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LSB is a well established intervention in pain management. The aim of this presentation is to explore the current knowledge about LSB in different clinical situations using local anaesthetic, Neurolytics and RF lesioning.

Indications-

Peripheral vascular disease of the lower limbs, including intermittent Claudication (1 ), pain at rest, gangrene, postoperatively following vascular surgery, arterial embolism, frostbite,  CRPS (2 ) , Herpetic Neuralgia (3 ), Phantom, are the common indications. It is also used in plexopathy due to tumor invasion, or radiation fibrosis, urogenital pain, renal colic, hyperhidrosis etc.
Anatomy –

The lumbar sympathetic trunk is situated in the retroperitoneal connective tissue anterior to the vertebral bodies and the medial margin of psoas muscle.  The aorta and IVC are the anterior relations, the genitofemoral nerve lies laterally on psoas, and the kidney and ureter are posterolateral in position. All sympathetic fibers pass through or synapse at the L2 ganglion. Single level injection is usually sufficient at this level however injection can be repeated at adjacent level if required.(4,5,) Usually four pairs of lumbar arteries arise from the aorta, and wind around the upper four lumbar vertebral bodies deep to the sympathetic trunks. These arteries are often accompanied by lumbar veins. All these vessels are vulnerable to penetration by needles.
Technique-

The technique is well described in standard textbooks. (6)  The use of fluoroscopy (CT or C- Arm) is imperative. The needle can be inserted at any lumbar level. L2 for lumbar pain,   for the lower limb L3 and L4, and for ankle or foot at L5.  Correct position of tip of needle, which is anterior to psoas fascia, is ascertained with loss of resistance test. Confirmation with AP & Lateral view with spread of contrast along the anterior aspect of psoas fascia is a must. Whenever possible a permanent film / print should be made and filed in the patient’s notes.
Choice of solution-
For diagnostic block 2 to 5 ml of Bupivacaine .5%, for therapeutic local anaesthetic injections 5 to 10 ml of Bupivacaine .5%, at each level. For neurolysis  6to 10 % Aqueous phenol or stronger solutions dissolved  in X-ray contrast medium.
RF lesioning-

 RF lesioning is a more refined technique. Recovery is rapid and usually uneventful, allowing the patient to return to work or normal daily activities more quickly. Results are usually long lasting. (7, 8) The lesioning should be at the inferior one third of L2, upper one third of L3, and middle of L4. Sensory stimulation at 50 Hz should produce vague discomfort at back with .2 to .5V. Parasthesia reported in the groin indicates needle proximity to Genitofemoral nerve, thus the needle should be repositioned. Motor stimulation at 2 Hz should not produce fasciculation when tested up to 3 V in the lower extremity. 

 Continuous LSB- 

Continuous LSB can be a useful tool in pain management and Perioperative manipulation of lower extremity blood flow. CT guided single needle technique is described. (9) 

    A catheter can be inserted into the Para vertebral area and a continuous sympathetic block maintained by an infusion or intermittent bolus of local anaesthetic. It obviate the need for multiple injections at several levels.  Some authors recommend a prognostic block for up to 5 days as a prerequisite to neurolytic block. Such infusion is indicated in young patients when there is doubt about the long-term effect of a chemical sympathectomy. 
 Testing the completeness of LSB
Patients rating: Reduction in pain score, warm sensation, is the immediate response. Subsequently improvements in activities can be noted.
Objective measurement: Immediate effects - Increase in skin temperature of the foot and calf, dilated visible veins etc. Subsequently Improved Claudication distance, increase in blood flow can be detected by Doppler study.
Complications-
Pain during the procedure, hypotension, and mild backache in post procedure period are some problems.
Other possible complications of LSB are intravascular injections, epidural or spinal injection, injection into the Intervertebral disc, ureters, peritoneal cavity or other neighboring organs. Genitofemoral neuralgia is can result from the spread of neurolytic in contact with nerve along the psoas sheath. Most of these complications are avoided today by a rigorous SCAN control, before during and after neurolysis. 
Failure of ejaculation is a real risk after bilateral block and this risk must be explained to the patients (10)
Personal experience of LSB
The author personally has utilized the single needle technique under CT guidance. It avoids multiple needle insertions, avoids Parasthesia, solid organ damage, and minimizes patient discomfort. Exact documentation of medication even in patients with anatomical abnormalities has led to decisive improvements in results of this side effects free procedure. (11, 12) Continuous LSB is also a regular practice for many benign pain conditions. 
Conclusion-

LSB is an effective and safe method of relieving pain and avoiding amputation in significant number of patients. The simplicity of this method avoids major surgery, Anaesthesia, and prolonged lying in bed during hospitalization. Financial saving in comparison to surgical sympathectomy is significant.
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