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Is adhesive capsulitis of the shoulder a 
form of complex regional pain syndrome 
type I?

Georges El Hasbani, MD, 
Imad Uthman, MD, MPH,

Ali S. Jawad, MD.

Codman initially used the term “frozen shoulder” in 
1934 to describe a variety of conditions which cause 

spasm of the short rotator muscles located around the 
shoulder joint or bursae.1 Adhesive capsulitis, referred 
to as frozen shoulder, involves a chronic inflammation 
of the sub-synovial layer of the shoulder’s capsule which 
leads to capsular thickening, fibrosis, and adherence to 
the surrounding anatomic structures.2

Despite that the condition was described more than 
100 years ago, the term complex regional pain syndrome 
(CRPS) was adopted in 1995 by the International 
Association for the Study of Pain (IASP).3  Complex 
regional pain syndrome can be subdivided further into 
type I and type II depending on the absence or presence 
or of peripheral nerve damage, respectively.3 

This narrative review aims at describing the shared 
clinical, diagnostic, and therapeutic modalities of 
adhesive capsulitis and CRPS I trying to show that 
adhesive capsulitis of the shoulder is a form of CRPS 
type I.

The clinical presentation of adhesive capsulitis 
evolves with the progression of the disease. For this 
purpose, 4 stages have been identified based on the 
arthroscopic appearance of the joint capsule. At later 
stages,  shoulder pain begins to mildly subside with 
progressive loss of glenohumeral flexion, abduction, 
internal rotation, and external rotation.4 Eventually, the 
patient experiences a gradual return of range of motion 
which takes about 5 to 26 months to complete.5

Complex regional pain syndrome type I was 
previously termed reflex sympathetic dystrophy, 
algodystrophy, or shoulder-hand syndrome. The 
symptoms of CRPS type I may develop within days 
to months after injury, often being minor.6 Similar to 
adhesive capsulitis, pain is the first sign of the disease 
which appears initially in the area of the injury or event 

and may then spread throughout the extremity.7 Being 
included in the Budapest clinical diagnostic criteria 
for CRPS, evidence of decreased range of motion is 
an indicator of the presence of CRPS I and is assessed 
regularly as a sign of clinical improvement.8  Notably, 
most of CRPS I symptoms have the tendency to 
decrease gradually over the course of 6 to 12 months, 
similar to adhesive capsulitis.9  

As a tool performed to exclude other differential 
diagnoses such as calcific tendinitis or shoulder 
dislocation, radiographs are performed in the work-up 
of adhesive capsulitis. Most radiographs are classically 
normal.10 Magnetic resonance imaging (MRI) often 
reveals useful diagnostic criteria such as capsular and 
coracohumeral ligament thickening, poor capsular 
distension, extracapsular contrast leakage, and synovial 
hypertrophy.10 In addition, adhesive capsulitis is 
characterized by an increased activity on radioisotope 
bone scan (99 mTc diphosphonate). Walburger et al11 
showed that 96% of 50 scases with frozen shoulder had 
increased activity on radioisotope bone scan regardless 
of the aetiology.11

Although diagnostic procedures such as 3-phase 
bone scintigraphy (TPBS), MRI, and X-ray, were not 
included in the revised criteria of CRPS, they could 
provide additional information for diagnosis. During 
the early stages of the disease (0-3 months), plain 
radiographs are usually normal, while in later stages 
(3-12 months) osteopenia appears.12 Conventional 
MRI usually indicates muscle atrophy, fibrosis, or 
fatty infiltration in the chronic phase.13 As the case of 
adhesive capsulitis, abnormal scintigraphy may be seen 
in patients with CRPS when Tc-labeled diphosphonate 
or polyphosphates are used.14 

The main treatment for adhesive capsulitis involves 
a trial of conservative therapies, including analgesia, 
exercise, physiotherapy, oral nonsteroidal anti-
inflammation drugs (NSAIDs), and intra-articular 
corticosteroid injections.

A major drawback of the multi-faceted 
pathophysiology of CRPS is that there is no single specific 
treatment. Additionally, high-quality randomized 
controlled multicenter trials are still missing. The 
various treatment methods include physiotherapy, 
psychotherapy, sympathetic block, intravenous 
regional blockade, chemical sympathectomy, surgical 
sympathectomy, and pharmacologic interventions.15 

On clinical basis, adhesive capsulitis and 
CRPS I involve self-limiting pain and reduced ROM 
that progress in stages, although swelling is more 
specific to CRPS I. Despite that there is no gold 
standard imaging test for diagnosis, several studies 
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showed increased activity on radionuclide scans. 
Because both conditions are self-limiting, most cases 
are managed conservatively with physiotherapy and 
anti-inflammatory pharmacotherapy. Intra-articular 
and systemic steroids are commonly beneficial.

We propose that adhesive capsulitis of the shoulder 
is a form of CRPS I.
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