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Radiofrequency Rhizotomy

pneumothorax 6

Location No of cases
Palm 233(100%)
Sole 225(97%)
Axillae 156(67%)
Face 71(30%)
Trunk 26(11%)
3.
50
1
3 ( 3 1
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atelectasis 4 (1.7%), ptosis 3 (1.3%), pleura effusion 3 (1.3%), chylothorax 1

(0.4%)
(3.0%), neurdgia 3 (1.3%), Horner 2
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10.

No. of cases
Back 159(89%)
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Thigh 62(37%)

Leg 47(26%)

Face 15(8%)
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1 ( 10).
11.
Precipitating factor No. of cases
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Abstract
Gonpensatory hyperhidrosi s after thoracoscopi ¢ synpathectony in

essential hyperhidrosis

Eui -Kyo Seo

Brain Korea 21 Prgect for M edical Sciences
The Graduate School, Yonsei University

(Directed by Associate Professor Yong-Eun Cho)

Essential hyperhidrosis is a pathological condition of excessive sweating
beyond that required to cool the body, originating from a(poorly understood)
dysfunction of the sympathetic nervous system. In the majority of patients
there is excessive sweating at the pam, sole, axillae, face. Several
therapeutic modalities were applied but surgical resection of the sympathetic
ganglion is the only curative method. Thoracoscopic sympathectomy is the
most popular treatment for upper limb hyperhidrosis, because it is a safe,
effective, minimally invasive, and time-saving method. But this less
invasive approach has had no effect on the sequelae of the sympathetic
denervation, such as compensatory hyperhidrosis, gustatory abnormalities,
phantom sweating, and some pulmonary and cardiovascular reactions. The
commonest of these complications is the compensatory hyperhidrosis in
other areas of the body, notably back, chest, abdomen, and buttocks.
Compensatory hyperhidrosis is severe enough for some people, especially

those living in a warm climate or engaged in heavy physical activities, to
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regret ever having had operation. But the pathophysiological mechanisms
underlying compensatory hyperhidrosis are incompletely understood, even
though it is thought to be a truly compensatory feature related to
thermoregulation of the body. | studied the clinical features of total 233
patients who was diagnosed as essential hyperhidrosis and treated with
thoracoscopic sympathectomy or sympathicotomy at Yong-Dong Severance

Hospital Spine Center from March 1992 to July 2000.

1. The success rate of thoracoscopic sympathetic surgery (sympathectomy or

sympathicotomy) was 98.7%.

2. The global rate of compensatory hyperhidrosis was 77%; 84% in group
T23 sympathectomy, 76% in group T2 sympathectomy, 43% in group T23

sympathicotomy and 59% in group T2 sympathicotomy.

3. The rate of embarrassing or disabling compensatory sweating was
significantly higher in T2 sympathectomy and in T23 sympathectomy than
in T2 sympathicotomy and T23 sympathicotomy with significancy in

statistic analysis(P<0.01).

4. The compensatory hyperhidrosis was mostly developed within 1 month
after  thoracoscopic sympathectomy. The precipitating factors  of
compensatory hiperhidrosis, including heat(warm weather), anxiety, stress,

and exertion were noted.

4. The compensatory hyperhidrosis was the main cause of patient

dissatisfaction after thoracoscopic sympathectomy.

From the above results, | concluded that the degree of compensatory

hyperhidrosis is closely related to the extent of thoracic sympathectomy.
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