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Summary / Conclusions.

• We propose to adopt the Complex Regional Pain Syndrome diagnostic criteria 
as outlined by Bruehl, Harden, Galer and Salts. It is expected that the adopted 
diagnostic criteria of Complex Regional Pain Syndrome will be able to ‘accurately’ 
diagnose ± 80% of potential Complex Regional Pain Syndrome patients. 

• The probability of a patient developing Complex Regional Pain Syndrome can be 
reduced by early mobilization/activation following injury or surgery. Thus, therapy 
for Complex Regional Pain Syndrome should be directed toward the goals of 
physical restoration and pain control. It is crucial that pain control interventions be 
linked closely with physical/occupational therapy. 

• Opiates are not recommended as first line treatment in Complex Regional Pain 
Syndrome patients. Opiates should only be considered when non-opiates are 
unable to adequately control pain. 

• To this date there is insufficient evidence on the effectiveness of Spinal Cord 
Stimulation in treating Complex Regional Pain Syndrome patients. 

• Up to three sympathetic blocks may be authorized to allow the attending physician 
to determine whether the patient has sympathetically mediated pain. Additional 
blocks should be undertaken ONLY if there is evidence from the first three that the 
patient has sympathetically mediated pain. 

• A one time psychological/psychiatric consultation may be requested to assist in 
the evaluation of such patients. 

• Hospitalization is rarely appropriate in the treatment of Complex Regional Pain 
Syndrome. 

Background.
• The WCB of BC spends almost $ 200 million, annually, on health care benefits 

(Figure 1 and Figure 2).

• There were an increasing pain clinic referrals from medical advisors at the  
WCB of BC in the recent years

• CRPS can be very disabling 
• The diagnostic criteria, pathophysiology and effective treatment of patients  

with CRPS is still unclear.

Objectives.
• To initiate a discussion with providers who assess and treat patients with 

CRPS
• To develop reasonable and practical science based clinical criteria for the 

diagnosis and treatment of CRPS 
• To develop specific policies with regard to acceptable diagnosis and treatment 

of patients with CRPS within the WCB of BC.

Methods.
1. A literature search (including grey literature) was undertaken by the 

Evidence-Based Practice Group (EBPG) using a standard systematic review 
process. 
• Algodystrophy, Sudeck’s atrophy, post-traumatic vasomotor syndrome, 

reflex sympathetic dystrophy, causalgia and complex regional pain syndrome 
together with diagnosis or treatment were used as keywords. 

• The search was done up to September 30, 2002 and limited to human 
subjects and English language. 

2. The document was developed in 2 stages. 
• The first involved diagnostic criteria and the second one reviewed treatment 

options. 
• At each stage, the draft document was distributed among 128 practitioners 

(community based physicians) including pain specialists, to seek their input 
and comments. 

• The input received from these practitioners was then discussed by the EBPG 
and incorporated into the final document. 

• At the time being, the EBPG is compiling comments on the treatment option 
portion of the paper. 

• Because of the nature of the literature and the methodology we employed to 
develop these in-house documents, the ‘quality’ of these papers would never 
be graded higher than level 4  (29 Canadian Task Force on the Periodic Health 
Examination: The periodic health examination). Despite this, the papers have 
and will continue to allow for a more consistent approach to the assessment 
and management of such patients.

Results.
Proposed diagnostic criteria for Complex Regional Pain Syndrome.
• Complex Regional Pain Syndrome (CRPS) was previously known as 

algodystrophy, Sudeck’s atrophy, post-traumatic vasomotor syndrome, reflex 
sympathetic dystrophy or causalgia.

• The incidence of CRPS varies from an estimated 0.05% to 35% depending on 
the population studied.

• It is estimated that 20% - 35% of these cases will remain incapacitated, 
despite treatment.

• It is estimated that only 20% - 30% will return to their previous occupation
• In 1993, the International Association for the Study of Pain proposed a 

standardized terminology for this condition. Reflex sympathetic dystrophy was 
then termed CRPS type I and causalgia as CRPS type II.

• The difference between CRPS type I and type II is that, by definition, type 
II occurs following a known peripheral nerve injury with damage to nerve 
function. Type I occurs in the absence of any known nerve injury.

• The proposed diagnostic criteria are presented in Table 1.
• By employing four symptoms and two or more signs we expect to be able to 

‘accurately’ diagnosed ± 80% of potential CRPS patients(7,22).

Table 1. CRPS: Proposed Diagnostic Criteria (adapted from 7,22).

Sympathetic blockade in the diagnosis of CRPS.
• Sympathetic block is not considered to be a definitive diagnostic test for CRPS
• The purpose of sympathetic blockade in CRPS is to guide treatment by indicating 

whether the pain is sympathetically mediated or not.

Overview of treatment.
• The proposed treatment guidelines and the protocol for physical or occupational 

therapy are summarized in Table 2 and Table 3, respectively.
• Early mobilization/activation following injury or surgery is the guiding principle in 

preventing the development of CRPS.
• The goals of CRPS treatment are physical restoration and pain control.
• Pain control given to CRPS patient should be potent enough to break the pain cycle 

so that CRPS patient can participate actively in progressive physical restoration 
program.

• The guiding principles in the physical restoration program are:
• Complete commitment from the patient 
• Must be individualized by the attending physician(s)
• Directly supervised by a physiotherapist or occupational therapist

• The guiding principles in pain control are:
• To provide enough pain relief to allow participation in an appropriate activation 

program
• When sympathetic blocks are given, active physical/occupational therapy should 

be scheduled within 24 hours of the procedure
• Clinicians may use a variety of medications to control pain, including NSAIDS, 

corticosteroids, calcitonin, �-adrenergic blockers, antiseizure medications, 
mexiletine, opiates, capsaicin and sympathetic nerve blocks

• Opiates are not recommended as the first line treatment for patients with CRPS
• To this date there is no evidence on the effectiveness of Spinal Cord Stimulation in 

treating CRPS
• The guiding principles around sympathetic blocks include:

• Up-to 3 sympathetic blocks maybe authorized in order to establish the diagnosis 
that the pain in the CRPS’s patient is sympathetically maintained

• Additional blocks can be authorized given a proven diagnosis that the pain is 
sympathetically maintained

• The evidence that nerve block has been ‘successful’ needs to be documented by 
the physician and the patient in a standardized manner

• Physiotherapy/Occupational therapy has to be scheduled immediately following 
the application of nerve blocks

• Sympathetic block as a treatment modality:
• Sympathetic blocks may be given together with other treatment modalities to 

control pain
• Treatment is divided into six-week phases with a maximum of three phases.
• The second or the third phase will be authorized if the first or the second phase 

shows evidence of functional improvement
• Up to five  blocks maybe authorized in the first six weeks
• Up to three blocks maybe authorized in the second six weeks
• Up to three blocks maybe authorized in the third six week phase

• Psychological assessment:
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• A one time psychological/psychiatric consultation maybe requested to assist in 
the evaluation of CRPS patients

• Hospitalization is rarely appropriate in the treatment of CRPS except when there 
are associated surgical (usually orthopaedic) condition on the same limb that needs 
operation. In this case CRPS patient is at high risk for post-operative exacerbation 
of their CRPS

Table 2. CRPS: Proposed Treatment Guidelines (adapted from 2,5).

Table 3. CRPS: Protocol for Physical/Occupational Therapy (adapted from 2,5). 


