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Case Report / Olgu Sunumu

Thoracoscopic bilateral sympathectomy for the treatment of
hyperhidrosis: A complication of patient positioning
Hiperhidrozis tedavisinde torakoskopik bilateral sempatektomi:
Bir hasta pozisyonlama komplikasyonu
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ABSTRACT

Severe palmar and/or axillary hyperhidrosis may adversely affect the patients. Thoracoscopic sympathectomy is frequently preferred for the treatment
of severe hyperhidrosis. Patient positioning in surgery may cause a number of complications. In this article, we report a male patient who developed
hypoesthesia on the palmar side of the first three fingers of the left hand after thoracoscopic bilateral sympathectomy for hyperhidrosis. Nerve
conduction studies revealed non-significant results. Hypoesthesia was thought to be related to hyper-abduction position of arms. This complication
disappeared two months after surgery. Appropriate patient positioning may prevent these complications.
Keywords: Complication, hyperhidrosis, hypoesthesia, patient positioning, sympathectomies.

ÖZ

Şiddetli palmar ve/veya aksiller hiperhidrozis hastaları olumsuz etkileyebilir. Torakoskopik sempatektomi şiddetli hiperhidrozis tedavisinde sıklıkla
tercih edilir. Cerrahide hasta pozisyonlaması bazı komplikasyonlara neden olabilir. Bu yazıda, hiperhidrozis için torakoskopik bilateral sempatektomi
sonrası sol elin ilk üç parmağının palmar tarafında hipoestezi gelişen bir erkek hasta sunuldu. Sinir ileti çalışmaları anlamlı olmayan sonuçlar gösterdi.
Hipoestezinin kolların hiper-abdüksiyon pozisyonu ile ilişkili olabileceği düşünüldü. Bu komplikasyon cerrahiden iki ay sonra ortadan kayboldu. Uygun
hasta pozisyonlaması bu komplikasyonları önleyebilir.
Anahtar sözcükler: Komplikasyon, hiperhidrozis, hipoestezi, hasta pozisyonlaması, sempatektomiler.

Hyperhidrosis occurs as a result of increased
sympathetic activity and may cause significant
psychological problems and professional and
social handicaps.[1] Hasimoto et al.[2] stated that
actual prevalence of primary hyperhidrosis
was 0.93% and nearly 50% of the respondents
with primary hyperhidrosis reported impaired
quality of life. Although treatments such as
botulinum toxin type A, oral medication, topical
therapy with aluminium chloride, psychotherapy,
and iontophoresis are available, surgical

sympathectomy is being increasingly utilized.
Thoracoscopic sympathectomy (TS) is used in the
treatment of palmar and/or axillary hyperhidrosis,
Raynaud’s phenomenon, and peripheral vascular
insufficiency.[3-5] Thoracoscopic sympathectomy is
surgery to cut or clamp the sympathetic nerves and
has complications such as pneumothorax, Horner
syndrome, hemothorax, quilothorax, cubital nerve
neuropraxia, and subcutaneous cervico-thoracic
emphysema.[6] In this case report, we discussed a
23-year-old male patient who was evaluated due
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to the hypoesthesia in the palmar side of the first
three fingers of the left hand subsequent to TS for
the treatment for hyperhidrosis.

CASE REPORT
A 23-year-old male patient was admitted to
neurological outpatient clinic with the complaint
of hypoesthesia of palmar side of first three
fingers of left hand. According to the history, the
patient had excessive sweating since high school.
After starting university, social and psychological
problems associated with excessive sweating
increased. The treatments of iontophoresis and
aluminium chloride failed. Thoracoscopic bilateral
sympathectomy was planned and procedure of
surgery included cutting thoracic ganglion 2, 3, 4
(T2, T3, and T4). Immediately after the operation,
a hypoesthesia appeared on the left hand. Due
to the continuation of hypoesthesia three days
after surgery, he was admitted to thoracic surgery
outpatient clinic and referred to our outpatient
clinic. He had no trauma history after TS. His
routine blood parameters, thyroid, kidney, and
liver function tests were within normal limits.
Chest X-ray and electrocardiogram gave normal
results. The patient had no systemic disease
or drug use. A history of smoking, alcohol, or
substance abuse was not available. His family
history was unremarkable. In the neurological
examination, motor nerve function of left hand
was normal. Sensory function of palmar side
of the first and second fingers, and the palmar
side of the phalanx distalis of the third finger
were decreased (Figure 1). Nerve conduction

study on the 15th day revealed non-significant
results. On the 20th day, the patient reported a
reduction in the hypoesthesia of the third finger.
Recovery continued from the third finger to the
first finger. Hypoesthesia ceased two months after
TS procedure. The hypoesthesia was attributed to
hyper-abduction of arm, which is an operational
positioning of TS surgery. No similar side effects
were reported during the follow-up of the patient.
A written informed consent was obtained from
the patient.

DISCUSSION
This case presentation was evaluated as a
case of hypoesthesia due to patient positioning.
Other causes of hypoesthesia were excluded.
Thoracoscopic sympathectomy is a surgical
procedure in which a portion of sympathetic
nerve trunk in the thoracic region is destroyed.
Cautery use may cause operative complications.[6]
However, in our case, the hypoesthesia was related
to the region which is stimulated by the median
nerve. The median nerve is derived from the
medial and lateral cords of the brachial plexus. It
contains fibers from roots of cervical ganglion 6
(C6), T1, and may contain fibers from C5 in some
individuals. Since the median nerve is located in
an area over the operation region, hypoesthesia
was not associated with the thermal effect of
cautery.[1,7] Patient positioning is another cause
of operative nerve damage. The stretch sourced
from hyper-abducted arm or any compression
may have caused temporary hypoesthesia.[8]
Sensory fibers are located on the outer side of
the nerves. For this reason, they are more prone
to nerve damage.[9] Therefore, physicians and
relatives should be aware that patient positioning
in TS may cause hypoesthesia.
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