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the proposed pathophysiology have
been used such as Sudek’s atrophy and
reflex sympathetic dystrophy (RSD).

In the 1990s Stanton-Hicks proposed
the current taxonomy in an attempt to
change conventional thinking to a more
descriptive terminology.4 The word
complex was chosen to reflect the wide
diversity of presentations; regional to
signify the non-dermatomal distribution,
pain which is a prerequisite of the
diagnosis, and syndrome to describe the
associated symptoms and signs. 

This is further subdivided into
subtypes CRPS I and CRPS II. The
former generally occurs following
trauma but without evidence of nerve
injury and was previously known as RSD.
The latter is the classic causalgia that
can develop following nerve injury.
CRPS I can occur following local injuries
such as fracture, sprains, surgery or even
remote insults such as myocardial
infarction or cerebrovascular accident.5
In as many as a quarter of cases, no clear

What are the
diagnostic 
criteria?

What  are the
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approaches?

How do patients
present in 
primary care?

COMPLEX REGIONAL PAIN
SYNDROME (CRPS) IS A
CHRONIC DEBILITATING
PAINFUL CONDITION 

comprising unremitting pain, sensory,
sudomotor, vasomotor and motor
abnormalities in the affected extremity.1
In the past decade, standardisation of
the taxonomy and the formation of the
International Research Consortium for
CRPS have led to improvement in our
understanding and management of this
often poorly understood condition.2

Although the pathophysiology has
not yet been fully elucidated, the
concept of CRPS as a clinical entity is
not a new one. During the American
Civil War, a young army physician
named Silus Weir Mitchell treated many
patients with gunshot wounds who
went on to develop an intense burning
pain and subsequent loss of function
which he attributed to nerve injury and
termed causalgia.3 Over the subsequent
150 years a variety of terms reflecting
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precipitant or inciting event is discovered.5 

Following a large European
epidemiological study, we now know
that CRPS is more common than
previously thought with an incidence of
26 per 100,000 population per annum.6
This is a similar incidence to trigeminal
neuralgia and more common than, for
example, multiple sclerosis. A GP with a
list of 2,000 patients might expect to
see a case once every two years. It has a
peak incidence in the 55-75 age group
and there is an association with asthma
and migraine.7 CRPS is three times more
common in women than men.

CLINICAL PRESENTATION
The diagnosis of CRPS should be
suspected in any patient presenting
with persistent pain in an extremity
beyond the expected period of tissue
healing following an acute injury, sprain,
fracture or surgical procedure. 

Severe pain in a glove or stocking
distribution is the predominant

Diagnosis and management of
complex regional pain syndrome

BOX 1 
Budapest clinical
criteria for complex
regional pain
syndrome1

Clinical diagnostic criteria for complex regional pain syndrome

A-D must apply
A The patient has continuing pain which is disproportionate to any inciting event
B The patient has at least one sign in two or more of the categories
C The patient reports at least one symptom in three or more of the categories 
D No other diagnosis can better explain the signs and symptoms

Category

1 Sensory

2 Vasomotor

3 Sudomotor/oedema

4 Motor/trophic

Allodynia (to light touch and/or
temperature sensation and/or deep
somatic pressure and/or joint
movement) and/or hyperalgesia 
(to pinprick)

Temperature asymmetry and/or skin
colour changes and/or skin colour
asymmetry

Oedema and/or sweating changes
and/or sweating asymmetry

Decreased range of motion and/or
motor dysfunction (weakness, tremor,
dystonia) and/or trophic changes
(hair/nail/skin)

Sign (you can see or feel a problem)

If you notice temperature
asymmetry: must be > 10C







Symptom (the patient
reports a problem)

Hyperaesthesia also
qualifies as a symptom




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