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The best course of action is often difficult to discern. Match wits 
with our expert and see if you arrive at the same conclusions.
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C
omplex regional pain syn-
dromes (CRPS) are among the
most difficult chronic pain
cases to effectively treat over
the long-term. Complex re-

gional pain syndrome type I (often called
“RSD” in the past) and complex regional
pain syndrome type 2 (often called
“causalgia” in the past) may be quite sim-
ilar in their clinical presentations but dif-
fer with respect to the demonstration of a
major nerve injury in type 2 and the
absence of such in type I. See Table 1 on
the facing page for the diagnostic criteria
of each. Below I will briefly present a
patient with each of these conditions and
ask that you consider how you would
treat this patient. 

Patient with CRPS Type 1
The patient is a 50-year-old female who
underwent a cervical epidural steroid
injection because of persistent right
upper extremity pain following a cervical
laminectomy. Immediately following the
injection, the patient complained of
severe burning pain, swelling and allody-
nia in the right upper extremity. No other
cause was found for this reaction and all
diagnostic tests including MRI bone scan
and EMG/NCV were negative. 

Question: How would you treat this
patient if she presented to your office
with the complaints and test results
described above, and no response to
physical therapy alone?

A. Pharmacological intervention
B. Sympathetic nerve blocks
C. Physical therapy in combination

with other medical and/or interventional
therapies

D. Cognitive-behavioral treatment
E. All of the above.
Answer: In my opinion, the correct

answer is E. Integrated multidisciplinary
treatment approaches provide a patient
with the best chance for a good outcome.
While difficult to coordinate, and while
individual treatments may also provide
some benefit, the integrated approach
provides the most likely chance to
achieve long-term pain reduction that is
acceptable to the patient.

Question: The patient has previously
utilized gabapentin, pregabalin, duloxe-
tine, topical lidocaine, oral steroids and
amitriptyline without significant benefit,
or with significant side effects. She has
previously used oxycodone and notes that
this helped her and was well tolerated.
She asks you for other suggestions regard-
ing treatment with medications. What do
you advise her?

A. You apologize to her and tell her
that nothing more can be done.

B. You suggest the use of ibuprofen.
C. You suggest the use of lamotrigine

beginning at 25mg/day with the plan to
titrate higher.

D. You suggest the use of an opioid
regimen.

E. C or D
Answer: The patient has been treated

with a number of agents with proven
benefit and/or FDA approval for neuro-
pathic pain but has not responded well to
any. Keep in mind that there is currently
no pharmacological agent that is specifi-
cally FDA approved for CRPS, thus these
agents are used most often in an “off-
label” manner. 

In this case, the correct answer is E:

either lamotrigine or an opioid. 
Lamotrigine has been shown to be an

effective for neuropathic pain associated
with diabetic polyneuropathy as well as
for HIV polyneuropathy. Opioids,
specifically long-acting opioids, have
been shown to be helpful in the treat-
ment of neuropathic pain as well. Often,
an optimal regimen may include the use
of two or more agents with differing
mechanisms of action so it would be cer-
tainly reasonable to consider such for this
patient should one treatment approach
prove not to be helpful enough.

Patient with CRPS Type 2
The patient is a 48-year-old female whose
right subclavicular and pectoral region
was severely burned. During plastic sur-
gery to treat this, she developed a clear
right brachial plexus injury and subse-
quent CRPS Type 2. She has limited to
no use of her right upper extremity—it is
grossly swollen and cold. Nothing can
touch the extremity without resulting in
agonizing pain. Her right upper extremi-
ty EMG/NCV clearly shows a brachial
plexopathy. Physical therapy, pharma-
cotherapy alone, sympathetic nerve
blocks and biofeedback have been of
minimal if any benefit.

Question: How would you treat this
patient?

A. Consider spinal stimulation.
B. Inform the patient that nothing

more can be done.
C. Inform the patient that acupunc-

ture is likely to benefit her on a long-term
basis.

D. Perform a radiofrequency sympa-
thectomy.
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E. None of the above.
Answer: I think that the best answer is

A. Spinal stimulation can be extremely
helpful for patients with neuropathic
pain, including CRPS. The best part of
this intervention is that it is reversible—
if a trial of stimulation is not helpful, no
permanent damage is likely to have been
experienced. On the other hand, there is
a 25 percent chance of increasing the
pain when a sympathectomy is per-
formed. Whether this increase is perma-
nent or not cannot be predicted. No
study has shown acupuncture to be suc-
cessful in providing long-term relief in
CRPS. 

Question: What “advanced” therapies
could be considered for this patient in
addition to spinal stimulation and
intrathecal analgesia?

A. intravenous lidocaine infusions
B. intravenous saline infusions
C. botulinum toxin injections
D. A and C
E. None of the above.

Answer: I think that the best answer
here is D. There is increasing support for
the use of intravenous lidocaine to treat a
number of neuropathic pain states. The
potential use of botulinum toxin type A
(Botox) in the treatment of trigeminal
neuralgia, post-herpetic neuralgia, spinal
cord injury pain and CRPS type 1 has
been suggested in several small studies.
Since the mechanism of action of Botox
may include inhibition of the release of
glutamate, substance P as well as calci-
tonin gene related peptide (CGRP), there
is at least a theoretical basis for the
observed analgesic effect in these neuro-
pathic pain states. Further study is under-
way. PN
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Table 1. Diagnostic Criteria for Complex 
Regional Pain Syndrome Type 1 and 2

Complex Regional Pain Syndrome Type 1 (Reflex Sympathetic Dystrophy)

1. The presence of an initiating noxious event or a cause of immobilization.

2. Continuing pain, allodynia, or hyperalgesia with which the pain is dispropor-
tionate to the inciting event.

3. Evidence at some time of edema, changes in skin blood flow, or abnormal
sudomotor (sweat gland) activity in the painful region.

4. The diagnosis is excluded by the existence of conditions that would otherwise
account for the degree of pain and dysfunction.

NOTE: Criteria 2, 3 and 4 are necessary for a diagnosis of complex regional pain
syndrome type 1 (criterion 1 is not always present).

Complex Regional Pain Syndrome Type 2 (Causalgia)

1. The presence of continuing pain, allodynia, or hyperalgesia after a nerve
injury, not necessarily limited to the distribution of the injured nerve.

2. Evidence at some time of edema, changes in skin blood flow, or abnormal
sudomotor activity in the region of the pain.

3. The diagnosis is excluded by the existence of conditions that would otherwise
account for the degree of pain and dysfunction.
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