
An Eight-Point Approach to Evaluation
of Raynaud’s Phenomenon
From ruling out underlying rheumatologic disease to uncovering contributing
factors, the mnemonic RAYNAUDS guides patient evaluation.
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Raynaud’s phenomenon (RP) is a
disorder characterized by
episodic attacks of vasospasm of

the fingers with well-demarcated pallor
or cyanosis of the affected area upon
cold exposure or emotional stress. In
some cases, a white-blue-red transfor-
mation occurs. It affects women four
times more often than men, and some
estimates suggest it is present in as
much as 20 percent of the general pop-
ulation.  It generally affects the fingers,
sparing the thumbs, but vasospastic
attacks may also occur in the toes,
nose, tongue, ears, and nipples. RP can
be primary with no identifiable cause
or secondary when associated with an
underlying disease process. Secondary
RP often demonstrates more pain in
the ischemic phase than primary RP.
Patients may have ulcerations, atrophic
skin changes, or sclerodactyly of the
affected digits. A rigorous approach to

identify both rheumatologic and non-
rheumatologic causes of secondary
Raynaud’s phenomenon guides treat-
ment and improves overall prognosis. 

Evaluation of 
Raynaud’s Phenomenon
Conditions associated with Raynaud’s
phenomenon conveniently spell RAY-
NAUD’S (Table 1). Consideration of
these causes guides the history and
physical exam, bedside testing, and lab-
oratory studies. Underlying rheumato-
logic disease is initially evaluated by
reviewing American Rheumatologic
Association (ARA) criteria for lupus ery-
thematosus and clinical symptoms of
other rheumatologic diseases. Nail fold
capillary microscopy at the bedside may
also provide clues to specific underlying
rheumatologic disease. In addition, all
patients should have a complete blood
count, erythrocyte sedimentation rate,
rheumatoid factor, urinalysis, and anti-
nuclear antibody test performed.1 If the
antinuclear antibody test is abnormal,
then more specific rheumatologic test-
ing should be performed.

Question patients about repetitive
trauma, such as work with vibratory
machinery like jackhammers, or long
term exposure to cold environments.
Signs of atherosclerosis, such as a histo-
ry of stroke or MI or bruits on physical
exam, can point to embolic causes of
RP symptoms. Telangectasias or purpu-
ra may be associated with a connective
tissue disorder or a hyperviscosity syn-
drome, and tests for cryoglobulins or

cold agglutinins can help with the eval-
uation of these patients. Evaluate neu-
rovascular structures by checking all
pulses and performing an Allen’s test to
assess arterial supply to the hands. A
positive Tinel’s or Phalen’s sign suggests
carpal tunnel syndrome, and a positive
Adson maneuver and cervical ribs on
chest X-ray may point to the thoracic
outlet syndrome. An Atrial myxoma
may have symptoms of dyspnea on
exertion, fatigue, and syncopal attacks.

Drug-related RP is most commonly
associated with beta-blockers, especially
propanolol. Other drugs include the
ergotamines, methysergide, vinyl chlo-
ride, bleomycin, and vinblastine. Hyper-
algesia of the digits and a history of
trauma suggests sympathetic dystrophy.
Obtain a smoking history. 

Treatment Options
Treatment of any secondary causes of
RP often improves symptoms. Patients
should discontinue offending drugs if
possible. Non-medical treatments in-
clude wearing warm, loose-fitting cloth-
ing, minimizing cold exposure, smoking
cessation, and stress modification. 

Medical therapies for more severe
cases of RP include nifedipine, reserpine,
guanethidine, and topical nitroglycerine
paste.1 For patients with severely painful
or debilitating attacks unresponsive to
other therapy, consider sympathectomy
or arterial reconstruction.
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Causes of Raynaud’s Phenomenon

Rheumatologic disease; Repetitive trauma/occu-
pational

Atherosclerotic embolism
Y: crYoglobulins and polycythemia vera
Neurovascular compression (carpal tunnel and
thoracic outlet syndrome)

Atrial myxoma/embolism
Unknown/idiopathic
Drugs (beta-blockers and heavy metals)
Sympathetic dystrophy; Smoking

                    


