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salory sweating after sympatk y for hy
kmmlﬁnmm pulimhr,
T2-T4 sympatheciomy for axillasy hyperhidrosis leads to

y maore disabling sweating compared with
T2-T3 sympathectomy for palmar How-
ever, it is not known whether this is a resalt of the
adiditional transection of the T4 segment or il patients

m;wmﬂw
pﬂhmrtn 35) or T2-Td sympathectomy (n =
depending on the sargeon’s preference.

patients after a median of 3 monthe. Compensatary
sweating occurred in 90% of patients and was so severe

recent national survey of 150,000 households con-
cluded that 4 million people in the United States

w'ﬂulmnuﬂn‘wudma&nquutprnhhm
[8]- In particular, T2-Td sympathectomy for axillary hy-

caunsed significantly more disabling sweating
compared with T2-T3 sympathectomy for palmar hyper-
hidrosis or T2 sympathectomy for facial hyperhidroaks.
However, it is not known whether this increase in severe
compensatory swealing resulted from the additional
transection of te sympathetic chakn at the Td bevel or i
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in 1% that they often had 1o change clothes during the
day. There were no significant differences in occurrence
or severity of compensatory sweating between the two
extents of sympathectomy. Surghcal ouicome, however,
was significantly better after T2-T4 sympathectomy.
Conclugions, In conlrast with previous reports, the
incidence of compensatory sweating was nol signif-
cantly related to the extent of sympathectomy for axillary
hﬂ)ﬂkﬂmﬁkuqﬂlmﬂutplﬂmwﬁh
primary wxlilery Wpedkidvosk
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treatmients fail; and provided there s an indication, we
recommend T2-T4 sympathectomy,

{Ann Thorac Surg 2005:80:455-50)
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patients with primary hyperhidrosis in the adlla are
mare prone |o experience disabling compensatory sweat-
ing. The aimn of this follow-up study was to nvestigate
the influence of T4 In the development of side effects
after sympathectomy for axillary hyperhidrosis,

Patients and Methods

From our databases, we identified two groups of 50
consecutive patients each who were treated for axillary
hyperhidrosis by thoracoscopic sympathectomy ot the

ts of cardiothoracic surgery, Odense Univer-
sity Hospital and Aarhus ity Hospital, Denmark,
during a T-year period (January 1997 to January 2003).
Objective methods for quantifying sweating before sur-
Mmm.ppﬂhd_m&dhﬂnuﬁrupﬂ:&mm

g axillary hy as defined by the patient
Mmmmmhlmlmmdhd
Failed medical treatment either because of lack of effect or
because of local skin reactions, They were subsequently
referred to us by their family physican or by a derma-
tologist. In addition to axillary hyperhidrosis, 49 patients
also suffered from palmar hyperhidrosis and 15 com-
plained of facial hyperhidrosis/lushing. A T2-T3 sym-
MWFﬁmmaﬁpﬁﬁnﬂh[ﬂdmn-
Mk Aarhus: n = 5) and the remaining 65 patients under-
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Taahle 1. Effect of Operabion for Axitlary Hyperiidnosis Verses Evient of Sympathecionmy

Effiect of Operation
Excellent Satislaciory Suine Efect o Etlet Total
Level of sympathoctamy
Th2-3 T ELL] 12 {38} L] o0y
Thi-4 12 (A8} (ETFE] 1 zen 5[0y
Tatal AT V6 {18} 22428 224} 20 (100y

Uhata sharas an MumDer of patients (wilh percentages in parenibesish

wend T2-T4 ﬂ"l‘ﬂp.‘lﬂﬂ‘mr {Ddense: n = 1% Aarhus:
n = 48},

All hospital reconds were retrieved and the following
data pecorded: symptoms, length of hospial stay, post-
operative complications, time spent in the operating
room, and duration of the surgical procedure.

Questionnaires were mailed to all patients for fol-
bow-up except for 3 who had emigrated. All patients wen:
asked to mark their disability, both professionally and
socially, from their symptoms before surgery (very musch,
some, or none at allj and o mark the effect they had

opened, and the sympathetic chain was transected. The
incision was extenied l.lhﬂn]l:r for appm.lim.l‘lﬂyz.mw
the second costa to include any accessory nerve fibers
{the perve of Kuntz). The procedure was performed
bitaterally on the second and third costa (T2-T3) or on the
second, thind, and fourth costa (T2-T4) depensding on the
surgeon’s preference. All procedures were compleled by
reinflation of the lung while the anesthesiologist venti-
lated the patient mamually, exerting coninuous positive
pressure for a few seconds to prevent pneumothoras,
before a 4-mm chest tubse (Aarhus) or the trocar (Odense)

achieved from the operation on their axillary symp
lexcellent, satisfactory, some effect, or no effect). Patients
were asked to comment on occumrence and bocation of

any compensatory sweating, defined as excessive sweal-
era!‘h:r L'I'u:npfr.uirm that was considered abnormal. In
an atbempt b0 assess the severity of compensatory sweal-
ingg, all patients were asked if they had to change clothes
during the day because of this side effect. Further, pa-
tents were asked whether they had developed any
pustatory sweating defined as facial sweating when cat-
Ingy eertain foods, Finally, they were asked if they were
satisfied with or regretied the operation,

Seatistical analysis included independent-samples 1
test, Mann-Whitney L test, cross-tabulation, and relative
risk {RE) estimaftes with %5% confidence infervals imple-
mented in the SPS5 101 statistical software package
(5PSS, Chicago, [Hinoés). All p values less than 005 were
considered statistically significant.

Surgical Techwiques
The surghcal technigues were identical at the two hospd-

was subsequently removed. The surgical wounds wene
closed with Steri-Strip (3M Health Care, 5t Paul,
Minnesatal.

Results

O patient was excluded from the analysis because he
was misclassified after sympathectomy for palmar lyper-
hidrosis, For the remaining 9% patbents, the two hospitals
were comparable with no significant differences in sex
(74% were femalel, age (median, 28 years; range, 14 o 500,
hospital stay (median, 2 days: range, 0 to 41 and fol-
bow-up time (median, 31 months; range, 1 o 88). The
median duration of the sargical procedure was 15 min-
utes (range. ¥ to 105). This was !l.l.ﬁh“y shorter af Odense
University Hospital (p = 002). No conversion o open
Iﬁhnique was necessary, and there were no n-pﬁ';Hw
deaths. In 1 patient, permanent unilateral Horner's syn-
drome developed, and 1 patient was troated with a chest
tube for postoperative peumothoras,

A total of % patients answered the questionnaines (91%),

tals except for the pleural drainage during reindlation of
the lungs. All patients were operated on in the supine
position with abduction of both arms under skagle-lumen
intubated anesthesta, Two poris were made, The first
incisbon (5 mm) was made anterborly in the hairine. The
endotracheal tube was briefly disconnected by ithe anes-
'I.hcﬁtﬂbghl o deflate the 1|.r|'igI when the pleural cavity
was d o avoid o ging the lung parenchyma. A
S-mm bluni-tip trocar was introduced for the use of a
O-degree or 3-degree videothoracoscope (Olympus
Winter & Ibe, Hamburg, Germany). An additional 5-mm
trocar was placed posterionly in the hairfine for the
introduction of a harmonic scalpel {Uliracision; Ethicon
Endo Surgery, Cincinatti, Ohio). The lympuﬂ'lﬂ:i: chain
was identified at the level of the crossing of the second,
third, and fourth costal heads. The parietal pleura was

Six s did ot return the questionnaine despite a
reminder, and the remaining 3 pathents never received a
questionnaine because they had emigrated. All patients
answened the question of social disability because of
their primary sympioma: very much in 88 cases (987 ) and
some in 2 cases (2%) The question of professional
disability was answered by 88 patients: very much in B4
cases [T ), some in 2 cases (2%, and none in 1 case (1%

The outcome of the operation for axillary hyperhidro-
sis {ie, dry axillae) is shown in Table 1. Outcome was
significantly better after T2-Td sympathectomy compared
with T2-T3 sympathectomy (p = 0L03). Two patients
described mild recurrent sympboms after an otherwise
excellent result after T2-Td4 qmpllhmnm:.l for a.ﬁlhq-
hyperhidrosis. Compensalory sweating. ooourned in 51
patients (30% ) and was located on the back in 65 patients



because of this side effect. We found no significant
difference between the extent of sympathectomy and the
oceurrence of either compensatory sweating (p = 0L1%
KRR = 091, 95% confidence interval 0.77 to 1.07) or severs
compenaatory sweating (p = 05% KR = 0.88, 95% confi-
dence interval 0,50 bo 1.31). We analyzed data for patients
who had isolated

there were no significant differences between the two
groups and the outcome of the operation (pr = 0L96) or the
risk of compensatory swealing (p = 094, RR = 1,00, 95%
confidence interval 088 o 1.15). Gustatory sweating
ococurred In 43 patients (48%]) with no significant differ-
ence between the two groups. Twenty-five patients (Z8%)
regretted the operation becanse of side effects (n = 12}
lack of effect from the operation (n = 4} or both (n = 9.
There was no significant association between the extent
of sympathectomy and regreiting the operation. Al the
Hme of discharge, most patients had moderate pain in
thar chest that could be relieved by nonsteroidal antiin-
Rammatory drugs, but at follow-up after 2 to 45 years, 3
patients reported local pain from the trocar site.

Comment

?mhmnwhhmummm
d. A recent i EY y
mnchldndﬁulﬂupvimtdpwvﬂmd
in the United States is 28%, eguivalent to 7.8 million
peupillll.lumﬂmﬂ'ml.‘!-n'lminnpﬂmlﬂl:y
hyperhidrosis resalted in cocupational, emotional, psy-
mﬂﬂp}qﬁ]mﬂmmlh
trate that ploms of p y andllary hy
d:ummdﬁ:hngbulhp:ﬂ:ﬂmuﬂymduddlrln
almost all patients who seek surgical treatment. Our

surgery is short (median, 15 minutesk. Given the high
incidenoe of axillary hyperhidrosis, we expect an incroase
inhnmhrﬂpﬂm*hawnhndlwlhmm
scoplc sympatk y. b ation on Ielevi-
o and ad lmm
mwﬁmhmﬁﬂuhﬂn&wﬁmww
recently resulted in 145000 links. In addition, the opera-
tion was recently reported as an outpatient procedure for
the awake patient under local anesthesia [T

Most reports on thoracoscopic sympathectomy deal
with palmar hyperhidrosis, but the extent of sympathiee-
tomy varies despile similar clinical prmnull‘uu, The
majority recommend T2-T3 sympathectomy for pal
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axillary hyperhidrosis, and most recommend T2-T4 sym-
pathectomy [3, 14, 18=21] because it is believed that the
T4 segment carrhes sympathetic fibers to the axilla, Nev-
ertheless, some surgeons only include the T1-T3 seg-
ments [12, 22-ML and there is even an effect on axillary

is in some patients after T2 sympathectomy

[9]- We have used both T2-T3 and T2-T4 sympathectomy
for axillary hyperhidmosis depending on the surgeon’s
preference, and our study demonstrates that oulcome
was significanily better when the T4 segment was also
inchaded,

Although almest all patients who seek surgical treat-
ment for axillary hyperhidrosis are disabled from their
symphorms, it is a benign condition. Consequently, it i

important lo discuss posaible side effects be-

fore surgery. In panicular, we emphasize that compen-
mmﬂughlpﬂmullﬂenﬁﬂﬂﬂwr
thectomy, although the reported incidence varies
considerably. Most authors describe it in 30% 1o 70% of
their patients, and we recently that it occurred
in 90% of our patients [6]. We also demonstrated that
severs sweating was a frequent problem. The present
study confirms that comp tory sweating after sympa-
thectomy is very common. [t eccurned |n 90% of patients
who were treated for axillary hyperhidrosis, and in 61% it
was #0 sovere that they often had to change clothes during
the day. We did not .-i:u.:rpl.linlli.!'lhdr
wlduuntmlpm:tlmt-iill bmmnl'
the high of this side effect after a median
follow-up of 31 menths from the operation. We found no
significant difference in oocurrence of either compensatory
or gevere sweating after T2-T3 or T2-T4 sympathectonny in

section of the sympathetic chain at the T4 level is not the
TOASOn.

I:nlpl: dﬁrﬁwﬂdrmd‘wm}udlyqu

utnﬁndﬁﬂilitupﬂ:.linnl‘l’m H‘.\Grmuﬁllhq

mmﬁlﬂmﬂtkmﬂﬂwhﬂmﬁt
did not return the questionnaire. The bwo main reasons
for regretting the operation was side effects and lack of
effiect from the operation. One possible explanation for
the lower sucoess mie in axdllary compared with palmar
hyperhidrosis may be that there are both ecorine and
apocrine sweat glands in the axdlla. The eccrine sweat
glands are distributed over the entire surface of the skin
and are innervated by sympathetic fibers, but the apo-
crine glands respond primarily to epinephrine. They
produce a milky sweat that contains fat and cholesteral
and may have a strong odor. Because the apocrine glands
are nmlnmmhdbywlhcﬂ: fibers, they continue
o function after symg . and thus may contrib-

but some surgeons only perform T2 sym-
pathectomy [8-13] and others moutinely incdode T2-T4
I35, M] or T2-TS [15-17]. There are fewer reporis on

wie to the lower success rlhf.'mq_nmlt);wiﬂp-&m
selection is important; and if a patient primarily com-
plaing of axiller hyperhidrosis with an offensive odor, we
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believe that he or she is not likely to beneflt from
sympathectomy. The other main reason for regretting the
operation was compensatory hyperhidrosis. Since the
196, this has been considered 10 be a thermoregulatory
mechandsm by which the sweal glands atbempl 1o compen-
sate for bes of secnetory Hssue [25]. However, i s nobewor-
thy that there are no reports on compensatory sweating
from patients in whom axillary glands were denervated by
botulinuem loin injections or removed su !

The mechanism of compensatory hyperhbdrosis may
be more complex than simple compensation for thermo-
regulatory purposes. In addition, the reported incidence
of compensatory hyperhidrosis varies widely. That could
reflect helerogenous p.:lknt pnpulaﬂunlnrdiﬁcrﬂﬂ T
gical provedurcs bul may alse be a consequence of
different delinlibons of Compensatory sweating. While
wsme authors count onlr casncs in which massive over-
perspiration occurs, others consider even a slight in-
crease in perspiration as compensalory sweating [26].
Compensatory sweating may vary with intensity of ques-
tiankng and thoroughness of follow-up, and it is afected
by geographic location, working environment, humidity,
temperature, and season [23], However, our two paticnt
populations were homojgonoews: all wene Caucasian, Hoed
in the same geographical anea, and all answered thi same
questionaine. Finally, previous siudics have only dealt
with perception of increased compensabory sweating
because quantitation was nod done. Whether there is an
imcreased level of compensatory sweating or merely an
increase in subjective discombort has yel to be deter-
minisd, but we certainly suspoect that percoption of sweat=
Ing is important. This, someons with mild axillary sweat-
ing wouald probably experience new back swealing more
severely than would someone with the same amounl of
new back sweating after complete relief of severs palmar
sweating.

The present study has both advantages and limitations.
Firllly. it is Favorable that oar Tesponse rate was 1% In
fact. 3 patients never reccived the questionnaine because
th-er hadd emlgr.nrd, and the actual response rate may be
calculated wp to 4%, This figure s higher than most
studies and strengthens the credibility of our results, In
comparison, even very large series may suffer from
reporting bias because the response rate was hower than
50% [BL Nevertheless, the present study was retrospec-
tive, and patients were not randomized for the extent of
sympathectomy. Instead, that was the surgeon’s prefer-
ence, and in theory, our resalis coubd refled a difference
between the two hospitals. However, surgeons at both
institations performed both extents of sympathectomy,
and surgical equipment as well as procedures were
:mly the same excepl Inrulepiwnl drainage. Accord-
jnw, we o miot suspich this was the reason for a betfer
oulcome after T2-T4 sympathectonry, but ultimately a
prospective randomised trial may be necessary.

The majorily of our patients were satisfied with their
operation, and they would even recommend it 1o others.
However, 28% rogretted the operation, and il B only
reasonable to ask i one shiuld treal axillary hyperhidmo-
sis by thoracoscopic wmpalhmnuw. I =, it s obvions

Ann Therac Surg
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that patients shoubd undergo a meticulows and critical
selection, and they should receive thorough information
about the high risk of side effects and a lower success rate
compared with palmar hyperhidrosis. The present study
has changed our daily practice as we have increased the
level of patient information preoperatively. We now
recommend that thoracoscopic sympathectomy for axil-
llr}- h:,rp-rrhidrmhihm.dd. mdy be considered for P;ll]rrlu
whose symploms severely interfere with daily life and for
whom all medical treatments have failed. We emphasice
the information aboul frequent side effects after this
procedure and mention other treatment options, namidy,
subcutaneous curretage of the axillary sweat glands or
botulinum toxin injections. The latter, however, are nol
available for hyperhidrosis in our country. Afler receiv-
ing this information, approsimately 20% of our patients
have chosen not b undengo thoracscopic sympathectony
over The past 12 months, bat the majority insist on being
npmhrdemlluﬂ:puﬁrﬂbl.wnuwmmﬂﬂz
T2-T4 sympatheciomy al both hospitals because the sungl-
cal oaitcome is bether compared with T2-T3 sympatheciony,
Dnrrmlhdcmmllﬂmewamwm
difference in oulcome of the op i b
whao had lsolabed axillary hyperhidrosks and pad-rnhl whao
had additional palmar or craniolacial hyperhidnosis. As a
0 v herenl, rec dations for thoracoscopic
wlhadmwilmumbelh.m[nliumnw
Tr.::d.ld.umal:,l (131 q,l'nquﬂ'lﬂhrchun]h transected or re-
menved during thoracescople sympathectonyy, bat there are
reports of similar or even better outoome after endoscopic
clamping [10, 27, 26, In patients with intoleralle compen-
satory sweating, their side effeds could be improved by
remapiing the clamps [10, 27, 35, We have limited experi-
erce with thorscescopic clamping for primary hyperhidrm-
sis im Denmark, bt it may be particulady suitable for
jpatients with axillary hyperhidrsis because they ame more
[P by v CTTpCTEHErY hyperhidrosis,
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Ethnmuynﬂulhlnq-m In sddition, as D Drogl

Your title s “Side Effects After
mmum-hmmmmnmh
litle, because, fior me, all of your results are influenced ned by the
level of Thip all the consequences and side clfects happen
becsnse of Th If you haven't operated the bevel TH2, yois wan't
have all these sbde effects. We have had alrsost 1,000 operated
patients since 1995 umill now, and we have sever operated the
mmmm,mrmmmm

¥ g vl r

qhﬂl-lﬂﬂ'l'l' i vy far axdllasy
Mmﬁ'lhnﬂ!_mh. Wehwl—ﬂmﬂ'ﬁd

g when we i below the
h-vrlnlm.ﬁndrmmphldr critical of the conclusion, that
the primary location ih}mm hlnpl'!dhmw
factor bo enbs o bnbensily ¥ sweating. At least, i
Mﬂmuﬂmmmmthh
demmmend on pous e,

DR ROBERT | CERPOLIO ALE Well, is i really
the level that the chain bs divided—or is it more impartant if it
Is divided cnmpared to o

DR MARK |, KRASNA (Raltimaore, MDk Good question. | won't
apwwer that either.

DRt LICHT: We believe ihai ibe Norih Amer

has poimted cut previowsly, what geod is it if you
m:wmummmwm
eannal preve that you have resoved the correct bevel

DR DECAMPOS: I docin't matier i you resecy, cul, or clamp, It
depends on the level that you operated on. That's what 'm
teying to say. To roduce the side effects, you pever have in touch
the Th ganglios,

DR CERFOLICK | understand your point guite well—bet | fear

DR LICHT: | am surprised o hear the nesalis from the previous
mmmnh‘h" v ol srvene

g T2 cti m#;uuwnm
muw-ﬁmmmmhmﬂ
ﬂﬂlﬂﬂmmmwﬁ“lm.ﬂhm
wery aadisfiod with the p chare, T5% have excell
mmmwmwwmﬂ;.—
were wwwating, which i the case with sxillary hyperhddrmsis.

Dluma:mm::;ﬁd,m, tatan |
D Miller for ualing talks because they completly
o B #mmmmmlmm-

risnt. [f goes Io prove (hal we don™t yet know the kevel, but

Ilhutyu:unadamlmﬂmﬂlmhﬂ-p&d
ane.
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1 have one other specific question for vou. | never use the
harmonic scalpel when doing sympathecomy. Now, I'm very
careful when | divide anything near T2 1o anly use a heok
cautery and | use 8 at very bow curment and | cut it and push it
apart and cauberize it and | never cauterize the prosimal end,
Agaln, withoul my own experiince in using 3 hasmonic xah:L

an achull, o definitely if vou have a young patiend with a very low
heart rate that they should probably have a till test ahead of Hme
o demanstrabe thad they are bn fact not at high risk 1 know that
ihere have been all kinds of neparts on that,

The ether & related o reversing the procedhire., The question wis
what da you do when vou have a pakienl with

is it possible that, pust like
can get srcing o ihe stellale Ed.llum'l lmd. elsewhere? Is @
possible that something sbowl wsing the harmonic in this pro-
cediere that that happems? | don't knenw the anewer, bt 1'm
curicus i you have any data. The onby data that | kneny of where
previous comparisons were made was actaally [oe LoCicers and
Mussard, who many years ago looked at Excimer laser, YAG
Liser, and cutting, and actually there was & slight decrease in
widhe eBects widh the Lser,

Lastly, 1 just wast by comment, as far as | know, this is the
highest meparted  ineid ever of v swraking,
dml%mdmqumpmwldﬂmn{mm
wweating, almost 0%, So | di agnee with you that we need to
reassess what your approach is and change it somewhat.

DR LICHT: We started using the harmonic scalpel] breause we
were afraid of thermasl damage o the stellabe ganglion from
electrocamtery after we axperiended three cases with Homenr's
symidrome, but we have sevm one case of Homer's syndrome
alier tha tiom of the harmonic scalpel

DEM'I-I'RF-KND AOLINS {Barceloma, Spaink Congratulations

Mnlwmhﬂmhlnﬁmmr
mmmmmwmwﬁﬂmmﬂmm
from the three ports t one port, from the Literal position o
decubstus, supine position, and now we have pedormed 6 pa-
tients om an owlpatienl basis, and it works, 1 would Bl o keow

wdmn.lmloﬂu gh'nlnlhm-e paticnts Bor conipensalory
wwwating.

DR LICHT: We don't have any sclution bor compensabory
wwrating,

D MOLINS: Wa have bricd Botox injections.
DR LICHT: We dos’l use Bolox injections in Denmark,

[HE CERPOLIO: All vou can really dis is give them a lowel—saral
merve grafting ks a big deal

DR AMOLINS; Sure, That's the best thing.

DR LICHT: To answer youar fist question, the hospital stay, this
shisdy covers a Tovear period, and hospital stay bus decreased
wver time. In the last 2 years, we admit the patients the day
befnre surgery and they leave e same evening of sargery, |
think it may change towards, as ihe Itallans shawesd at the
European meeting last fall, an eutpalient procedure being done
in the awake patient under local anesthesia and eventually |
think we may also chamge this way,

DE KEASNA: Jusi ta commsent on the Last two questions, | ikink
one of the cawtions, and | kmow someone mentioned earfier
ahowl beeart rate. there is 3 bt of data thal shows thal there s
abosrt a 10% reduction in heart rate, and people should recog-
nier that. There is a recommendation that if yos have & patiend
whis s & boweer than expected heart rage, in the 50 or lewer for

compensatony

g Vwhen | by went and beked a8 the data on this,

there wass onlby ome surgean, whao | knowe and | nespect, in Fenland,

thad has 3 significant experience in neversing these, and, in fact, ke

reported, that is, published numbers of reversed procedures that

were successiul is bess than wo dosen. 5o | kecaw that every patient

ks all Ibse websites ol thsere bul | think patiengs have o be

vory, very cautiows [f they are going to Iy o get their surgery

reversed whenever thiy go I e woeld 1o get it done becamse it's
really not ciear-cut that the neversal works.

DR CERFOLIO: Well, let's end with a final conchasion s we
send prople heme with our consensus imstead of all controver-
wies, | think nsost of us would agree, and comnect me if Fm wrong,
that we prefor sympatbolomy over sympathecinmy and that wi
prefer mot doing 3 levels but 2 Bul whai sbout T2, do we stay
away from T2 er do we cut T (A shew of hamds in the sudience.)

Wha thisks we should cat TI?

A sherw of hands.)

DR JOSEFH B, SHRAGER (Philsdelphis, PAk | have been
culting T I've been cutting T2 and T3 for palmar invelvemsnt,
bal both of the papem that have been presented inday ane
consisient with T2 being the problem, sa I'm thinking about
going hoene anid changing my practice.

DR CERFOLICE Pm nof sure il s

DR SHEAGER: Does anybady cuf just T3 and dioes it work in a
high percentage of patients for palma?

DR CERFOLI: Well, culting T2 and T3 has worked for me in
130 patients with almost no problems.
DR SHRAGER: Almest no compenasiory swealing?

DR CERFOLICE One sovere compensatory. Everybody olse s
i,

DE MILLER: For facial, that's & whaole different beast,

DR SHRAGER: Facial. you have in cul T2 §# you're going bo Ery
i i

DE MILLER: Yes, bul, sav, palmar for T2, then ihat's a whale
asllerent sdory

I SHREAGER: Does anmybody st cut T, nat rosect?

DR MARSHALL: The one | tried it on failed, so them | went back
o T

D DECAMPOS: One paper from Dy Leao a8 al. will bo pulbslished
im 3 o 3 months from now, which compares symipathéontosy and

sympathoctoey. Thar to (ke delayed resalis with sympatisioolomy.
s slightly worse than sympathectomy. 5o the nesults when we
puinmwhnmdmiﬁwmlhmlﬂmmbmﬂ
than when only p ing 4 sy

VR CERFOLICE But it may depend on how you divide it 1 you
dividde it and barn csch edge, lke we do, and there is a good inch
gap there, they den't come back al 5 years—I do not have 10 year
Tndlrw-up,
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