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THROMBO-ANGIITIS OBLITERANS 

V Report of a case treated by lumbar 
GANGLIONECTOMY 

By MIN SEIN, m.b. (Cal.), m.r.c.p. (Lond.) 
CAPTAIN, I.M.S. 

Second Physician, General Hospital, Rangoon, and 
Lecturer in Medicine, Burma. Government Medical 

School, Rangoon 

In 1936 I published a report of a case of 

thrombo-angiitis obliterans which had reacted 

favourably to the operation of peri-arterial 
sympathectomy. The cure has been maintained 
so far and might be considered satisfactory. 
This case proves the utility of the operation in 
certain milder types of the disease. 
More recently I saw a patient in an advanced 

stage of the disease where the radical operation 
of lumbar ganglionectomy had to be performed. 
The patient, a Burmese male, aged 26 years, was 

admitted to the Civil Hospital, Toungoo, on the 2nd 
January, 1937, with the following history:?Twenty days 
prior to admission an ulcer appeared on the tip of the 
right great toe. This had spread upwards and involved 
the whole of the toe, which .was in a condition of 
moist gangrene. The patient also suffered from 
excruciating and throbbing pain and had been unable 
to sleep. He had tried all kinds of local remedies but 
ultimately decided to get admitted into hospital on 

account of the unbearable pain. The patient had had 
the left leg amputated just below the knee by another 
surgeon two years previously on account of a similar 
condition spreading upwards from the toe and involving 
the whole foot. The patient clamoured for a similar 
operation for the remaining limb. He was a moderate 
tobacco smoker and a teetotaller. 
The man was a picture of misery with sunken cheeks 

and eyes and dry lips due to pain, loss of sleep and 
loss of appetite. Physical examination was negative, 
except that no pulsation could be felt in the posterior 
malleolar and dorsalis pedis arteries. The limb felt 
cold and the big toe had the typical appearance of 
moist gangrene. There was no line of demarcation. 
The limb was kept warm and an attempt was made 

to desiccate the ulcerated parts by frequently dabbing 
off the secretions and the application of methylated 
spirit. Hypnotics were administered at night. As 
there was no improvement, a femoral periarterial 
sympathectomy was done on the 8th January, 1937, with 
the hope that at least pain might be relieved. It was 
a forlorn hope, as one might expect from the advanced 
stage of the disease. However, the wound became fairly 
clean and a line of demarcation appeared. The big 
toe was amputated at the metatarso-phalangeal joint 
on the 19th January. The wound turned septic and 
gangrene spread upwards on the dorsum of the foot. 
The patient was calling for an amputation to relieve 

him of the unbearable pain, which was as bad as 

before. It was decided to do lumbar ganglionectomy 
as a last resource. Under spinal anesthesia trans- 

peritoneal lumbar ganglionectomy was performed on the 
right side through a right paramedian incision and the 
2nd to 4th ganglia resected with their connection?, 
on the 28th January. Within 24 hours pain was relieved 
and the limb appeared warmer. The patient developed 
fever with diarrhoea and bronchitis for ten days after 
the operation. The septic wound discharged pus for 

a 

considerable period and after a protracted convalescence, 
the patient was discharged on the 29th August, 1937, 
with the leg saved, the ulcers healed up and a11 

improved general condition. 

Commentary.?The lesson to be learned from 
the above case is that when an advanced case 
of thrombo-angiitis obliterans is encountered, it 

is better to treat it by the radical operation of 

ganglionectomy straight away. 
I have seen two other cases amongst Burmans, 

besides the above two, which show that the 

disease must be fairly common in Asia. There- 

fore it may be worth while to give a resume 
of 

the disease. 

AUtiology.?Mahorner (1933) regards it as one 
of the most dreadful diseases which attack men. 

Lack of precise knowledge of the aetiology 
renders it more fearful. Yet certain associated 
factors are well recognized. For instance, *t 

appears to be a disease almost exclusively of the 
male sex. Whilst Buerger, who suggested the 
name, thought the disease to be peculiar to 

Jews, it has become increasingly evident that 

no race is exempt. I have personally come 

across four cases of which the first was Chinese 
and the others were Burmese; all of Mongolian 
origin. The association of tobacco, particularly 
cigarette smoking, as .an serological factor 
stressed by most authorities and Silbert (1935) 
described a large series of cases of which there 
was no non-smoker. He attributed the disease 
to constitutional susceptibility to tobacco rathei 
than excess, as having an important bearing 

on 

the incidence of the disease. This may partly 
explain the apparent rarity of the disease in 

Burma, as the majority of men and women 
smoke tobacco in this country. Perhaps 

a 

better knowledge of the disease would enab e 

more cases to be recognized. Allen and Lauder- 
dale (1936) put in a suggestion that the disease 
might be infectious in nature, as has also 

been 

suggested by Mahorner (1933) and that 

transmissible agent was probably bacteria 
? 

They described a case where there was evidenc 
of accidental transmission of the disease fr01 

man to man, e.g., a surgeon having develops 
the disease six months after receiving a P?lC 
on a finger whilst amputating the limb 

oi 

patient with thrombo-angiitis obliterans. 
Clinical features.?Whatever the nature 

0 

the exciting cause, the underlying pathologic? 
lesions in the vessels involve two factors, e-Q'l 

ischfemia and inflammation of the deep-seat? 
vessels, especially of the extremities, usually 
legs. The arteries as well as the veins are 

i 

volved in the process resulting in thrombosj 
> 

obliteration of the lumen, and subsequently 
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ischsemia, local syncope and death of the parts 
affected. 
Goldsmith and Brown (1935) divide the pain 
being due to several causes arising from 

the 

plood vessels, e.g., from spasm or stretching, 

1J?fection, that induced by exercise, that occur- 
Flr->g at rest, pain of ulcer or gangrene, pain 

of 

lnflamrnatory lesions of the blood vessels and 

\Viln comPle^e occlusion and ischaemic neuritis. 
heeler has aptly described the condition 

as a 

Pre-senile, non-syphilitic, non-embolic arterial 
and venous obliteration. Pain is the most prom- 
nent feature of the disease, and may be 

mild 

when occurring only after exercise (intermit- 
ent claudication), or it may be persistent, severe 
nd unbearable. The onset of pain or discom- 

may draw the patient's attention to the 

^ease, or the occurrence of indolent ulceration 

to +?readine gangrene after very slight 
trauma 

the toes which sooner or later becomes asso- 

rted with pain. Clinically the condition can 

ajL rec?gnized by the absence of the pulse 
in the 

ected arteries, and the signs of deficient 
vas- 

th 
*n the ^mb such as cyanosis, when 

e hmb is kept pendant, blanching on being 

]0eVa^e<^' anc^ the sl?w return of colour 
on being 

^ered, demonstrating the presence of both 
erial and venous obliteration. Whilst the 

sease primarily affects one lower limb, it tends 
involve the other limb as well. The disease 

rp ii 
a*so a^ect the upper limbs. More 

eu? l 
^?^len and Barron (1936) have dis- 

abrl ?^le Possibilities of involvement of the 

w,,0rninal vessels, bringing the disease in line 
1 thromboangiitis migrans. 

svTn?e+a^We^^?^ie treatment can only be 

Co ^ 0rnatic, but there are advocates of both 

Ij. .Servative and radical methods of treatment. 

givpS generally agreed that tobacco should be 

the 
n together. Eradication of focal sepsis, 

ancecaile and cleanliness of the feet, and 
avoid- 

ber ^ trauma are important points to remem- 
extre 

ar^er (1935) has rightly stressed the 

dig danger of minor injuries in vascular 

anwSes ,SUch as thrombo-angiitis obliterans and 

Sa 
r?sis- 

tiSni U0JS believes in extreme conserva- 

of hLai} . 
adduced impressive figures in support 

tion , 

aims- In a series of 300 cases, amputa- 

t*?n toa+i necessary only in one case. In addi- 

bed vthi 
a^ove Precautions he enjoined rest in 

injectiQ 
S horizontal, and intravenous 

.. 
ns. He denrenates svmDathectomy and 'Sections. He"deprecates sympathectomy and 

^nglionectomy altogether. Other conserva 
easures that ha 
U) Applicatior. 
^A^-the limbs. 

measures that have been recommended ar 
^ U) Application of heat, radiant or diat 

aic? to the limbs. 
. , , 

.vq+er (tem- (2) Keeping the forearms in i 1 

raises feature 43? to 45?C.) for half an 
31 5?c. 

he temperature of the toes to 
. 

M933) assessed by Landis and 
vaccines being of the same value as 1. ? 

,n.(3)Typhoid vaccine intravenously, beginning ^th a small dose. 

(4) Hypertonic salines are given by many 
authorities. Having treated 524 cases by this 

method, Silbert (1935) considers the results con- 
vincing. He injects 150 to 300 c.cm. of 5 per 
cent sodium chloride solution in freshly distilled 
water by gravity method. He gives three, two, 
and then one injection a week. As it is likely 
that the injections will be followed by rigor, it 

is not advisable to follow the advice of frequent 
injection. Samuels (1936) also recommends this 
procedure. 

(5) Takats (1934), Hermann and Reid 

(1934), Landis and Hitzrot (1935), and Collens 
and Wilensky (1936) recommend intermittent 

negative pressure where there is no actual inflam- 
mation or gangrene. Rest-pain, intermittent 
claudication and cyanosis are relieved and in- 
dolent ulcers are healed. 

(6) Artificial fever therapy. The injection 
of saline and typhoid vaccines have this end in 
view. 

(7) Administration of vasodilators such as 

theobromine and its salts [Scupham (1934), 
Scupham and Takats (1935)] is also recom- 

mended but they do not seem to have lasting 
value. 

(8) The use of sedatives and opiates during 
conservative treatment. 

Radical treatment includes 

(1) Periarterial sympathectomy.?This method 
seems to have gone out of favour, but a few 
cases are on record, as having derived permanent 
benefit by this operation. 

(2) Lumbar ganglionectomy.?Most author- 
ities are now in favour of this operation [Telford 
and Stopford (1933), Brown (1934), Telford 
(1937) ]. On the other hand Fraser (1935) does 
not believe that the operation has any permanent 
effect upon the progress of the disease. 
The operation is done transperitoneally by 

anterior approach with the patient in the Tren- 
delenburg position and sympathetic ganglia L2 
to L4, with intermediate connections, are re- 

moved on both sides. The results appear good 
but the operation is not easy and requires a good 
knowledge of anatomy. 

(3) Sooner or later the onset of gangrene 
forces one's thoughts to the question of ampu- 
tation of the affected limb. Ganglionectomy 
has lessened the incidence of amputation but 
there are some cases where the operation cannot 
be avoided. 

It will be noted that whilst protagonists of 

each line of treatment might extol it to the ex- 

clusion of others, it is advisable to remember, 
that in any particular case more than one might 
be necessary. 

Summary 
(1) A case of thrombo-angiitis obliterans 

treated by lumbar ganglionectomy is described. 

(2) A general summary of the disease is 

appended to draw the attention of the medical 
(Continued at foot of next page) 
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profession on account of the prevalence of the 
disease in Asia. 
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