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quite specialised, highlighting the
importance of urgent referral to pain
services where specialist pain
physiotherapy input can be arranged.
Occupational therapy and
physiotherapy have the dual benefit of
reducing pain and improving function in
the treatment of CRPS.23

For symptom control, the authors
would suggest starting with
paracetamol and anti-inflammatories 
in the first instance, with the addition 
of a first-line antineuropathic agent 
(e.g. duloxetine, amitriptyline,
gabapentinoids) if this fails. There is a
paucity of evidence beyond clinical
experience for the latter in the context of
CRPS, although gabapentin has been
shown to reduce pain and sensory
deficits in a randomised controlled trial.24

Tramadol on a short-term basis can be
useful. We would limit this to four weeks
for a trial period to assess if the opioid
was having a positive effect. However,
caution is required with stronger opioids
in the context of chronic non-malignant
pain in accordance with national
guidance.25

In some centres bisphosphonate
therapy is commenced early on
specialist advice although this is not
widespread practice. There is some
evidence of reduced levels of pain and
improved mobility with its use.26

Topical agents have the advantage of
localised action with reduced systemic
side effects and are an attractive option
in those intolerant of first-line
antineuropathic agents or those
vulnerable to side effects (the elderly;
those with co-existing renal or hepatic
impairment).27 Topical lidocaine 5%
plasters and capsaicin 0.075% cream
have both been used successfully in
CRPS, although the evidence is limited
to case reports.28 They are worth trialling
while awaiting specialist input and
generally well tolerated. It is prudent to
warn patients regarding the initial
burning and pruritus that can occur with
capsaicin and to reassure them that this
generally subsides after several days’ use.

Where there is evidence of
vasomotor instability and ‘cold’ CRPS, »

for non-union or suspected infection)
•When symptoms are proving difficult
to manage (pain clinic)
•To address functional rehabilitation
(pain clinic, specialist pain physiotherapist)

The authors recommend that patients
should be referred urgently to the local
pain service to allow prioritisation before
a downward spiral of loss of function,
depression and worsening pain ensues.
It is recognised that the wait for
specialist services can be several months
and resources vary throughout the UK.22

This means that (with the exception of
mild cases, which may be managed
entirely in the community) treatment
will need to be started while waiting for
specialist input. Ultimately the aims of
treatment are functional rehabilitation
and symptom control. If a patient fulfils
the criteria for CRPS but the impact on
psychosocial function is minimal, and
symptoms are controlled with first-line
analgesia, then the patient would not
need to be referred unless the situation
changes.

A four-pronged approach to the
management has been suggested in a
previous article,8 consisting of patient
education, physical rehabilitation, pain
relief (analgesia and procedures), and
psychological interventions. It is
important to explain to the patient what
is meant by the diagnostic term CRPS,
our current understanding of the
disease process and the management
options available. This offers reassurance
that they are being taken seriously and
that potentially alarming symptoms
such as swelling and colour changes are
a common feature of the condition. 

Prompt referral to a physiotherapist
can begin the process of desensitisation,
stretching, gradual weight bearing and
graded motor imagery. Depending on
the resources available, some of the
treatment modalities employed can be
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Complex regional pain syndrome (CRPS) is a chronic 
debilitating painful condition comprising unremitting
pain, sensory, sudomotor, vasomotor and motor
abnormalities in the affected extremity. The incidence is
26 per 100,000 population per annum. This is similar to
trigeminal neuralgia and more common than multiple
sclerosis. It has a peak incidence in the 55-75 age group
and there is an association with asthma and migraine.
CRPS is three times more common in women than men.

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 symptom in more
than 90% of cases. The differential diagnosis is wide and
there is no single test or investigation that can conclusively
confirm what is essentially a clinical diagnosis. 

The International Association for the Study of Pain
diagnostic criteria were deemed to lack specificity and
were replaced by the current Budapest criteria in 2004.
First, there must be continuing pain disproportionate to
the inciting event. Second, the patient must report
symptoms in three out of four categories. On examination,
there must be evidence of signs in two of the same four
categories. Finally, there must be no other diagnosis that
could account for the presentation.  

The approach to managing patients with CRPS is 
multifaceted and a multidisciplinary approach is required.
Criteria for referral to specialist services are: to confirm the
diagnosis or exclude alternatives (pain clinic, neurology,
rheumatology); to exclude ongoing pathology warranting
intervention (e.g. orthopaedics for non-union or suspected
infection); when symptoms are proving difficult to
manage (pain clinic); to address functional rehabilitation
(pain clinic, specialist pain physiotherapist). Patients
should be referred urgently to the local pain service to
allow prioritisation before a downward spiral of loss of
function, depression and worsening pain ensues.

For symptom control, paracetamol and anti-inflammatories 
are recommended in the first instance, with the addition
of a first-line antineuropathic agent (e.g. duloxetine,
amitriptyline, gabapentinoids) if this fails. Topical agents
have the advantage of localised action with reduced
systemic side effects and are an attractive option in those
intolerant of first-line antineuropathic agents or those
vulnerable to side effects (the elderly; those with 
co-existing renal or hepatic impairment). Topical lidocaine
5% plasters and capsaicin 0.075% cream have both been
used successfully in CRPS, although the evidence is
limited to case reports. They are  worth  trialling  while
awaiting specialist input and generally well tolerated. It is
prudent to warn patients regarding the initial burning and
pruritus that can occur with capsaicin and to reassure
them that this generally subsides after several days’ use.


