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Introduction 
■ Video assisted thoracoscopic surgical sympathectomy has proven to be an effective procedure in 

the management of intractable angina pectoris that is unresponsive to medical management alone 
or in a patient who is not a suitable candidate for coronary artery revascularization [1].

■ Relief of anginal pain and sympathectomy is related to the physiologic connection of the central 
nervous system to the myocardium via the sympathetic autonomic nervous system

– Vasospasms leading to ischemia of the myocardium results in the release of activating 
substances

– Leads to stimulation of afferent fibers of the sympathetic nervous system [2].

■ Pain signals are then carried to, primarily, the sympathetic ganglia at the level of T2 to T6 à
sensation of angina in the patient [2].
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Case Description
■ We report the medical history, surgical procedure and post-operative findings in a 

27-year old female who underwent bilateral thoracic sympathectomy for refractory 
Prinzmetal angina 

■ Medical history: 
– obesity

– recurrent angina pectoris
– coronary artery disease

– AICD

– systolic congestive heart failure

– recurrent ventricular arrhythmias

– hypertension, seizures
– pulmonary embolism 

– Relevant surgical history: thoracic epidurals and stellate ganglion blocks. 



Procedure
■ Pre-op antibiotics, placed under general anesthesia and intubated with a double lumen tube.

■ 12mm trocar was placed at the 5th intercostal space posterior axillary line, 5mm port at 4th intercostal anterior axillary and 5mm port at 3rd intercostal 
posterior axillary line while on right lung ventilation

■ Insufflation was attached to improve visualization. The sympathetic chain was identified posteriorly

■ 1cc of 1% plain lidocaine injected over the stellate ganglion and at T4

■ Overlying pleura at rib 4 was then divided with electrocautery and mobilized toward rib 5

■ Chain circumferentially mobilized and divided between ribs 4 and 5. The pleura was mobilized cephalad until the stellate ganglion was identified. The 
chain was circumferentially mobilized 

■ Clip placed across the inferior one third of the stellate ganglion just proximal to rib 2 and cut with endoshears

■ Nerve segment was removed and sent to pathology. A red rubber catheter was positioned at the apex and the left lung ventilated with the outside end of 
the catheter submerged. The catheter was removed and the incisions closed with vicryl and monocryl and dressed.

■ Pt re-positioned to the left lateral decubitus position and the same procedure performed (except three 5mm ports were placed)  

■ In the same way, chain was injected with lidocaine, pleura divided, caudal end cut and a clip placed across the inferior aspect of the stellate ganglion and 
cut. The clip was replaced slightly more cephalad and an additional portion of the inferior aspect of the ganglion cut and excised. Hemostasis was 
observed. A red rubber catheter was used to evacuate the air in a similar way and the incisions closed and dressed. The patient tolerated the procedure 
and she was positioned supine and a block was performed. She was extubated.

■ Operative benefits: 
– Increased arrythmia threshold 

■ Operative risks: 
– Hyperhidrosis 
– Horner’s syndrome 
– Unresolved arrythmias 



Discussion
■ Literature suggests a high degree of long-term symptomatic relief of angina pectoris symptoms in patients undergoing 

thoracic sympathectomy [3]
– Birkett et al: 52 patients

■ 81% of patients demonstrated long-term benefits 
■ 54% complete resolution of symptoms; 27% partial resolution of symptoms

– Claes et al: 43 patients
■ 93% symptomatic improvement 
■ 49% totally pain free after surgery

– Rathinam et al: 26 patients 
■ 92% symptomatic improvement at 6 months 
■ 66% demonstrated sustained relief at 67.8 months

■ In reality, individual patient results can vastly differ 
– Our 27-year-old female patient underwent a successful surgical course but only experienced two weeks of post-

procedural relief of symptoms with total return of symptoms after this time period

■ Results of the procedure are further individualized in unexampled patient populations 
– i.e. our patient who is below the age of thirty and has an extensive medical and surgical history 
– the average patient documented in the literature is greater than 50 years old


