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Question 11. 

Answer A

Reflex sympathetic dystrophy (RSD) is a disorder of the extremities that is characterized by pain, swelling, limited range of motion, vasomotor instability, skin changes, and patchy bone demineralization. It frequently begins following an injury, surgery, or vascular event such as a myocardial infarction or stroke.

Aso called Complex Regional Pain Syndrome (CRPS). A diagnosis of CRPS requires the presence of regional pain and sensory changes following a noxious event. The pain is of a severity greater than that expected from the inciting injury, and is associated with such findings as abnormal skin color, temperature change, abnormal sudomotor activity, or edema.

ETIOLOGY – The pathogenesis of RSD is unclear, but appears to involve the formation of a reflex arc after an inciting event. The arc follows the routes of the sympathetic nervous system and is modulated by cortical centers to produce peripheral vascular disturbances. The pain response probably represents increased sensitivity of injured axons to epinephrine and other substances released by local sympathetic nerves. The enhanced sensitivity can be blocked by the intravenous administration of sympatholytic agents.

CLINICAL MANIFESTATIONS – RSD may occur in either the upper or lower extremities; involvement of both upper and lower limbs in the same patient is unusual.

Three stages may occur during the course of RSD:

  •  Stage I – Either following an event or without apparent cause, the patient develops pain in a limb. The essential features include burning and sometimes throbbing pain, diffuse uncomfortable aching, sensitivity to touch or cold, and localized edema. Vasomotor disturbances occur with variable intensity, producing altered color and temperature. The radiograph is either normal or shows patchy demineralization.

  •  Stage II – The second stage is marked by progression of the soft tissue edema, thickening of the skin and articular soft tissues, muscle wasting, and the development of brawny skin. This may last for three to six months.

  •  Stage III – The third stage is most severe. It is characterized by limitation of movement, the shoulder-hand syndrome (capsular retraction producing a frozen shoulder), contractures of the digits, waxy trophic skin changes, and brittle ridged nails. Bone radiography reveals severe demineralization.

Autonomic features including cyanosis, mottling, increased sweating, abnormal growth of hair, diffuse swelling in nonarticular tissue, and coldness may occur in the later stages. Urologic manifestations include detrusor hyperreflexia or areflexia, producing urgency, frequency, incontinence, or urinary retention.

DIAGNOSIS – The early clinical presentation of RSD may be consistent with other disorders such as cervical nerve root impingement, Pancoast's syndrome, vasculitis, rheumatoid arthritis, peripheral neuropathy, migratory osteolysis, venous thrombosis, arteriovenous fistulae, progressive systemic sclerosis, disuse atrophy, and angioedema. Diagnosis at this point can be difficult due to a lack of objective findings, although description of a throbbing burning pain, paresthesia, and altered skin temperature are helpful. 

Autonomic testing may provide an early clue to the diagnosis, while radiologic studies can be helpful later in the course of illness. In addition, the response to treatment is often a very useful diagnostic test.

Radiologic studies – Plain radiographs, bone scintigraphy, CT scanning, and MRI may all be useful diagnostically.

Plain radiographs may demonstrate osteoporosis, destruction of the joints and adjacent bones, subluxation, proliferative new bone formation, and extensive degenerative changes.

Bone scintigraphy is preferable to plain radiography in stage I RSD. Compared to plain radiography, scintigraphy had a higher sensitivity (97 versus 73 percent), positive predictive value (97 versus 90 percent), specificity (86 versus 57 percent), and negative predictive value (86 versus 29 percent). The difference between the accuracy of bone scintigraphy and radiography was greatest for patients in stage I (97 versus 63 percent). Thus, scintigraphy should be done within the first few months of symptoms.

Both scintigraphy and plain radiography may be used in the second stage of RSD.

In contrast to the first two stages of illness, scintigraphy is of limited value when performed more than six months after the onset of symptoms. Plain radiographs of the involved extremities may be useful during stage III

Response to therapy – A regional sympathetic nerve block (eg, stellate or lumbar sympathetic blocks), or regional perfusion (Bier block), may be useful both therapeutically and diagnostically (see below). Abrupt relief from pain and dysesthesia is typically transient, and is suggestive of a diagnosis of RSD.

PREVENTION – The best treatment of RSD is prevention. Early mobilization of the extremities after injury, or following a myocardial infarction or stroke should be encouraged. Prolonged use of intravenous therapy should be accompanied by intermittent passive shoulder motion.

