez-Gonzalez et al. 2013).
Both these factors are likely to have influenced our results
quantitatively. The inflammatory reflex is evidently robust
enough to display itself despite those sources of bias, but
it would be worthwhile to extend these experiments in
future to unanaesthetized animals.

Significance

Neural influences on immune function can be profound
(Meisel et al. 2005). The pivotal position of inflammation
in immune responses (Nathan, 2002) means that if this
reflex acts too strongly, it could compromise resistance
to infection. If, on the other hand, it acts too weakly,
it could predispose the body to inflammatory disease.
Identification of the efferent neural pathway responsible
for this action now opens the way to direct study of its role
in these and other conditions.
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Translational Perspective

There is two-way communication between the immune and nervous systems. Following an immune
challenge, it is believed that a neural reflex – the inflammatory reflex – is activated, and this regulates
the grade of the inflammatory response in a negative feedback manner. What remains unclear is
the strength of such a reflex and the neural pathways responsible for its actions. Here we show that
endotoxaemic challenge (lipopolysaccharide, 60 μg kg−1, given I.V.) activates a neural reflex that is
powerful enough to suppress the systemic inflammatory response by 80%. The efferent arm of this
reflex is in the splanchnic sympathetic nerves, not the vagi as previously proposed. The afferent arm
of this reflex is presumptively humoral: it does not involve the vagi. Neural influences on immune
function can be profound, but the full importance of this reflex has yet to be explored. The key
position of inflammation at the gateway of immune responses means that this reflex could contribute
materially on the one hand to susceptibility to infection and on the other to inflammatory disease. The
influence of the CNS in resistance to infection, sepsis and inflammatory disease has been insufficiently
explored. Identifying the peripheral neural pathway for this action opens the way for rigorous study.
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