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A B S T R A C T

Background

This review is an update of a review first published in Issue 2, 2003, which was substantially updated in Issue 7, 2010. The concept that many
neuropathic pain syndromes (traditionally this definition would include complex regional pain syndromes (CRPS)) are "sympathetically
maintained pains" has historically led to treatments that interrupt the sympathetic nervous system. Chemical sympathectomies use
alcohol or phenol injections to destroy ganglia of the sympathetic chain, while surgical ablation is performed by open removal or
electrocoagulation of the sympathetic chain or by minimally invasive procedures using thermal or laser interruption.

Objectives

To review the evidence from randomised, double blind, controlled trials on the eHicacy and safety of chemical and surgical sympathectomy
for neuropathic pain, including complex regional pain syndrome. Sympathectomy may be compared with placebo (sham) or other active
treatment, provided both participants and outcome assessors are blind to treatment group allocation.

Search methods

On 2 July 2013, we searched CENTRAL, MEDLINE, EMBASE, and the Oxford Pain Relief Database. We reviewed the bibliographies of
all randomised trials identified and of review articles and also searched two clinical trial databases, ClinicalTrials.gov and the WHO
International Clinical Trials Registry Platform, to identify additional published or unpublished data. We screened references in the retrieved
articles and literature reviews and contacted experts in the field of neuropathic pain.

Selection criteria

Randomised, double blind, placebo or active controlled studies assessing the eHects of sympathectomy for neuropathic pain and CRPS.

Data collection and analysis

Two review authors independently assessed trial quality and validity, and extracted data. No pooled analysis of data was possible.

Main results

Only one study satisfied our inclusion criteria, comparing percutaneous radiofrequency thermal lumbar sympathectomy with lumbar
sympathetic neurolysis using phenol in 20 participants with CRPS. There was no comparison of sympathectomy versus sham or placebo.
No dichotomous pain outcomes were reported. Average baseline scores of 8-9/10 on several pain scales fell to about 4/10 initially (1 day)
and remained at 3-5/10 over four months. There were no significant diHerences between groups, except for "unpleasant sensation", which
was higher with radiofrequency ablation. One participant in the phenol group experienced post sympathectomy neuralgia, while two in the
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radiofrequency group and one in the phenol group complained of paraesthesia during needle positioning. All participants had soreness
at the injection site.

Authors' conclusions

The practice of surgical and chemical sympathectomy for neuropathic pain and CRPS is based on very little high quality evidence.
Sympathectomy should be used cautiously in clinical practice, in carefully selected patients, and probably only aJer failure of other
treatment options. In these circumstances, establishing a clinical register of sympathectomy may help to inform treatment options on an
individual patient basis.

P L A I N   L A N G U A G E   S U M M A R Y

Cervico-thoracic or lumbar sympathectomy for neuropathic pain

Chronic pain due to damaged nerves is called neuropathic pain and is common. Some people consider that certain types of neuropathic
pain (reflex sympathetic dystrophy and causalgia, now known collectively as Complex Regional Pain Syndrome (CRPS)) are caused by
the sympathetic nervous system. Sympathectomy is a destructive procedure that interrupts the sympathetic nervous system. Chemical
sympathectomies use alcohol or phenol injections to destroy sympathetic nervous tissue (the so-called "sympathetic chain" of nerve
ganglia). Surgical ablation can be performed by open removal or electrocoagulation (destruction of tissue with high-frequency electrical
current) of the sympathetic chain, or by minimally invasive procedures using thermal or laser interruption. Nerve regeneration commonly
occurs following both surgical or chemical ablation, but may take longer with surgical ablation.

This systematic review found only one small study (20 participants) of good methodological quality, which reported no significant
diHerence between surgical and chemical sympathectomy for relieving neuropathic pain. Potentially serious complications of
sympathectomy are well documented in the literature, and one (neuralgia) occurred in this study.

The practice of sympathectomy for treating neuropathic pain is based on very weak evidence. Furthermore, complications of the procedure
may be significant.

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)
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Summary of findings for the main comparison.

Lumbar sympathectomy using radiofrequency lesioning compared with phenol ablation for complex regional pain syndrome

Patient or population: adults with complex regional pain syndrome type 1 (lower limb)

Settings: hospital

Intervention: sympathectomy using radiofrequency lesioning

Comparison: sympathectomy using phenol ablation

Outcome Probable outcome with
intervention

Probable outcome with
comparator

NNT or NNH
and/or relative
effect (95% CI)

No of partici-
pants

Quality of the
evidence
(GRADE)

Comments

At least 50% reduction in pain or
equivalent

No data No data        

At least 30% reduction in pain No data No data        

Proportion below 30/100 mm on
VAS

Group average pain score
fell from 9/10 to 4.5/10
within < 7 days and re-
mained fairly stable for 4
months

Group average pain
score fell from 8/10 to
4/10 within < 7 days and
remained fairly stable
for 4 months

Not calculated 19 Very low Low number of
events.

One participant
excluded from ef-
ficacy analysis

Patient Global Impression of
Change: much or very much im-
proved

No data No data        

Adverse event withdrawals 1 in 10 0 in 10 Not calculated 20 Very low Low number of
events

Serious adverse events 1 in 10 0 in 10 Not calculated 20 Very low Low number of
events

Death None None        

GRADE Working Group grades of evidence.
High quality: Further research is very unlikely to change our confidence in the estimate of effect.
Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate.
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Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate.
Very low quality: We are very uncertain about the estimate.

NNT: number needed to treat for an additional beneficial outcome: NNH: number needed to treat for an additional harmful outcome; RR: risk ratio; VAS: visual analogue scale
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B A C K G R O U N D

This review is an update of a previously published review in
The Cochrane Database of Systematic Reviews (Straube 2010),
which itself updated an earlier review on 'Sympathectomy for
neuropathic pain' (Mailis-Gagnon 2003). We changed the title to
more accurately reflect the scope of the review.

Description of the condition

The 2011 International Association for the Study of Pain (IASP)
definition of neuropathic pain is "pain caused by a lesion or disease
of the somatosensory system" (Jensen 2011) based on an earlier
consensus meeting (Treede 2008). Neuropathic pain may be caused
by nerve damage, but is oJen followed by changes in the central
nervous system (CNS) (Moisset 2007). This recent definition would
not cover all disease entities included in a previous, rather broad
IASP definition (Merskey 1994), and in particular, it would probably
exclude CRPS type I from being categorised as neuropathic pain.
We wanted to be as inclusive as possible in the scope of our review
and therefore considered all conditions that fulfil the old or new
definition of neuropathic pain. To be unambiguous, the title of this
review explicitly mentions CRPS.

Neuropathic pain is complex (Apkarian 2011; Tracey 2011), and
typical features can be found in patients with joint pain (Soni 2013).
It tends to be chronic and may be present for months or years. Many
people are significantly disabled by moderate or severe pain.

In primary care in the UK the incidences, per 100,000 person years'
observation, have been reported as 28 (95% confidence interval
[CI] 27 to 30) for postherpetic neuralgia, 27 (95% CI 26 to 29) for
trigeminal neuralgia, 0.8 (95% CI 0.6 to 1.1) for phantom limb pain,
and 21 (95% CI 20 to 22) for painful diabetic neuropathy (Hall 2008).
A study in the Netherlands estimated the incidence of CRPS as 26
per 100,000 person years (95% CI 23 to 30) (de Mos 2007), while
an earlier smaller study in the USA reported an incidence of 5.5
per 100,000 person years, but using somewhat diHerent diagnostic
criteria (Sandroni 2003). Another estimate is that 1500 to 2000
cases of CRPS are diagnosed in Europe annually (Happak 2012).
Estimates vary between studies, oJen because of small numbers of
cases. The incidence of trigeminal neuralgia has been estimated at
4 in 100,000 per year (Katusic 1991; Rappaport 1994), while more
recently, a study of facial pain in The Netherlands found incidences
per 100,000 person years of 12.6 for trigeminal neuralgia and 3.9
for postherpetic neuralgia (Koopman 2009). A systematic review of
chronic pain demonstrated that some neuropathic pain conditions,
such as painful diabetic neuropathy, can be more common, with
prevalence rates up to 400 per 100,000 person years (McQuay 2007),
illustrating how common the condition was as well as its chronicity.
The prevalence of neuropathic pain was reported as being 3.3% in
Austria (GustorH 2008), 6.9% in France (Bouhassira 2008), as high
as 8% in the UK (Torrance 2006), and about 7% in a systematic
review of studies published since 2000 (Moore 2013a). Some forms
of neuropathic pain, such as diabetic neuropathy and post surgical
chronic pain (which is oJen neuropathic in origin), are increasing
(Hall 2008).

Neuropathic pain is known to be diHicult to treat eHectively,
with only a minority of individuals experiencing a clinically
relevant benefit from any one intervention. A multidisciplinary
approach is now advocated, with pharmacological interventions
being combined with physical and/or cognitive interventions.

Conventional analgesics are usually not eHective. Some patients
may derive some benefit from a topical lidocaine patch or
low concentration topical capsaicin, though evidence about
benefits is uncertain (Derry 2012; Khaliq 2007). High concentration
topical lidocaine may benefit some patients with postherpetic
neuralgia (Derry 2013). Treatment is more usually by so-called
unconventional analgesics such as antidepressants like duloxetine
and amitriptyline (Lunn 2009; Moore 2012a; Sultan 2008) or
antiepileptics like gabapentin or pregabalin (Moore 2009; Moore
2011). An overview of treatment guidelines points out some general
similarities, but also diHerences in approach (O'Connor 2009). The
proportion of patients who achieve worthwhile pain relief (typically
at least 50% pain intensity reduction (Moore 2013b)) is small,
generally 10% to 25% more than with placebo, with numbers
needed to treat to benefit (NNTs) usually between 4 and 10.

Chronic painful conditions comprise five of the 11 top-ranking
conditions for years lived with disability in 2010 (Vos 2012), and are
responsible for considerable loss of quality of life and employment
and increased health costs (Moore 2013a).

Description of the intervention

Background and history

The concept of a dysfunctional sympathetic nervous system
contributing to neuropathic pain is not new. The term
'Sympathetically Maintained Pain' (SMP), defined as pain
maintained by sympathetic eHerent innervation or by circulating
catecholamines, was originally coined by Roberts (Roberts 1986).
Many neuropathic pain syndromes, particularly CRPS types I
and II, are thought to be SMP. Historically, this has led to
attempts to interrupt the sympathetic nervous system dating
back at least 80 years (Spurling 1930). Temporary and non-
destructive interruption can be performed through injections of
local anaesthetics or botulinum toxin, while a longer-lasting,
"destructive" interruption can be achieved chemically or surgically.
Chemical sympathectomies use alcohol or phenol injections to
destroy ganglia of the sympathetic chain, but this eHect is
temporary until regeneration of the sympathetic chain occurs,
usually aJer three to six months (Jackson 2008). Surgical ablation
can be performed by open removal or electrocoagulation of
the sympathetic chain, or by minimally invasive procedures
using stereotactic thermal or laser interruption. The eHects may
be longer-lasting, up to one year with radiofrequency ablation
(Jackson 2008). This review will consider the evidence for
chemical and surgical sympathectomy, but not for temporary non-
destructive interventions such as local anaesthetics and botulinum
toxin.

Shumacker reported in 1948 the dramatic cure of causalgia
(now called CRPS) by either surgical sympathectomy or alcohol
injection in 81% of 57 post-war cases (Shumacker 1948). However,
long term follow-up of post-war cases is usually missing from
this and other similarly old literature. Currently, the most
common indications for chemical neurolysis of the stellate
ganglion are: CRPS types I and II, post-herpetic neuralgia of
the trigeminal nerve, vasospastic conditions, and cancer pain
of the face, neck, and upper extremities (Dobrogowski 1995).
The bulk of experience concerning lumbar chemical neurolysis
comes from the treatment of occlusive vascular diseases, but
this procedure is also performed to treat cancer pain, CRPS
types I and II, post-discectomy syndrome, phantom limb pain,

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)
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herpes-zoster, and the early stages of post-herpetic neuralgia
(Dobrogowski 1995). The overwhelming indication for surgical
sympathectomy is primary hyperhidrosis, while other indications
for much smaller populations are neuropathic pain, vascular
ischaemia, and Raynaud's phenomenon (Furlan 2000).

In 1996, Nath and colleagues conducted a literature review
of surgical sympathectomy for reflex sympathetic dystrophy/
CRPS (Nath 1996). They concluded that sympathectomy should
be reserved for patients with severe CRPS refractory to other
treatment modalities. The reported results of the intervention
varied widely but seemed to show a trend that sympathectomy
was somewhat eHective. However, Kingery 1997 reviewed the
literature of controlled clinical trials for peripheral neuropathic
pain and CRPS, and found no placebo-controlled trials to evaluate
either local anaesthetic blocks of sympathetic ganglia or surgical
sympathectomy. More recently Jackson and Gaeta (Jackson 2008)
reviewed neuroablation and again found the quality of the
evidence poor, concluding that no one agent was demonstrably
better than any other, and that for malignant pain "short-term pain
relief may outweigh risk at end of life", but for chronic benign pain
it should be a treatment of last resort aJer careful consideration.
Cetas et al. (Cetas 2008), in reviewing destructive procedures for
nonmalignant pain, found few studies with suHiciently rigorous
methods to avoid known biases, and additional problems of
small study size (risk of random chance), mixed or poorly
defined diagnoses, and inadequate follow up. They concluded that
"eHicacy has not been well established based on contemporary
standards", and that "new, prospective, standardised studies are
required .... to advance the field".

Current practice

Surgical sympathectomy for neuropathic pain or CRPS seems to be
performed only rarely by vascular surgeons; if a sympathectomy
is needed, then the more common procedure would be a
percutaneous trial of local anaesthetic followed by either repeat
with local anaesthetic or radiofrequency nerve ablation (RF). An
alternative approach would be, aJer a trial of a local anaesthetic
block, to inject 5 to 7 mL of phenol 6% or 10% either alone or in
combination with RF. However, the majority of interventionalists
would reserve the use of phenol for terminal cases because of the
risk of the phenol leaking, and associated problems; reports of
neuritis are not uncommon and paralysis has been reported.

Sympathectomy is not a commonly performed procedure,
whichever method is used. For neuropathic pain or CRPS an
initial local anaesthetic block, possibly repeated, may be followed
by either RF or spinal cord stimulation (SCS); use of phenol is
uncommon. Surgical division is uncommon for neuropathic pain
or CRPS. For cancer or ischaemic leg pain, local anaesthetic block
followed by RF or phenol, or both, might be used. Details are likely
to vary in diHerent parts of the world.

Computerised tomography (CT) is increasingly used to direct
blocks, rather than using anatomical landmarks or image
intensifier techniques. The facilities required and the number of
procedures required to maintain clinical skills would suggest that
fewer people are regularly performing these blocks. Although
ultrasound is becoming more widely used for chronic pain blocks,
its use for sympathectomy appears to be uncommon.

Why it is important to do this review

Because neuropathic pain is a common disease and
sympathectomy is an invasive intervention with potentially serious
complications (Furlan 2000), there is a need for a systematic
review of the eHicacy and associated harms of sympathectomy
for neuropathic pain, using strict inclusion criteria regarding study
quality and validity that minimise biases.

The first review in 2003 included one randomised trial that was
not blinded, two retrospective chart reviews and one prospective
observational study. In the first update we chose to exclude studies
that were not both randomised and double blind because such
studies are known to be prone to biases and have significant
potential to mislead (Moore 2006). Important non-randomised or
non-double blind studies are no longer included among the results
section of this systematic review but are dealt with in the discussion
section. For this second update we have searched for additional
studies, expanded the Risk of bias assessment, and included a
Summary of findings table in keeping with improved standards in
recent Cochrane reviews.

O B J E C T I V E S

To review the evidence from randomised, double blind, controlled
trials on the eHicacy and safety of chemical and surgical
sympathectomy for neuropathic pain, including complex regional
pain syndrome. Sympathectomy may be compared with placebo
(sham) or other active treatment, provided both participants and
outcome assessors are blind to treatment group allocation.

M E T H O D S

Criteria for considering studies for this review

Types of studies

Randomised, double blind, controlled trials comparing
sympathectomy with placebo (sham) or other active treatment
for neuropathic pain or CRPS, with at least ten participants
per treatment arm. Studies could be conducted in any setting
(inpatients or outpatients). Studies published only as abstracts, and
uncontrolled studies (case series, case reports, uncontrolled before
and aJer studies) and studies in which participants and outcome
assessors were not blinded to treatment group allocation were not
included in this review.

Types of participants

Participants of any age, with any duration of neuropathic pain
(acute, sub-acute, or chronic), were included.

Participants with neuropathic pains aHecting the face and upper
or lower extremities were included. Participants with pain aHecting
thoracic or abdominal viscera were excluded.

Pain origin: Participants with central or peripheral neuropathic
pain syndromes were included in this review. However, participants
with cancer pain were excluded: studies of cancer pain will
include participants with both nociceptive and neuropathic pain,
as the discrimination between the two pain mechanisms is rarely
attempted or reported.

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)
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Types of interventions

Only studies of destructive surgical or chemical sympathectomy
were included. Studies of temporary sympathetic blockade were
not considered in this review because it is a non-destructive
technique and its eHect is of shorter duration.

Surgical sympathectomy in this review is defined as the surgical
ablation or coagulation of the cervico-thoracic or lumbar
sympathetic chain by means of open, endoscopic, laser, or
radiofrequency procedures. Trials of surgical ablation of the celiac
plexus were excluded.

Chemical sympathectomy is defined as the percutaneous ablation
of the cervico-thoracic or lumbar sympathetic chain by the injection
of phenol or alcohol solution. This procedure promotes a prolonged
but not permanent sympathetic denervation. Studies of celiac and
trigeminal blocks were excluded.

Types of outcome measures

Information was sought on participant characteristics: age, sex,
condition treated, and duration of condition.

Primary outcomes

The primary outcome sought was participant-reported pain relief
lasting for a minimum of 4 weeks. We chose dichotomous outcomes
corresponding with definitions of moderate or substantial benefit
as defined by the IMMPACT group (Dworkin 2008) and a recent
proposal for a universal pain outcome (Moore 2013).

• Participants with ≥ 30% pain relief over baseline, or at least
"much improved" on the Patient Global Impression of Change
(PGIC) scale.

• Participants with ≥ 50% pain relief over baseline, or "very much
improved" on the PGIC scale.

• Participants with no worse than mild pain.

Secondary outcomes

Secondary outcomes sought included:

• participants with < 30% pain relief over baseline or "mild" pain
relief, or with undefined pain improvement;

• pain relief lasting < 4 weeks;

• adverse events and complications; and

• occurrence of persistent serious new or expanded pain
(e.g. long-lasting post-sympathectomy neuralgia or other
neuralgias).

Search methods for identification of studies

Electronic searches

The following databases were searched.

• MEDLINE (via Ovid) to May 2010 for the first update and to 24
June 2013 for this update.

• EMBASE (via Ovid) to May 2010 for the first update and to 24 June
2013 for this update.

• Cochrane Central Register of Controlled Trials (CENTRAL, 2010,
Issue 5 in The Cochrane Library for the first update, and 2013,
Issue 6 for this update).

• Oxford Pain Relief Database (Jadad 1996) for the first update.

See Appendix 1 for the search strategy for MEDLINE (via Ovid),
Appendix 2 for the search strategy for EMBASE (via Ovid), and
Appendix 3 for the search strategy for CENTRAL.

There were no language restrictions.

Searching other resources

Reference lists of review articles and both included and excluded
studies were searched.

For this update we searched two clinical trials databases:
clinicaltrials.gov and the WHO International Clinical Trials Registry
Platform (apps.who.int/trialsearch/).

We had personal communications with experts in the field of
neuropathic pain, including the editorial board of the Cochrane
Pain, Palliative and Supportive Care review group.

Data collection and analysis

Review authors were not blinded to the authors' names and
institutions, journal of publication, or study results at any stage of
the review. Two review authors independently selected the studies
for inclusion, assessed methodological quality, and extracted data.
Disagreements were resolved through discussion.

Selection of studies

Titles and abstracts of studies identified by the searches were
reviewed on screen to eliminate those that clearly did not satisfy
inclusion criteria. Full reports of the remaining studies were
obtained to determine inclusion in the review.

Data extraction and management

Two review authors independently extracted data from included
studies using a standard data extraction form. Disagreements were
settled by discussion with a third review author. Data would be
entered into RevMan 5 by one review author if appropriate. The
following data were sought from all studies:

• Demographics: age and sex of participants.

• Pain type.

• Duration of symptoms.

• Previous and present treatments.

• Number of sympathetic blocks before sympathectomy.

• Whether the sympathetic blocks were considered successful
enough to warrant sympathectomy.

• Type and approach of sympathetic block.

• Levels of denervation.

• Primary and secondary outcomes.

• Duration of follow up.

• Incidence of immediate and late complications.

• Type of complication.

For continuous variables, means and standard deviations of
changes would be extracted if appropriate.

Assessment of risk of bias in included studies

Studies were assessed for methodological quality using the
five-point Oxford Quality Scale (Jadad 1996) that considers
randomisation, blinding, and study withdrawals and dropouts,
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and for trial validity using the 16-point Oxford Pain Validity
Scale (Smith 2000). Risk of bias tables were completed for
randomisation, allocation concealment, blinding, incomplete
outcome assessment, and study size.

Measures of treatment e:ect

Relative risk (or Risk ratio, RR) would be used to establish statistical
diHerences. NNTs, numbers needed to treat to harm (NNHs) and
pooled percentages would be used as absolute measures of benefit
or harm.

Unit of analysis issues

We accepted randomisation to individual participant only.

Dealing with missing data

We planned to use intention-to-treat (ITT) analysis where the
ITT population consisted of participants who were randomised,
received the assigned study intervention, and provided at least one
post-baseline assessment. Missing participants would be assigned
zero improvement.

Assessment of heterogeneity

We planned to deal with clinical heterogeneity by combining
only studies that examined similar conditions. We would assess
statistical heterogeneity visually (L'Abbé 1987) and with the use
of the I2 statistic. If I2 was greater than 50%, we would consider
possible reasons.

Data synthesis

It was planned that data would be combined for analysis where
there were at least two studies and 200 participants (Moore 1998).
RR of benefit or harm would be calculated with 95% CIs using
a fixed-eHect model (Morris 1995). NNTs and NNHs with 95% CIs
would be calculated using the pooled number of events by the
method of Cook and Sackett (Cook 1995). A statistically significant
diHerence from control would be assumed when the 95% CI of the
relative risk of benefit or harm did not include the number one.

Subgroup analysis and investigation of heterogeneity

We planned for all analyses to be performed according to individual
painful conditions because placebo response rates with the same
outcome can vary between conditions (Moore 2009).

Issues for potential subgroup analysis were method of ablation
(surgical or chemical), and anatomical location of the lesions,
although it was anticipated that there would be too few data for
meaningful analysis.

Sensitivity analysis

No sensitivity analyses were planned, since it was thought unlikely
that there would be suHicient data.

R E S U L T S

Description of studies

Included studies

We did not identify any additional studies that satisfied the
inclusion criteria in the updated searches. Only one randomised
double blind study qualified for inclusion in this review, and

this study did not compare sympathectomy versus sham or
placebo. Manjunath 2008 randomised 20 participants with lower
limb CRPS type I to receive either percutaneous radiofrequency
thermal lumbar sympathectomy or lumbar sympathetic neurolysis
with phenol. Ten participants were randomised to each group.
Participants were required to satisfy the diagnostic criteria for CRPS
(Bruehl 1999), have symptoms lasting for more than six months
despite management in a multidisciplinary setting, have been
unresponsive to medications for longer than six months (visual
analogue scale (VAS) score of > 6/10), and have responded to a
diagnostic block with 1% lidocaine on three occasions.

Radiofrequency treatment was performed with a radiofrequency
cannula introduced 5 cm lateral to the spinous processes of L2,
L3, and L4. The cannula position was assessed radiographically
in anteroposterior and lateral views. A volume of 0.5 mL to 1
mL of ionic radio contrast medium (urografin 75%) was injected.
Radiofrequency lesioning was performed for 90 seconds at a
temperature of 80ºC; a second lesion was made 5 mm anterior to
the first. In the phenol group, 3 mL of 7% phenol was injected at
each level.

Pain was assessed with a number of pain scores (VAS score,
intensity of pain, sharp pain, hot pain, dull pain, sensitive sensation,
deep pain, and surface pain), each measured on a 0 to 10 scale at
baseline and at 1 day, 7 days, 2 months, and 4 months aJer the
procedure.

Details are in the 'Characteristics of included studies' table.

Excluded studies

The four studies included in the first review did not meet our
inclusion criteria for randomised, double blind studies (AbuRahma
1994; Greipp 1990; Haynsworth 1991; Mailis 1994). Details are in the
'Characteristics of excluded studies' table. Other articles identified
in the searches could be eliminated on the basis of their titles and
abstracts, without reading the full report.

Risk of bias in included studies

The one included study achieved the maximum score of five on the
Oxford Quality Scale and 13/16 on the Oxford Pain Validity Scale,
where points were lost because of the small group sizes.

The Risk of bias assessment showed that the study did not report
on the method of allocation concealment, but was not at high risk
of bias.

Details are in the 'Characteristics of included studies' table.

E:ects of interventions

See: Summary of findings for the main comparison

E:icacy

In both treatment groups there were statistically significant
reductions from baseline in all the utilised pain scores. One
participant in the phenol group had post sympathectomy neuralgia
and was excluded from the eHicacy analysis. In both groups initial
average pain scores of 8 to 9/10 fell to about 4/10 initially (aJer
1 day) and remained at 3 to 5 over four months. There were no
significant between-group diHerences in mean pain scores, except
for the "unpleasant sensation" score, which was higher in the
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radiofrequency group. No dichotomous eHicacy outcomes were
reported.

Adverse events

All participants complained of soreness lasting 5 to 7 days at the site
of injections. One participant in the phenol group experienced post
sympathectomy neuralgia. Two participants in the radiofrequency
group and one in the phenol group complained of paraesthesia
during needle positioning. The number of participants with serious
adverse events was not reported.

D I S C U S S I O N

Summary of main results

We found only one double blind randomised controlled trial
(RCT) assessing the eHicacy of this intervention that qualified for
inclusion in this review. Based on very limited evidence from a
pilot study, radiofrequency lumbar sympathectomy and lumbar
sympathectomy with phenol seem about equally eHicacious.

Overall completeness and applicability of evidence

Evidence from randomised trials for sympathectomy (both surgical
and chemical) for neuropathic pain and CRPS is virtually absent.
Evidence that we have found is of extremely limited applicability.

Quality of the evidence

The evidence from the single trial is of poor quality because of the
small size.

Potential biases in the review process

We know of no potential biases in the review process.

Agreements and disagreements with other studies or
reviews

Lower quality evidence on the eHectiveness of sympathectomy
is largely positive. A meta-analysis on causalgia (Hassantash
2003) included 110 articles (case series and case reports) and
1528 participants. Seven hundred and ninety-one participants
were treated with sympathectomy of the diseased extremity.
In 721 participants (91%) the condition responded. In 21 cases
where the first sympathectomy was unsuccessful, a second
sympathectomy was performed and was always successful.
According to Hassantash 2003, therefore, a total of 94% of
participants were "cured" by sympathectomy. A systematic
review on the eHectiveness and complications of chemical
sympathectomy for neuropathic pain of the extremities, including
controlled and non-controlled studies, described meaningful pain
relief (there defined based on degree and duration (> 2 weeks) of
pain relief) in 28/63 (44%) participants and non-meaningful pain
relief in 12/63 participants (19%); in 23/63 participants (37%) the
pain relief could not be classified (Furlan 2001).

In comparison with other treatments, lower quality evidence
suggests that sympathectomy is at least not inferior. A retrospective
review of patient charts of 27 CRPS patients (Greipp 1990) found
that the four treatment methods physiotherapy, physiotherapy
plus transcutaneous electrical nerve stimulation (TENS), nerve
blocks, and sympathectomy provided participants with at best

temporary pain relief. Outcomes were similar with the diHerent
treatment methods.

Similarly, current evidence does not support large diHerences in
eHicacy between diHerent types of sympathectomy. A randomised
but not double blind trial with 17 participants with reflex
sympathetic dystrophy of the lower extremities (CRPS type I)
(Haynsworth 1991) found that radiofrequency sympathectomy
produced sympatholysis similar to that produced by phenol,
although with a lower incidence of post-sympathectomy neuralgia.
A non-randomised and non-blinded prospective observational
study with 14 participants with upper or lower extremity CRPS
(Mailis 1994) found that surgical and phenol sympathectomy
produced similar rates of pain relief in the short term. In the long
term there was a non-significant trend for better outcomes in the
phenol group. More recently, 12 of 16 patients with a CRPS type II
of the upper or lower limb showed significant improvement in limb
function, the visual analogue scale, and the Nottingham Health
Profile following regional subcutaneous venous sympathectomy
(Happak 2012).

Regarding adverse events, the study included in this review
found that all participants complained of soreness at the site
of injections lasting 5 to 7 days and that one participant in
the phenol group experienced post sympathectomy neuralgia.
A systematic review investigating the late complications of
surgical sympathectomies for a range of indications (Furlan
2000) found that neuropathic complications (aJer cervico-dorsal
and lumbar surgical sympathectomy) occurred in 11.9% of all
participants. However, they were more common if the indication
was neuropathic pain rather than palmar hyperhidrosis (25.2%
versus 9.8%). The same review found that, with cervico-dorsal
sympathectomy, compensatory hyperhidrosis occurred in 52.3%,
gustatory sweating in 32.3%, phantom sweating in 38.6%, and
Horner's syndrome in 2.4% of participants.

There were no studies or reviews comparing sympathectomy with
SCS. This is important in the UK, where the National Institute
for Health and Clinical Excellence (NICE) has issued a technology
appraisal guidance for SCS as a treatment option for adults with
chronic pain of neuropathic origin who continue to experience
chronic pain (at least 50 mm on a 0 to 100 mm visual analogue scale)
for at least six months despite appropriate conventional medical
management, and who have had a successful trial of stimulation,
but not for pain of ischaemic origin, except as part of a clinical trial
(NICE 2008).

A U T H O R S '   C O N C L U S I O N S

Implications for practice

The first update (Straube 2010) of a previous Cochrane
review (Mailis-Gagnon 2003) used refined inclusion criteria. It
demonstrated that the practice of sympathectomy for neuropathic
pain is based on little high quality evidence. This current update did
not identify any additional information. Only one pilot study, with
20 participants and in CRPS type I (which cannot serve as a model
for other neuropathic pain conditions), satisfied our inclusion
criteria. There was no comparison of sympathectomy versus
sham or placebo. Lower quality evidence seems to suggest that
sympathectomy for neuropathic pain can work, at least in some
cases. The risk-benefit assessment is complicated by the fact that
serious complications of sympathectomy are common. Because
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there is no good evidence for the eHectiveness of sympathectomy−particularly with regard to long term eHectiveness outcomes−it should be used with caution, in carefully selected patients,
aJer thorough assessment, and probably only aJer failure of other
treatment options or in palliative cases, or both. This stands in
contrast to the use of pharmacotherapy in neuropathic pain, where
there is high quality evidence (see, for example, Moore 2009 and
Moore 2011).

Implications for research

High quality evidence from double blind RCTs with placebo
(sham) comparators would be needed to determine whether
sympathectomy is eHective in the relief of neuropathic pain.
Studies would need to be conducted in diHerent neuropathic
pain syndromes to determine when−if at all−sympathectomy
is eHective. Studies would also need to assess diHerent types
of sympathectomy to determine which is best. Furthermore,
comparison would be needed with less invasive techniques
(neuropathic pain medications, local anaesthetic blocks, and
botulinum toxin). Double-blinding is needed to ensure high study
quality and guard against biases but would be a considerable
challenge in direct comparisons between sympathectomy and less
invasive techniques and would probably involve sham procedures
in some participants.

Given the adverse event profile associated with sympathectomy
and given the known, albeit limited, eHicacy for pharmacotherapy
in neuropathic pain, the question arises of whether large double
blind RCTs are likely to be conducted. Furthermore, there may
be ethical arguments against conducting such trials other than in
selected individuals (aJer failure of pharmacotherapy). It would,
however, be helpful to compile a registry of sympathectomy cases.

A C K N O W L E D G E M E N T S

The first version of this review was authored by Angela Mailis-
Gagnon and Andrea D Furlan. They acknowledged Mrs Marina F
Englesakis (Information Specialist) for her library assistance in
conducting the electronic searches in MEDLINE and EMBASE, and Dr
Christine Clar (German Cochrane Centre) and Dr Karla Soares (from
Israel) for their help in translating foreign language articles.

Henry J McQuay was a review author on the previous update, for
which an NHS Cochrane Collaboration Programme Grant Scheme
provided support for SD and the NIHR Biomedical Research Centre
Programme provided support for RAM.

Pain Research is supported in part by the Oxford Pain Relief Trust,
which had no role in design, planning, or execution of the study, or
in writing the manuscript.

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)

Copyright © 2020 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

10



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

R E F E R E N C E S
 

References to studies included in this review

Manjunath 2008 {published data only}

Manjunath PS, Jayalakshmi TS, Dureja GP, Prevost AT.
Management of lower limb complex regional pain syndrome
type 1: an evaluation of percutaneous radiofrequency
thermal lumbar sympathectomy versus phenol lumbar
sympathetic neurolysis - a pilot study. Anesthesia and Analgesia
2008;106(2):647-9. [DOI: 10.1213/01.ane.0000298285.39480.28]

 

References to studies excluded from this review

AbuRahma 1994 {published data only}

AbuRahma AF, Robinson PA, Powell M, Bastug D, Boland JP.
Sympathectomy for RSD: factors aHecting outcome. Annals of
Vasculcar Surgery 1994;8(4):372-9.

Greipp 1990 {published data only}

Greipp ME. Reflex sympathetic dystrophy syndrome: a
retrospective pain study. Journal of Advanced Nursing
1990;15(12):1452-6.

Haynsworth 1991 {published data only}

*  Haynsworth RF Jr, Noe CE. Percutaneous lumbar
sympathectomy: a comparison of radiofrequency denervation
versus phenol neurolysis. Anesthesiology 1991;74(3):459-63.

Noe CE, Haynsworth RF Jr. Lumbar radiofrequency
sympatholysis. Journal of Vascular Surgery 1993;17(4):801-6.

Mailis 1994 {published data only}

Mailis A, Meindok H, Papagapiou M, Pham D. Alterations of the
three-phase bone scan aJer sympathectomy. Clinical Journal of
Pain 1994;10(2):146-55.

 

Additional references

Apkarian 2011

Apkarian AV, Hashmi JA, Baliki MN. Pain and the brain:
specificity and plasticity of the brain in clinical chronic
pain. Pain 2011;152(3 Suppl):S49-64. [DOI: 10.1016/
j.pain.2010.11.010]

Bouhassira 2008

Bouhassira D, Lantéri-Minet M, Attal N, Laurent B, Touboul C.
Prevalence of chronic pain with neuropathic characteristics in
the general population. Pain 2008;136(3):380-7. [DOI: 10.1016/
j.pain.2007.08.013]

Bruehl 1999

Bruehl S, Harden RN, Galer BS, Saltz S, Bertram M, Backonja M,
et al. External validation of IASP diagnostic criteria for
Complex Regional Pain Syndrome and proposed research
diagnostic criteria. Pain 1999;81(1-2):147-54. [DOI: 10.1016/
S0304-3959(99)00011-1]

Cetas 2008

Cetas JS, Saedi T, Burchiel KJ. Destructive procedures for the
treatment of nonmalignant pain: a structured literature review.
Journal of Neurosurgery 2008;109(3):389-404. [DOI: 10.3171/
JNS/2008/109/9/0389]

Cook 1995

Cook RJ, Sackett DL. The number needed to treat: a clinically
useful measure of treatment eHect. BMJ 1995;310(6977):452-4.

de Mos 2007

de Mos M, de Bruijn AG, Huygen FJ, Dieleman JP, Stricker BH,
Sturkenboom MC. The incidence of complex regional pain
syndrome: a population-based study. Pain 2007;129(1-2):12-20.
[DOI: 10.1016/j.pain.2006.09.008]

Derry 2012

Derry S, Moore RA. Topical capsaicin (low concentration)
for chronic neuropathic pain in adults. Cochrane
Database of Systematic Reviews 2012, Issue 9. [DOI:
10.1002/14651858.CD010111]

Derry 2013

Derry S, Sven-Rice A, Cole P, Tan T, Moore RA. Topical capsaicin
(high concentration) for chronic neuropathic pain in adults.
Cochrane Database of Systematic Reviews 2013, Issue 2. [DOI:
10.1002/14651858.CD007393.pub3]

Dobrogowski 1995

Dobrogowski J. Chemical sympathectomy. The Pain Clinic
1995;8(1):93-9.

Dworkin 2008

Dworkin RH, Turk DC, Wyrwich KW, Beaton D, Cleeland CS,
Farrar JT, et al. Interpreting the clinical importance of
treatment outcomes in chronic pain clinical trials: IMMPACT
recommendations. Journal of Pain 2008;9(2):105-21. [DOI:
10.1016/j.jpain.2007.09.005]

Furlan 2000

Furlan A, Mailis A, Papagapious M. Are we paying a high price for
surgical sympathectomy?. Journal of Pain 2000;1(4):245-57.

Furlan 2001

Furlan AD, Lui PW, Mailis A. Chemical sympathectomy for
neuropathic pain: does it work? Case report and systematic
literature review. Clinical Journal of Pain 2001;17(4):327-36.

Gustor: 2008

GustorH B, Dorner T, Likar R, Grisold W, Lawrence K, Schwarz F,
et al. Prevalence of self-reported neuropathic pain and impact
on quality of life: a prospective representative survey. Acta
Anaesthesiologica Scandinavica 2008;52(1):132-6. [DOI: 10.1111/
j.1399-6576.2007.01486.x]

Hall 2008

Hall GC, Carroll D, McQuay HJ. Primary care incidence and
treatment of four neuropathic pain conditions: a descriptive

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)

Copyright © 2020 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

11

https://doi.org/10.1213%2F01.ane.0000298285.39480.28
https://doi.org/10.1016%2Fj.pain.2010.11.010
https://doi.org/10.1016%2Fj.pain.2010.11.010
https://doi.org/10.1016%2Fj.pain.2007.08.013
https://doi.org/10.1016%2Fj.pain.2007.08.013
https://doi.org/10.1016%2FS0304-3959%2899%2900011-1
https://doi.org/10.1016%2FS0304-3959%2899%2900011-1
https://doi.org/10.3171%2FJNS%2F2008%2F109%2F9%2F0389
https://doi.org/10.3171%2FJNS%2F2008%2F109%2F9%2F0389
https://doi.org/10.1016%2Fj.pain.2006.09.008
https://doi.org/10.1002%2F14651858.CD010111
https://doi.org/10.1002%2F14651858.CD007393.pub3
https://doi.org/10.1016%2Fj.jpain.2007.09.005
https://doi.org/10.1111%2Fj.1399-6576.2007.01486.x
https://doi.org/10.1111%2Fj.1399-6576.2007.01486.x


Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

study, 2002-2005. BMC Family Practice 2008;9:26. [DOI:
10.1186/1471-2296-9-26]

Happak 2012

Happak W, Sator-Katzenschlager S, Kriechbaumer LK. Surgical
treatment of complex regional pain syndrome type II with
regional subcutaneous venous sympathectomy. The Journal
of Trauma and Acute Care Surgery 2012;72(6):1647-53. [DOI:
10.1097/TA.0b013e318248bfc1]

Hassantash 2003

Hassantash SA, Afrakhteh M, Maier RV. Causalgia: a
meta-analysis of the literature. Archives of Surgery
2003;138(11):1226-31.

Jackson 2008

Jackson TP, Gaeta R. Neurolytic blocks revisited. Current
Pain and Headache Reports 2008;12(1):7-13. [DOI: 10.1007/
s11916-008-0003-8]

Jadad 1996

Jadad AR, Moore RA, Carroll D, Jenkinson C,
Reynolds DJM, Gavaghan DJ, et al. Assessing the quality
of reports of randomized clinical trials: is blinding
necessary?. Controlled Clinical Trials 1996;17:1-12. [DOI:
10.1016/0197-2456(95)00134-4]

Jensen 2011

Jensen TS, Baron R, Haanpää M, Kalso E, Loeser JD, Rice AS,
et al. A new definition of neuropathic pain. Pain 2011; Vol. 152,
issue 10:2204-5. [DOI: 10.1016/j.pain.2011.06.017]

Katusic 1991

Katusic S, Williams DB, Beard CM, Bergstralh EJ, Kurland LT.
Epidemiology and clinical features of idiopathic trigeminal
neuralgia and glossopharyngeal neuralgia: similarities
and diHerences, Rochester, Minnesota,1945-1984.
Neuroepidemiology 1991;10(5-6):276-81.

Khaliq 2007

Khaliq W, Alam S, Puri N. Topical lidocaine for the treatment
of postherpetic neuralgia. Cochrane Database of Systematic
Reviews 2007, Issue 2. [DOI: 10.1002/14651858.CD004846.pub2]

Kingery 1997

Kingery WS. A critical review of controlled clinical trials
for peripheral neuropathic pain and complex regional
pain syndromes. Pain 1997;93:123-39. [DOI: 10.1016/
S0304-3959(97)00049-3]

Koopman 2009

Koopman JS, Dieleman JP, Huygen FJ, de Mos M, Martin CG,
Sturkenboom MC. Incidence of facial pain in the general
population. Pain 2009;147(1-3):122-7. [DOI: 10.1016/
j.pain.2009.08.023]

L'Abbé 1987

L'Abbé KA, Detsky AS, O'Rourke K. Meta-analysis in clinical
research. Annals of Internal Medicine 1987;107(2):224-33.

Lunn 2009

Lunn MP, Hughes RA, WiHen PJ. Duloxetine for treating painful
neuropathy or chronic pain. Cochrane Database of Systematic
Reviews 2009, Issue 4. [DOI: 10.1002/14651858.CD007115.pub2]

McQuay 2007

McQuay HJ, Smith LA, Moore RA. Chronic Pain. In: Stevens
A, RaJery J, Mant J, Simpson S editor(s). Health Care Needs
Assessment: The Epidemiologically Based Needs Assessment
Reviews: Third Series. Oxford: RadcliHe Publishing, 2007. [ISBN:
978-1-84619-063-6]

Merskey 1994

Merskey H, Bogduk N. Classification of chronic pain. 2nd
Edition. Seattle: IASP Press, 1994.

Moisset 2007

Moisset X, Bouhassira D. Brain imaging of neuropathic
pain. Neuroimaging 2007;37(Suppl 1):S80-8. [DOI: 10.1016/
j.neuroimage.2007.03.054]

Moore 1998

Moore RA, Gavaghan D, Tramèr MR, Collins SL, McQuay HJ.
Size is everything-large amounts of information are needed
to overcome random eHects in estimating direction and
magnitude of treatment eHects. Pain 1998;78(3):209-16. [DOI:
10.1016/S0304-3959(98)00140-7]

Moore 2006

Moore RA, McQuay HJ. Bandolier's Little Book of Making Sense
of the Medical Evidence. Oxford: Oxford University Press, 2006.
[ISBN: 0-19-856604-2]

Moore 2009

Moore RA, Straube S, WiHen PJ, Derry S, McQuay HJ.
Pregabalin for acute and chronic pain in adults. Cochrane
Database of Systematic Reviews 2009, Issue 3. [DOI:
10.1002/14651858.CD007076.pub2]

Moore 2011

Moore RA, WiHen PJ, Derry S, McQuay HJ. Gabapentin
for chronic neuropathic pain and fibromyalgia in adults.
Cochrane Database of Systematic Reviews 2011, Issue 3. [DOI:
10.1002/14651858.CD007938.pub2]

Moore 2012a

Moore RA, Straube S, Eccleston C, Derry S, Aldington D, WiHen P,
et al. Estimate at your peril: imputation methods for patient
withdrawal can bias eHicacy outcomes in chronic pain trials
using responder analyses. Pain 2012;153(2):265-8. [DOI:
10.1016/j.pain.2011.10.004]

Moore 2013

Moore RA, Straube S, Aldington D. Pain measures and cut-
oHs - no worse than mild pain as a simple, universal outcome.
Anaesthesia 2013;68(4):400-12. [DOI: 10.1111/anae.12148]

Moore 2013a

Moore RA, Derry S, Taylor RS, Straube S, Phillips CJ. The costs
and consequences of adequately managed chronic non-cancer

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)

Copyright © 2020 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

12

https://doi.org/10.1186%2F1471-2296-9-26
https://doi.org/10.1097%2FTA.0b013e318248bfc1
https://doi.org/10.1007%2Fs11916-008-0003-8
https://doi.org/10.1007%2Fs11916-008-0003-8
https://doi.org/10.1016%2F0197-2456%2895%2900134-4
https://doi.org/10.1016%2Fj.pain.2011.06.017
https://doi.org/10.1002%2F14651858.CD004846.pub2
https://doi.org/10.1016%2FS0304-3959%2897%2900049-3
https://doi.org/10.1016%2FS0304-3959%2897%2900049-3
https://doi.org/10.1016%2Fj.pain.2009.08.023
https://doi.org/10.1016%2Fj.pain.2009.08.023
https://doi.org/10.1002%2F14651858.CD007115.pub2
https://doi.org/10.1016%2Fj.neuroimage.2007.03.054
https://doi.org/10.1016%2Fj.neuroimage.2007.03.054
https://doi.org/10.1016%2FS0304-3959%2898%2900140-7
https://doi.org/10.1002%2F14651858.CD007076.pub2
https://doi.org/10.1002%2F14651858.CD007938.pub2
https://doi.org/10.1016%2Fj.pain.2011.10.004
https://doi.org/10.1111%2Fanae.12148


Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

pain and chronic neuropathic pain. Pain Practice 2013;March
6:Epub ahead of print. [DOI: 10.1111/papr.12050]

Moore 2013b

Moore RA, Straube S, Aldington D. Pain measures and cut-oHs
- 'no worse than mild pain' as a simple, universal outcome.
Anaesthesia 2013;68(4):400-12. [DOI: 10.1111/anae.12148]

Morris 1995

Morris JA, Gardner MJ. Calculating confidence intervals for
relative risk, odds ratios and standardised ratios and rates. In:
Gardner MJ, Altman DG editor(s). Statistics with Confidence -
Confidence Intervals and Statistical Guidelines. London: BMJ,
1995:50-63.

Nath 1996

Nath RK, Mackinnon SE, Stelnicki E. Reflex sympathetic
dystrophy. The controversy continues. Clinics in Plastic Surgery
1996;23(3):435-46.

NICE 2008

Anon. Spinal cord stimulation for chronic pain of neuropathic or
ischaemic origin. NICE technology appraisal guidance 159 2008
October. [www.nice.org.uk/TA159]

O'Connor 2009

O'Connor, AB, Dworkin RH. Treatment of neuropathic
pain: an overview of recent guidelines. American Journal
of Medicine 2009;122(10 Suppl):S22-32. [DOI: 10.1016/
j.amjmed.2009.04.007]

Rappaport 1994

Rappaport ZH, Devor M. Trigeminal neuralgia: the role of
self-sustaining discharge in the trigeminal ganglion. Pain
1994;56(2):127-38. [DOI: 10.1016/0304-3959(94)90086-8]

Roberts 1986

Roberts J. A hypothesis on the physiological basis for causalgia
and related pains. Pain 1986;24:297-311.

Sandroni 2003

Sandroni P, Benrud-Larson LM, McClelland RL, Low PA.
Complex regional pain syndrome type I: incidence and
prevalence in Olmsted county, a population-based study. Pain
2003;103(1-2):199-207. [DOI: 10.1016/S0304-3959(03)00065-4]

Shumacker 1948

Shumacker HB, Speigel IJ, Upjohn RH. Causalgia. The role of
sympathetic interruption in treatment. Surgery, Gynecology and
Obstetrics 1948;86:76-86.

Smith 2000

Smith LA, Oldman AD, McQuay HJ, Moore RA. Teasing apart
quality and validity in systematic reviews: an example from
acupuncture trials in chronic neck and back pain. Pain
2000;86(1-2):119-32. [DOI: 10.1016/S0304-3959(00)00234-7]

Soni 2013

Soni A, Batra R, Gwilym S, Spector T, Hart D, Arden N, et al.
Neuropathic features of joint pain: a community-based study.
Arthritis & Rheumatism 2013;April 1:Epub ahead of print. [DOI:
10.1002/art.37962]

Spurling 1930

Spurling RG. Causalgia of the upper extremity: treatment by
dorsal sympathetic ganglionectomy. Archives of Neurology and
Psychiatry 1930;23:784.

Sultan 2008

Sultan A, Gaskell H, Derry S, Moore RA. Duloxetine for painful
diabetic neuropathy and fibromyalgia pain: systematic
review of randomised trials. BMC Neurology 2008;8:29. [DOI:
10.1186/1471-2377-8-29]

Torrance 2006

Torrance N, Smith BH, Bennett MI, Lee AJ. The epidemiology of
chronic pain of predominantly neuropathic origin. Results from
a general population survey. Journal of Pain 2006;7(4):281-9.
[DOI: 10.1016/j.jpain.2005.11.008]

Tracey 2011

Tracey I. Can neuroimaging studies identify pain
endophenotypes in humans?. Nature Reviews Neurology
2011;7(3):173-81. [DOI: 10.1038/nrneurol.2011.4]

Treede 2008

Treede RD, Jensen TS, Campbell JN, Cruccu G, Dostrovsky JO,
GriHin JW, et al. Neuropathic pain: redefinition and a grading
system for clinical and research purposes. Neurology
2008;70(18):1630-5.

Vos 2012

Vos T, Flaxman AD, Naghavi M, Lozano R, Michaud C, Ezzati M,
et al. Years lived with disability (YLDs) for 1160 sequelae
of 289 diseases and injuries 1990–2010: a systematic
analysis for the Global Burden of Disease Study 2010. Lancet
2012;380(9859):2163-96. [DOI: 10.1016/S0140-6736(12)61729-2]

 

References to other published versions of this review

Mailis-Gagnon 2003

Mailis-Gagnon A, Furlan AD. Sympathectomy for neuropathic
pain. Cochrane Database of Systematic Reviews 2003, Issue 2.
[DOI: 10.1002/14651858.CD002918]

Straube 2010

Straube S, Derry S, Moore RA, McQuay HJ. Cervico-thoracic
or lumbar sympathectomy for neuropathic pain and complex
regional pain syndrome. Cochrane Database of Systematic
Reviews 2010, Issue 7. [DOI: 10.1002/14651858.CD002918.pub2]

 
* Indicates the major publication for the study

 

Cervico-thoracic or lumbar sympathectomy for neuropathic pain and complex regional pain syndrome (Review)

Copyright © 2020 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

13

https://doi.org/10.1111%2Fpapr.12050
https://doi.org/10.1111%2Fanae.12148
https://doi.org/10.1016%2Fj.amjmed.2009.04.007
https://doi.org/10.1016%2Fj.amjmed.2009.04.007
https://doi.org/10.1016%2F0304-3959%2894%2990086-8
https://doi.org/10.1016%2FS0304-3959%2803%2900065-4
https://doi.org/10.1016%2FS0304-3959%2800%2900234-7
https://doi.org/10.1002%2Fart.37962
https://doi.org/10.1186%2F1471-2377-8-29
https://doi.org/10.1016%2Fj.jpain.2005.11.008
https://doi.org/10.1038%2Fnrneurol.2011.4
https://doi.org/10.1016%2FS0140-6736%2812%2961729-2
https://doi.org/10.1002%2F14651858.CD002918
https://doi.org/10.1002%2F14651858.CD002918.pub2


Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

C H A R A C T E R I S T I C S   O F   S T U D I E S

Characteristics of included studies [ordered by study ID]

 

Methods Randomised, double blind, active control

Radiofrequency lesioning carried out at 80ºC for 90 s at each site; phenol ablation carried out with 7%
phenol. For both procedures, radiofrequency cannula was positioned, with stimulation at 50 and 2 Hz
to identify proximity to sensory and motor nerves, and maintain blinding. Participants remained in
prone position for 30 minutes

Participants monitored on ward for 24 hours. Follow up at 1 and 7 days, and 2 and 4 months

Participants Complex regional pain syndrome. History of failure to respond (pain intensity > 6/10) to treatment with
oral pregabalin, amitriptyline, carbamazepine over >6 months, and response (pain intensity < 4/10) af-
ter diagnostic sympathetic block with lidocaine on three occasions

N = 20

Males/females not reported

Mean age 52 years in radiofrequency group, 39 years in phenol group

Interventions Radiofrequency lumbar sympathectomy, n = 10

Phenol lumbar sympathectomy, n = 10

Outcomes Nine pain outcomes, each assessed on a 0 to 10 scale

Adverse events

Withdrawals

Notes Oxford Quality Score: R = 2, DB = 2, W = 1; Total = 5/5

Oxford Pain Validity Score: 13/16

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk "computer-generated" random numbers

Allocation concealment
(selection bias)

Unclear risk Not reported

Blinding (performance
bias and detection bias) 
All outcomes

Low risk Participants blinded by creating similar scene for both procedures. Investiga-
tor collecting data not involved in procedures and unaware of the groups to
which participants were assigned

Incomplete outcome data
(attrition bias) 
All outcomes

Unclear risk One participant in the phenol group was not included in the efficacy analysis

Size High risk < 50 participants per treatment group

Manjunath 2008 

DB = double blinding; N = number of participants in study; n = number of participants in treatment group; R = randomisation; W =
withdrawals
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Characteristics of excluded studies [ordered by study ID]

 

Study Reason for exclusion

AbuRahma 1994 Not RCT (included in 2002 review)

Greipp 1990 Not RCT (included in 2002 review)

Haynsworth 1991 Not double blind (included in 2002 review)

Mailis 1994 Not RCT (included in 2002 review)

 

 

A P P E N D I C E S

Appendix 1. Search strategy for MEDLINE (via Ovid)

1. Exp Sympathectomy/

2. (sympathectomy OR sympatholysis OR sympathicotomy).mp.

3. 1 OR 2

4. Exp Neuralgia/

5. (complex regional pain syndrome OR reflex sympathetic dystrophy OR causalgia OR phantom limb pain OR allodynia OR diabetic
neuropath* OR trigeminal neuralgia OR post-herpetic neuralgia OR neuropathic adj2 pain).mp.

6. 4 OR 5

7. randomized controlled trial.pt.

8. controlled clinical trial.pt.

9. randomized.ab.

10.placebo.ab.

11.randomly.ab.

12.trial.ab.

13.groups.ab.

14.OR/7-13

15.3 AND 6 AND 14

Appendix 2. Search strategy for EMBASE (via Ovid)

1. Exp Sympathectomy/

2. (sympathectomy OR sympatholysis OR sympathicotomy).mp.

3. 1 OR 2

4. Exp Neuralgia/

5. (complex regional pain syndrome OR reflex sympathetic dystrophy OR causalgia OR phantom limb pain OR allodynia OR diabetic
neuropath* OR trigeminal neuralgia OR post-herpetic neuralgia OR neuropathic adj2 pain).mp.

6. 4 OR 5

7. clinical trials.sh.

8. controlled clinical trials.sh.

9. randomized controlled trial.sh.

10.double-blind procedure.sh.

11.(clin* adj25 trial*).ab.

12.((doubl* or trebl* or tripl*) adj25 (blind* or mask*)).ab.

13.placebo*.ab.

14.random*.ab.

15.OR/7-14
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16.3 AND 6 AND 15

Appendix 3. Search strategy for CENTRAL

1. Exp MESH descriptor Sympathectomy

2. (sympathectomy OR sympatholysis OR sympathicotomy):ti,ab,kw

3. 1 OR 2

4. Exp MESH descriptor Neuralgia

5. ("complex regional pain syndrome" OR "reflex sympathetic dystrophy" OR causalgia OR "phantom limb pain" OR allodynia OR "diabetic
neuropath*" OR "trigeminal neuralgia" OR "post-herpetic neuralgia" OR "neuropathic adj2 pain"):ti,ab,kw

6. 4 OR 5

7. Randomized controlled trial:pt

8. MESH descriptor Double-blind Method

9. random*:ti,ab,kw

10.OR/7-9

11.3 AND 6 AND 10

12.Limit 11 to Clinical Trials (CENTRAL)

W H A T ' S   N E W

 

Date Event Description

1 April 2020 Review declared as stable See our updated Published notes.

 

H I S T O R Y

Protocol first published: Issue 1, 2001
Review first published: Issue 2, 2003

 

Date Event Description

26 February 2018 Review declared as stable See Published notes

26 February 2014 Review declared as stable This review has been assessed as stable and will be reassessed in
2018.

3 September 2013 Amended Wording amended for one author's declaration of interest.

2 July 2013 New citation required but conclusions
have not changed

Conclusions unchanged, but Risk of bias assessment expanded
and Summary of findings table added.

2 July 2013 New search has been performed New searches carried out, but no new studies identified for inclu-
sion.

27 June 2012 Amended Contact details updated.

15 January 2010 New search has been performed This review was updated with a new search in December 2009.
The review title was changed to reflect the scope of the review
more accurately. Study inclusion criteria and primary outcomes
were revised: review now includes only studies of the highest
methodological quality (randomised and double blind), and uses
more rigorous outcomes as defined by the IMMPACT group. Fur-
ther searching to May 2010 found no additional studies.
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Date Event Description

15 January 2010 New citation required and conclusions
have changed

One study (Manjunath 2008), with 20 participants, satisfied the
inclusion criteria. It did not show a difference between radiofre-
quency lumbar sympathectomy and lumbar sympathectomy
with phenol over 4 months following the intervention. The prac-
tice of sympathectomy for neuropathic pain is based on little
high quality evidence and carries a risk of serious complications.
The four studies included in the earlier review were excluded be-
cause they were not randomised, double blind, controlled trials.

13 May 2009 Amended Contact details updated.

14 October 2008 Amended Converted to new review format.

 

C O N T R I B U T I O N S   O F   A U T H O R S

For the previous update SS and SD carried out searches, identified studies for inclusion, and extracted data. All review authors were
involved in discussions about updating the Methods section (Inclusion criteria and Outcomes) and in writing the final review. All authors
read and approved the final manuscript.

For this update SD and RAM carried out searches. All review authors were involved in updating the Methods and Risk of bias sections and
preparing a Summary of findings table. All review authors read and approved the final manuscript.
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to analgesics and other healthcare interventions. SS has received a lecture fee from and consulted for Oxford Medical Knowledge, both
related to analgesics. No pharmaceutical company had any involvement in funding or carrying out this review.
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D I F F E R E N C E S   B E T W E E N   P R O T O C O L   A N D   R E V I E W

The first update diHered from the earlier review primarily in the methodological quality of the included studies and the choice of eHicacy
outcomes. It included only studies of the highest methodological quality (randomised and double blind) because these are known to be
less prone to bias (Moore 2006), which is of utmost importance in pain studies where outcomes are subjective, and used more rigorous
outcomes as defined by the IMMPACT group (Dworkin 2008).

This update did not identify any new studies, but the Risk of bias assessment has been expanded and a Summary of findings table included,
in keeping with methodological advances in recent Cochrane reviews.

N O T E S

2018

A restricted search in February 2018 did not identify any potentially relevant studies likely to change the conclusions. Therefore, this review
has now been stabilised following discussion with the authors and editors. The review will be re-assessed for updating in two years. If
appropriate, we will update the review before this date if new evidence likely to change the conclusions is published, or if standards change
substantially which necessitate major revisions.
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2020

We assessed a second updated search in March 2020 and again did not identify any potentially relevant studies likely to change the
conclusions. Therefore, this review has now been stabilised following discussion with the authors and editors. The review will be re-
assessed for updating in five years.

I N D E X   T E R M S

Medical Subject Headings (MeSH)

Catheter Ablation  [*methods];  Complex Regional Pain Syndromes  [*therapy];  Leg  [innervation];  Neck;  Neuralgia  [*therapy];  Phenol; 
Randomized Controlled Trials as Topic;  Sympathectomy  [*methods];  Sympathectomy, Chemical  [methods];  Sympatholytics;  Thorax

MeSH check words

Humans
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