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BACKGROUND: The pathophysiology  of complex
regional pain syndrom e type 1 ( CRPS 1)  is still a
matter o f debate. Peripheral afferent, efferent and
central mechan isms are supposed. Based on  clin ical
signs and symptoms ( e.g. oedema, local temperature
changes and chron ic pain)  local inflammation is
suspected.
Aim: To determine the involvement of neuropetides,
cy tokines and eicosano ids as locally  form ed media-
tors of inflammation.
Methods: In th is study , n ine patients with proven
CRPS 1 were included. Disease activity  and impair-
ment was determined by  means of a  Visual Analogue
Scale, the McGill Pa in Questionnaire, the difference in
vo lume and temperature between  involved and un in-
vo lved ex tremities, and the reduction  in active range
of motion of the invo lved ex tremity . Venous blood
was sampled from and suction  blisters made on  the
involved and uninvolved ex tremities for measure-
ment of cytokines interleukin  ( IL) -6, IL-1 b and
tumour necrosis factor- a ( TNF- a ) , the neuropetides
NPY and CRGP, and prostaglandin  E2 .
Results: The patients included in this study  did have a
moderate to  serious disease activity  and impairment.
In  plasma, no changes of mediators of inflammation
were observed. In  blister fluid, however, s ignificantly
h igher levels of IL-6 and TNF- a in  the involved
ex tremity  were observed in com parison  with  the
un involved ex tremity .
Conclusions: Th is is the first time that involvem ent of
mediators of inflammation in CRPS 1 has been  so
clearly  and directly  demonstrated. This observation
opens new approaches for the succesful use and
developm ent of immun osuppressives in CRPS 1.
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Introduction

Complex regional pain syndrome type 1 (CRPS1) is a
disease characterized by spontaneous pain, allodynia
and hyperalgesia. The symptoms are not limited to the
region of a single peripheral nerve and are generally
disproportional to the inciting event. There is (or has
been) evidence of oedema, disturbed blood flow, or
abnormal sudomotor activity in the affected limb.
CRPS 1 diagnosis is excluded by the existence of
conditions that would otherwise account for the
degree of pain and dysfunction.1 CRPS 1 is a major
cause of disability, with a reported incidence of about
10% after various fractures, an incidence of 7–35% in
Colles’ fracture and, in 10–26% of cases, there is no
precipitating factor.2 The pathophysiology of CRPS 1
remains unclear. In our recently published review, we
summarized studies in which peripheral afferent,
efferent and also central mechanisms may play a role.3

Based on various clinical aspects of CRPS 1, such as
oedema, local temperature changes and chronic pain,
we assumed a neurogenic inflammation. The involve-
ment of an activated immune system could implicate
the subsequent release of neuropeptides, cytokines or
eicosanoids, which, in turn, would lead to a complex
interaction of primary and secondary generated
mediators of inflammation. Until now, measurement
of blood plasma levels at the site of CRPS 1 showed no
change in pro-inflammatory and anti-inflammatory
cytokines.4 However, this could be because all
patients presented in the latter study had a mean
disease history of 10 years. Furthermore, it remains
questionable whether systemic cytokine levels with
or without in vitro stimulation by lipopolysaccharide
reflect local inflammation. Because there is evidence
that substance P induces the release of interleukin-1b

(IL-1b) and tumour necrosis factor-a (TNF-a) in
human skin,5 studies should focus on local formation
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of cytokines in CRPS 1. To test our hypothesis that
mediators of inflammation play a role in CRPS 1, we
applied the suction blister technique to determine the
presence of pro-inflammatory cytokines in involved
local tissue.

Subjects and methods

Patients

The study was approved by the medical ethical
committee of the University Hospital Rotterdam
(MECnr. 198.780/2001/24). All patients had to fulfil
the CRPS 1 criteria as described by Bruehl et al.6 and
all gave infomed consent. Patients using corticoste-
roids or other immunosuppressives were excluded. In
April and May 2001, we studied nine patients (for
demographic data, see Table 1).

Registration of pain

The intensity of pain was assessed by means of a
visual analogue scale (VAS)7 and the McGill Pain
Questionnaire Dutch Language Version (MPQ-
DLV).8–10The VAS was recorded in millimetres and the
MPQ-DLV score was measured by counting the total
number of words chosen.

Temperature

Temperature was monitored by local infrared tem-
perature measurement using a tympanic probe ther-
mometer (First Temp Genius®; Sherwood Medical,
Crawley, Sussex, UK).11 Temperature was measured
on the dorsal aspect of the hand or foot in five points
on a standard matrix. Differences in temperature
were calculated as the mean difference of these five
points of measurement between the involved and
uninvolved sides.

Oedema

Difference in volume between the involved and
uninvolved extremity was assessed with a volumeter,
which measures the amount of water displaced by
the immersion of a body part.12,13 For hand volume
measurements, we used a container with a volume
of 15 l and a crosswise bar 10 cm from the bottom.
The web between digiti 2 and 3 was positioned over
the horizontal bar. For foot volume measurements,
we used a container with a volume of 40 l. The foot
was placed as flat as possible on the bottom of the
container, the overflow was collected and the vol-
ume determined with a weighing balance (accuracy
of 1 g).

Mobility

The active range of motion (AROM) is defined as the
arc of motion with muscle power to achieve the
motion of a joint. In the upper extremity, the AROM
was measured for the dorsal/palmar flexion in the
wrist, and for the flexion/extension in the met-
acarpophalangeal and proximal interphalangeal joints
of the two most restricted digits.14 In the lower
extremity, the AROM was measured for the flexion/
extension in the ankle. The position of the patient and
the method of measurement were standardized for
each joint, conforming to the American Society of
Hand Therapists clinical assessment recommenda-
tions.15The extent of reduced AROM was determined
by intra-individual comparison with the total AROM.
The total AROM was measured in the involved and
uninvolved extremity. The AROM on the impaired side
(multiplied by 100) was divided by the AROM on the
impaired side; this resulted in a percentage. Each joint
was given points for the percentage of normal
mobility: 1 point, ³  95%; 2 points, 94–85%; 3 points,
84–65%; 4 points, 64–25%; and 5 points, < 25%
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Table 1. Demographic data

Sex (male/female) 1/8
Age (years) 50 (48–51)
Duration of CRPS 1 (months) 8 (4–12)
CRPS 1, hand/foot 7/2
CRPS 1, trauma (accident, fracture)/surgery 3/6
Smoking history 9
Medical history 1 patient, hypertension; 1 patient, NIDDM
Medication
Corticosteroids and/or immunosuppressives None
Non-steroidal anti inflammatory drugs 5 patients
Metoprolol 1 patient
Metformine, glibenclamide 1 patient
Blood chemistry No deviations from normal values
Blood haematology No deviations from normal values
Blood sedimentation (BSE) (mm/h) 9 (6–15)
White blood cells (́ 109/l) 5.7 (4.9–7.1)

Data are for the nine patients and are presented as median ± interquartile range.
BSE; CRPS 1, complex regional pain syndrome type 1; NIDDM, Non-insulin-dependent diabetes mellitus.



normal mobility.16The sum of points of the measured
joints was calculated.

Plasma collection.

Venous blood was obtained from both the involved
and uninvolved extremities for determination of
haematological and blood chemistry parameters. In
the upper extremity, blood was collected via a vena
cubita; in the lower extremity, via the vena femoralis.
For measurement of plasma mediators of inflamma-
tion, 10 ml of blood anti-coagulated with 0.15%
ethylenediamine tetraacetic acid was drawn into
endotoxin-free vacutainers (Vacutainer Systems; Bec-
ton-Dickinson, Plymouth, UK) and centrifuged for
10 min at 20°C and 2800 ´ gmax. Thereafter, the
plasma was stored at –80°C until analysis.

Blisters

Blisters were induced using the suction tech-
nique.17,18 The blisters were formed on both the
involved and uninvolved extermity: on the upper
extremity on the dorsal side of the hand and the
flexor side of the forearm, and on the lower extremity
on the dorsal side of the foot and the frontal or lateral
side of the lowerleg. We initially applied a negative
pressure of 300 mmHg, which was reduced after
15 min to 250 mmHg and again, 15 min later, reduced
to 200 mmHg. This negative pressure was maintained
for 2–2.5 h until seven blisters per site (each 6 mm in
diameter) had emerged. This procedure produced
approximately 300 ml blister fluid per site by punc-
ture of the blister. All samples were stored at –80°C
until analysis.

Laboratory assays

Sample preparation
Undiluted plasma samples (100 ml) were assayed for
cytokines IL-1b, interleukin-6 (IL-6) and TNF-a without
prior sample preparation. Blister fluids were twofold
to fourfold diluted in assay buffer for the direct
measurement of cytokines. For the determination of
neuropeptides CGRP and NPY, 400 ml of undiluted
plasma and diluted blister fluid was applied to an

Oasis® HLB extraction cartridge (Waters Ass., Etten-
Leur, The Netherlands). According to the assay proto-
col, all samples were acidified with 1% trifluoroacetic
acid (TFA) and eluted with 60% acetonitrile in 1% TFA
in 39% distilled water. The eluant was evaporated to
dryness in a centrifugal concentrator (SpeedVac,
Savant, Switzerland) and the dried extract recon-
stituted with peptide assay buffer. In parallel, sample
elution of prostaglandin E2 from the Oasis® HLB
column was completed by the subsequent elution of
100% of methanol. Evaporation and reconstitution was
similar to the procedure followed for neuropeptides.

Immunoassays
For the determination of cytokines, assays were
performed following the manufacturer’s protocol
(PeliKine-compact™ human ELISA kits; CLB, Amster-
dam, The Netherlands). The standard curve ranges and
detection limits, respectively, were: for IL-1b,
0–300 pg/ml and 0.2 pg/ml; for IL-6, 0–450 pg/ml and
0.3 pg/ml; and for TNF-a, 0–1000 pg/ml and 1 pg/ml.
The peptide enzyme immunoassays used for the
determination of CGRP and NPY were EIAH-6006 and
EIAH-7180, respectively (Peninsula Laboratories Inc.,
Belmont, CA, USA). Standard curve ranges from 0 to
10 ng/ml were included. The minimal detectable
concentration was 0.06 ng/ml.

Prostaglandin E2 was determined by enzyme immu-
noassay (Biotrak EIA, RPN 222; Pharmacia Biotech,
Amersham, UK). The standard curve range was 0 to
6.4 ng/ml.

All assays were performed in 96-well microtitre
plates. The absorbance per well was measured at
450 nm with a Medgenix EASIA reader (Fleurus,
Belgium). Sample concentrations were calculated
using the appropriate standard calibration lines and
the Softmax® software of the reader.

Statistical analysis

First, data were analysed for linearity. If non-linear,
frequencies were described as median and inter-
quartile ranges. Correlation was measured with the
Spearman’ test, and the difference in parameters was
tested with the Wilcoxon rank sum test. Significance
was accepted with p < 0.05.
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Table 2. Signs and symptoms of impairment

Visual Analogue Scale (0–100 mm, no pain–most pain) 49 (30–52)
McGill Pain Questionnare (number of counted words that describe pain) 11 (11–12)
Difference in temperature between involved and uninvolved sides (DT, (C) –0.24 (–0.02 to –0.9)
Difference in volume between involved and uninvolved sides (DV, % volume of uninvolved
extremity)

2.9 (1.4–4.5)

Active range of motion (sum of numbers that express the percentage of normal mobility
extremity; 5–55, normal mobility-most abnormal)

18 (11–20)

Data are for the nine patients and are presented as median ± interquartile range.



Results

The clinical signs and symptoms of impairment from
the patients are described in terms of median and
interquartile VAS, number of words counted in the
McGill Pain Questionnaire, differences in tempera-
ture, differences in percentage volume and AROM
classified as a number. The results are presented in
Table 2.

Data on cytokines, neuropetides and prostaglandin
E2 levels in plasma and blister fluid in the involved
and uninvolved extremities are presented in Table 3.

There was no correlation between the clinical signs
and symptoms of impairment and the mediators of
inflammation.

There was a significant difference (p < 0.05,
Wilcoxon rank sum test) in IL-6 and TNF-a levels
between blisters on the involved and uninvolved
extremities. There was no difference in IL-1b, NPY,
CGRP and prostaglandin E2 levels between blisters on
the involved and uninvolved extremities. There is no
significant difference between any measured value in
plasma from involved and uninvolved extremities (see
Table 3).

Discussion

To our knowledge, this is the first time that increased
local levels of the pro-inflammatory cytokines IL-6 and
TNF-a have been detected locally in CRPS 1.

Until now, the involvement of a neurogenic inflam-
mation remains debatable. Results of a large pro-
spective study suggested that the early signs and
symptoms of CRPS 1 resembled regional inflamma-
tion,2 and a scintigraphic study on CRPS 1 demon-
strated vascular leakage of macromolecules.19 These
latter results also suggest the presence of local
inflammation. A 31P nuclear resonance spectroscopy
study showed impairment of high-energy phosphate
metabolism in muscles of patients with CRPS 1; this
may have been caused by cellular hypoxia or dimin-
ished oxygen utilization, which is classically seen in
inflammation.20 Substance P and CRPG are neurope-

tides that play an important role in oedema formation
and inflammation.21 In blood sampled from patients
with CRPS 1, bradykinin, NPY, CGRP and vasoactive
intestinal peptide were considerably increased com-
pared with healthy volunteers, whereas substance P,
neurokinin A and B were unchanged.22 Infusion of
substance P in the CRPS 1 extremity has been shown
to potentiate signs and symptoms.23 Depletion of
substance P from primary afferent neurons by topical
application of capsaicin effectively diminished signs
and symptoms in CRPS 1 and comparable dis-
eases.24,25 In contrast, another study showed sig-
nificantly lower levels of NPY in blood drawn from
CRPS 1 extremities compared with the uninvolved
sides.26,27 CGRP, substance P and NPY were unchan-
ged in samples of hyperalgesic skin from dorsal hand
and foot.28

In our study, there was no paired increase in local
neuropeptide formation, as measured by NPY and
CGRP. Although substance P can induce the release of
IL-1a and TNF-a in human skin,5 our findings of
increased pro-inflammatory IL-6 and TNF-a in blister
fluids may not necessarily be the direct result of a
primary neurogenic inflammation. In view of the lack
of a clear contribution of neuropeptides, in our
patients a late phase reaction could be considered in
which not only mononuclear cells, but also poly-
morphonuclear cells could be involved. Therefore, a
wide range of immunocompetent cells, such as
activated T lymphocytes, monocytes and macro-
phages, and skin resident cells, such as keratinocytes,
fibroblasts, endothelial cells and mast cells, could
contribute to this complex interplay of mediators of
inflammation formed at the site of the CRPS 1. In our
patients, the levels of cytokines found in blister fluid
were comparable with those seen in psoriasis where
cytokines clearly correlate with psoriasis severity.29,30

Capsaicin-treated normal skin showed minor, but not
significant, effects on the diminished release of
inflammatory mediators.31 On the contrary, pharma-
cological intervention by betamethasone or salicylic
acid showed a clear disease improvement and sig-
nificant decreases in cytokine levels in blister fluid.32
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Table 3. Mediators of inflammation, and levels in plasma and blister fluid in the involved and uninvolved extremities

Plasma

Involved side Uninvolved side

Blister

Involved side Uninvolved side

IL-6 (pg/ml) 0.8 (0.6–1.4) 0.8 (0.6–1.4) 54 (19–68)* 17 (4.9–20)
IL-1b (pg/ml) 1.5 (0.4–28) 1.1 (0.5–24) 1.7 (1.0–1.8) 1.7 (1.5–1.9)
TNF-a (pg/ml) 4.6 (2.2–17.6) 2.3 (0.8–14.6) 18 (11–37)* 7 (4.7–8.2)
NPY (ng/ml) 0.4 (0.3–0.5) 0.4 (0.3–0.4) 1.7 (1.1–2.3) 1.9 (1.5–2.3)
CGRP (ng/ml) 0.2 (0.2–0.3) 0.4 (0.2–0.4) 2.8 (1.7–2.9) 3.4 (1.8–4)
PGE2 (ng/ml) 6.1 (5.6–7) 5.8 (5.5–6.6) 23 (14–29) 27 (21–28)

Data are for the nine patients and are presented as median ± interquartile range.
IL, Interleukin; TNF-a, tumor necrosis factor-a; PGE2, prostaglandin E2.
*Wilcoxon rank sum test, p < 0.05.



Generally, involvement of inflammatory mediators
in a disease may be considered when generation at
the site of injury can be confirmed. Futhermore, local
injection of these mediators should provoke or
increase clinical signs and symptoms. Treatment with
specific antagonists or synthase inhibitors of inflam-
matory mediators that are involved should have
beneficial effects on disease activity.

Until now, evidence that inflammatory mediators
are involved has only indirectly been shown by
injection of substance P, which results in a deteriora-
tion of the signs and symptoms.

Our data indicate, in a direct way, that inflamma-
tion plays an important role in CRPS 1. The challenge
now is to investigate the entire time-dependent
cascade of inflammatory mediators that could be
involved in CRPS 1 and then develop antagonists or
synthesis inhibitors that are beneficial in the treat-
ment of this disabling disease.

ACKNOWLEDGEMENTS. The authors thank Wilma de Bruijn and Tanja
Hamm, Nurse Practitioners of the Pain Treatment Centre, for their support in
data management; Dr Ilse Beckmann, Department of Obstetrics and
Gyneacology, for laboratory facilities; Dr Ingrid M. Garrelds, Department of
Pharmacology, for assitance in enzyme-linked immunosorbent assay measure-
ments; and Laraine Visser-Isles for English-language editing. This study was
sponsored by the Algesiological Institute Foundation of the University
Hospital Rotterdam.

References
1. Stanton-Hicks M, Janig W, Hassenbush S, Haddox JD, Boas R, Wilson P.

Reflex sympathetic dystrophy: changing concepts and taxonomy. Pain
1995; 63: 127–133.

2. Veldman PHJM, Reynen HM, Arntz IE, Goris RJA. Signs and symptoms of
reflex sympathetic dystrophy: prospective study of 829 patients. Lancet
1993; 342 : 1012–1016.

3. Huygen FJPM, De Bruijn AGJ, Klein J, Zijlstra FJ. Neuroimmune
alterations of the complex regional pain syndrome type 1. Eur J
Pharmacol 2001; 429: 101–113.

4. Van de Beek WJ, Remarque EJ, Westendorp RG, Van Hilten JJ. Innate
cytokine profile in patients with complex regional pain syndrome is
normal. Pain 2001; 91 : 259–261.

5. Branchet-Gumila MC, Boisnic S, Charpentier Y, Nonette I, Montastier C,
Breton L. Neurogenic modifications induced by substance P in an organ
culture of human skin. Skin Pharmacol Appl Skin Physiol 1999; 12:
211–220.

6. Bruehl S, Harden RN, Galer BS, Saltz S, Bertram M, Backonja M, Gayles R,
Rudin N, Bhugra MK, Stanton-Hicks M. External validation of IASP
diagnostic criteria for complex regional pain syndrome and poposed
research diagnostic criteria. Pain 1999; 81 : 147–154.

7. Carlsson AM. Assessment of chronic pain. Aspects of the reliability and
validity of the visual analogue scale. Pain 1983; 16: 87–101.

8. Melzack R. The McGill Pain Questionnaire: major properties and scoring
methods. Pain 1975; 1 : 277–299.

9. Kloot WAvd, Vertommen H, eds. De MPQ-DLV. Een standaard neder-
landstalige versie van de McGill Pain Questionnaire; achtergronden en
handleiding. Lisse: Swets & Zeitlinger, 1989.

10. Kloot WAvd, Oostendorp RAB, Meij Jvd, Heuvel Jvd. De Nederlandse
versie van de McGill Pain Questionnaire: een betrouwbare pijnvra-
genlijst. NTVG 1995; 139 : 669–673.

11. Hershler C, Conine TA, Nunn A, Hannay M. Assessment of an infra-red
noncontact sensor for routine skin temperature monitoring: a prelimi-
nary study. J Med Eng Technol 1992; 16: 117–122.

12. Schultz-Johnson K. Volumetrics: A Literature Review. Glenwood
Springs, CO: Upper Extremity Technology, 1988.

13. Eccles MV. Hand volumetrics. Br J Phys Med 1956; 19 : 5–8.
14. Oerlemans HM, Oostendorp RAB, de Boo T, Van der Laan L, Severens JL,

Goris RJA. Adjuvant physical therapy versus occupational therapy in
patients with reflex sympathetic dystrophy/complex regional pain
syndrome type 1. Arch Phys Med Rehab 2000; 81 : 49–56.

15. American Society of Hand Therapists. Clinical Assessment Recom-
mendations, 2nd edn. Chicago, IL: American Society of Hand Therapists,
1992.

16. Leemrijse C. Ravensburg CDMv, Oostendorp RAB. Basis registratieformu-
lier Fysiotherapie. Ned Tijds Fysiother 1992; 7: 208–218.

17. Prens EP, Bene K, van Damme J, Bakkus M, Benner R, van Joost T.
Interleukin-1 and interleukin-6 in psoriasis. J Invest Dermatol 1990; 95:
121S–124S.

18. Michiels JJ, Zijlstra FJ. Prostaglandin cyclooxygenase products but not
thromboxane A2 are involved in the pathogenesis of erythromelalgia in
thrombocythaemia. Mediat Inflamm 1993; 2: 385–389.

19. Oyen WJ, Arntz IE, Claessens RM, Van der Meer JW, Corstens FH, Goris RJ.
Reflex sympathetic dystrophy of the hand: an excessive inflammatory
response? Pain 1993; 55: 151–157.

20. Heerschap A, Den Hollander JA, Reynen H, Goris RJ, Metabolic changes
in reflex sympathetic dystrophy: a 31P NMR spectroscopy study. Muscle
Nerve 1993; 16 : 367–373.

21. Calder JS, Holten I, McAllister RM. Evidence for immune system
involvement in reflex sympathetic dystrophy. J Hand Surg 1998; 23:
147–150.

22. Blair SJ, Chinthagada M, Hoppenstehdt D, Kijowski R, Fareed J. Role of
neuropeptides in pathogenesis of reflex sympathetic dystrophy. Acta
Orthop Belg 1998; 64: 448–451.

23. Weber M, Birklein F, Neundorfer B, Schmelz M. Facilitated neurogenic
inflammation in complex regional pain syndrome. Pain 2001; 91:
251–257.

24. Cheshire WP, Snyder CR. Treatment of reflex sympathetic dystrophy with
topical capsaicin. Case report. Pain 1990; 42 : 307–311.

25. Drummond PD, Finch PM, Edvinsson L, Goadsby PJ. Plasma neuropetide
Y in the symptomatic limb of patients with causalgic pain. Clin Auton
Res 1994; 4: 113–116.

26. Rumsfield JA, West DP. Topical capsaicin in dermatologic and peripheral
pain disorders. DICP 1991; 25: 381–387.

27. Abdulla FA, Smith PA. Nerve injury increases an excitatory action of
neuropeptide Y and Y2-agonists on dorsal root ganglion neurons.
Neuroscience 1999; 89: 43–60.

28. Drummond PD, Skipworth S, Finch PM. Alpha 1-adrenoceptors in normal
and hyperalgesic human skin. Clin Sci (Colch) 1996; 91: 73–77.

29. Bonifati C, Ameglio F, Carducci M, Sacerdoti G, Pietravalle M, Fazio M.
Interleukin-1-beta, interleukin-6, and interferon-gamma in suction blister
fluids of involved and uninvolved skin and sera of psoriatic patients. Acta
Derm Venereol (Stockh) 1994; 186: 23–24.

30. Bonifati C, Carducci M, Cordiali Fei P, Trento E, Sacerdoti G, Fazio M,
Ameglio F. Correlated increases of tumour necrosis factor-alpha, inter-
leukin-6 and granulocyte monocyte-colony stimulating factor levels in
suction blister fluids and sera of psoriatic patients – relationships with
disease severity. Clin Exp Dermatol 1994; 19: 383–387.

31. Reilly DM, Green MR. Eicosanoid and cytokine levels in acute skin
irritation in response to tape stripping and capsaicin. Acta Derm
Venereol (Stockh) 1999; 79: 187–190.

32. Ameglio F, Bonifati C, Pietravalle M, Fazio M. Interleukin-6 and tumour
necrosis factor levels decrease in the suction blister fluids of psoriatic
patients during effective therapy. Dermatology 1994; 189 : 359–363.

Accepted 30 November 2001.

Local inflammation in complex regional pain syndrome type 1

Mediators of Inflammation · Vol 11 · 2002 51


