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APPENDIX 1A: OVERALL TREATMENT ALGORITHM

Reactivation

Contrast Baths

Desensitization

Exposure Therapy

�

Flexibility

Edema Control

Isometric Strengthening

Correction of Postural Abnormalities

Diagnosis and Treatment of Secondary Myofascial Pain

�

ROM (gentle)

Stress Loading

Isotonic Strengthening

General Aerobic Conditioning

Postural Normalization & Balanced Use

�

Ergonomics

Movement Therapies

Normalization of Use

Vocational/Functional Rehabilitation

From the outset, in appropriate cases, the patient should have access to medications and/or psychotherapy and/or

injections. If the patient cannot begin, or fails to progress, at any step or in any regard, the clinical team should

consider starting (or adding) more or stronger medications (section 3) and/or more intensive psychotherapies

(section 4) and/or different interventions (section 5). (Extrapolated and modified from the three clinical consensus

meetings: Malibu, Minneapolis and Budapest, see section one, 3, 9, 11)

If unable to start, or failure to
progress, then consider

• Medication or stronger
medication (Section 3, 
Appendix 1b)

• More intense psychotherapy 
(Section 4, Appendix 1c)

• Interventions (Section 5, 
Appendix 1d)

�
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APPENDIX 1B. PHARMACOTHERAPY GUIDE.

The following strategies are suggested for patients who have been diagnosed with CRPS

but who cannot begin or progress in the functional restoration algorithm *:

*It is important to remember that these suggestions are overruled by individual patient presentation.
†It is also important to note that certain drugs, such as bisphosphonates, may be associated with analgesia

as well as the more primary action.

Reason for inability to
begin or progress

Action

Mild-to-moderate pain Simple analgesics and/or blocks
(see section 5)

Excruciating, intractable pain† Opioids and/or blocks or later, more
experimental interventions (see section 5)

Inflammation/swelling and edema Steroids, systemic or targeted (acutely) or
NSAIDs (chronically); immunomodulators

Depression, anxiety, insomnia Sedative, analgesic antidepressant/anxiolytics
and/or psychotherapy (see section 4)

Significant allodynia/hyperalgesia Anticonvulsants and/or other sodium channel
blockers and/or NMDA-receptor antagonists

Significant osteopenia, immobility
and trophic changes

Calcitonin or bisphosphonates

Profound vasomotor disturbance Calcium channel blockers, sympatholytics
and/or blocks (section 5)



APPENDIX 1C. PSYCHOLOGICAL INTERVENTION TREATMENT ALGORITHM.

Patient and Family Education about CRPS
Pathophysiology (lay language)

Disuse Issues

Reactivation

Self-Management Focus

Possible Psychophysiological Interactions

�

If patient has chronic CRPS or acute CRPS unresponsive to initial treatments:

�

Psychological Evaluation
Comorbid Axis psychiatric disorders

Cognitive, behavioral, emotional response to CRPS

Ongoing life stressors

Responses of significant others to CRPS

�

Psychological Pain Management Intervention
Relaxation training with feedback

Cognitive intervention

Reframing for active patient role

Challenge dysfunctional cognitions

Catastrophic cognitions

Inaccurate beliefs about CRPS or treatment

Cognitions underlying fear of movement

Practice constructive self-talk

Behavioral Intervention

Realistic pain-limited incremental reactivation

Family intervention

Address barriers to reactivation

Increase constructive social support

If Axis I disorders or major life stressors are identified, conduct focused cognitive behavioral                               

therapy targeting these issues.
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APPENDIX 1D. INTERVENTIONAL PAIN TREATMENT ALGORITHM FOR CRPS*                           

Minimally Invasive Therapies
Sympathetic Nerve Blocks

IV Regional Nerve Blocks

Somatic Nerve Blocks

�

More Invasive Therapies
Epidural and Plexus Catheter Block(s)

Neurostimulation

Intrathecal Drug Infusion (eg, Baclofen)

�

Surgical and Experimental Therapies
Sympathectomy

Motor Cortex Stimulation

*Adapted from Reference 1, see section 5.

Inadequate or partial response to any given therapy should lead to a stepwise progression down through                 

these modalities (moving from less to more invasive) in conjunction with other noninterventional treatments.
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RSDSA

The Reflex Sympathetic Dystrophy Association of America (RSDSA), founded in 1984, is a national not-for-profit

organization that promotes greater public and professional awareness of Reflex Sympathetic Dystrophy Syndrome

(RSD), also known as Complex Regional Pain Syndrome (CRPS), a painful neurologic syndrome that affects between

200,000 and 1.2 million Americans.

Mission Statement

Our mission is to promote public and professional awareness of CRPS/RSD and to educate those afflicted with the

syndrome, their families, friends, insurance and healthcare providers on the disabling pain it causes. We encourage

individuals with CRPS/RSD to offer each other emotional support within affiliate groups. And finally, we are com-

mitted to raising funds for research into the cause and cure of CRPS/RSD.

We fund research. Since 1992, RSDSA has funded $723,665 in fellowships and research grants in four areas: 

• basic, laboratory research on the mechanisms of disease in CRPS/RSD

• clinical research on the symptoms, signs and treatments for CRPS/RSD

• epidemiological studies of the occurrence, prevalence and natural history of CRPS/RSD

• projects that translate advancing knowledge into improved guidelines for the care of people with

RSDS/CRPS.

• For information on applying for an RSDSA research grant, please visit

http://www.rsds.org/3/research/rsdsa_revised_research_guidelilnes.html

Rachel Tobias Young Investigator Award

RSDSA recently established the Rachel Tobias Young Pain Research Investigator Award. The Fellow should have a

MD and/or PhD or comparable health science training, (post-doc/4th year resident through assistant professor), and

have an interest in Complex Regional Pain Syndrome (CRPS) research. 

Applicants must identify a specific project that is achievable over the course of the funding (up to 2 years). The fellow-

ships will provide funding up to $50,000 per year for two years and are renewable after the first contingent on overall

satisfactory progress towards project completion. Funding is intended for salary support and direct project-related

expenses and does not provide institutional overhead.  For more information, please visit

http://www.rsds.org/5/news/2006/rachel tobias award.htm

RSDSA

99 Cherry Street

Milford, CT 06460

(877)662.7737

info@rsds.org
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