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Complex Regional Pain Syndrome (CRPS) is clinically characterized by pain in combination with sensory,
autonomic, and motor symptoms that may include weakness, tremor, myoclonus and dystonia of the
affected limb(s). The syndrome is multifactorial in origin and mostly attributed to tissue injury. There
is some evidence that the human leukocyte antigen (HLA) system plays a role in the pathophysiology
of CRPS, but previous studies lacked power. Here we performed the most extensive study investigating
the contribution of HLA alleles (i.e. HLA-A, HLA-B, HLA-DRB1, and HLA-DQB1) in 150 CRPS patients
who also had fixed dystonia. HLA-B62 (OR = 2.05 [95% CI 1.41–2.99], P = 0.0005) and HLA-DQ8
(OR = 1.75 [95% CI 1.20–2.57], P = 0.005) were found significantly associated with CRPS and dystonia.
The association remained significant after correction (HLA-B62 Pcorrected [Pc] = 0.02 and HLA-DQ8
Pc = 0.04). The involvement of HLA-B62 and HLA-DQ8 in CRPS with dystonia may indicate that these
HLA loci are implicated in the susceptibility or expression of the disease.

� 2009 International Association for the Study of Pain. Published by Elsevier B.V. All rights reserved.
1. Introduction

Complex Regional Pain Syndrome type I (CRPS) is characterized
by various combinations of pain, edema, skin discoloration, altered
temperature, hyperhidrosis, and various movement disorders
[16,34]. Dystonia, which is characterized by sustained muscle con-
tractions in the affected limb causing fixed posturing at rest, is the
most frequently reported movement disorder in CRPS, affecting
about 25% of the patients [31,32]. CRPS is more common in women
and usually preceded by tissue injury [6]. The pathophysiology of
CRPS is only partly understood, but compelling evidence indicates
that aberrant inflammation in which C sensory nerve fibers (neuro-
genic inflammation) and the immune system of the skin are
involved [15], plays an important role in the acute phase of the
syndrome [1,26]. Further evidence to support the role of inflamma-
tory mechanisms in CRPS came from epidemiological data showing
higher co-occurrence of asthma in the medical history of CRPS
patients [7].
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For many diseases with an inflammatory component (i.e. multi-
ple sclerosis and celiac disease), genetic associations have been
found with the major histocompatibility complex (MHC), including
the human leukocyte antigen (HLA) system [4,24,36]. The MHC re-
gion consists of a complex of genes located on chromosome 6p21
and contains the six transplantation HLA genes and other genes that
have important roles in the regulation of the immune system (for a
recent review see [27]). Genes are grouped into three classes, class I
genes include the HLA antigens A, B, and C, class II genes include the
heterodimeric HLA-DR, DP, and DQ genes, and class III genes include
complement components, tumor necrosis factor alpha, and other
genes. Although for decades serological methods were used to type
HLA alleles, this is nowadays performed using DNA-based methods.

Also for CRPS a link with the HLA system has been suggested
[20,19]. Significant associations have been found between CRPS
and HLA-DQ1 [17,33], and HLA-DR6 [33] and CRPS-related dysto-
nia and HLA-DR13 [28,30]. However, these studies had drawbacks,
as for instance, small numbers of patients and broad inclusion cri-
teria resulting in clinically heterogeneous phenotypes.

To reduce clinical heterogeneity, we selected only CRPS patients
with fixed dystonia. As the age at onset of this more severely
affected subtype of CRPS is, on average, 11 years younger as com-
pared to CRPS patients without dystonia [32], we envisage that
genetic factors may play a more prominent role in CRPS patients
with this particular subtype.
Elsevier B.V. All rights reserved.
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Table 1
Criteria for Complex Regional Pain Syndrome type I.

a. CRPS is a syndrome that develops after an initiating noxious event
b. Spontaneous pain, allodynia or hyperalgesia occurs, is not limited to the territory of a single peripheral nerve, and is disproportionate to the inciting event.
c. There is or has been evidence of edema, skin blood flow abnormality, or abnormal sudomotor activity in the region of the pain since the inciting event
d. This diagnosis is excluded by the existence of conditions that would otherwise account for the degree of pain and dysfunction

For the diagnosis of CRPS-1, criteria b–d must be fulfilled [19].
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To better establish the role of the HLA system in CRPS, we per-
formed a comprehensive analysis testing HLA alleles in 150 CRPS
patients with fixed dystonia.
Table 3
Odd ratios and P-values estimated for HLA-A alleles typed among CRPS cases with
2. Methods

2.1. Patients

Between May 2005 and June 2007, 150 Dutch Caucasian CRPS
patients with CRPS-related fixed dystonia of at least one extremity
were recruited at the Movement Disorders Clinic of the Depart-
ment of Neurology of the Leiden University Medical Center. CRPS
was diagnosed according to the criteria of the International Associ-
ation for the Study of Pain (IASP) (Table 1) [21]. Dystonia was diag-
nosed by a neurologist with expertise in movement disorders
(JJvH). Characteristics of the patients are shown in Table 2. The
study protocol was approved by the Ethics Committee of the Lei-
den University Medical Center. All subjects gave written informed
consent before entering the study.

2.2. Controls

Frequencies of HLA alleles were compared with those of a pre-
viously published group of 2440 healthy Caucasian Dutch blood
donors [25].

2.3. HLA genotyping

HLA typing was performed for HLA-A (17 alleles) and HLA-B (32
alleles) by using a commercially available reverse line hybridiza-
tion strip assay (RELITM SSO, Invitrogen, Washington, DC, USA).
PCR amplification and hybridizations were done according to
manufacturers recommendations. HLA-DRB1 (14 alleles) and
HLA-DQB1 (7 alleles) were typed with sequence-specific oligonu-
cleotide probe (PCR/SSOP) technique described elsewhere [35].
The interpretation of the raw data was carried out with com-
puter-assisted analysis software [14].
Table 2
Characteristics of Complex Regional Pain Syndrome (CRPS) patients.

Number of patients 150
Percentage (N) of females 88% (132)
Mean (SD) age at onset of CRPS -years 31.5 (12.0)
Median disease duration (IQR)-years 8.7 (4.0–14.0)
Percentage (N) patients with > 1 affected extremity 73% (110)
First affected extremity – percentage (N)

Arm 48% (72)
Leg 45% (67)
Both 7% (11)

Sign and symptoms calculated from non-missing data* – percentage (N)
Allodynia, hyperesthesia or hyperalgesia 75% (102)
Hypoesthesia or hypoalgesia 79% (108)
Edema 90% (132)
Temperature difference 97% (140)
Color differences 97% (146)

N, number; SD, standard deviation; IQR, interquartile range.
* Variables were considered present if a sign, a symptom or both were reported or
observed.
2.4. Statistical analysis

Genetic associations for HLA alleles were assessed by chi-square
tests based on a 2 � 2 contingency table. P values were obtained by
the two-sided Fisher’s exact test. A corrected P value (Pc), that is,
the raw P value multiplied by the estimated number of HLA alleles
present within the loci examined (17 for HLA-A, 32 for HLA-B, 14
for HLA-DRB1, and seven for HLA-DQB1), was calculated to evalu-
ate the inflation of type I error due to multiple testing for multi-al-
leles [8]. A Pc less than 0.05 was considered to indicate a significant
difference. Odds ratios (OR) with 95% confidence interval (CI) were
calculated according to the Woolf–Haldane test [12].

3. Results

3.1. HLA marker analysis

We typed 70 HLA alleles (of the HLA-A, HLA-B, HLA-DR, and
HLA-DQ loci) in 150 CRPS patients with fixed dystonia. Frequencies
of HLA alleles were compared with those of 2440 healthy Cauca-
sian Dutch blood donors. Genetic associations of HLA-A, HLA-B,
HLA-DR, and HLA-DQ alleles with CRPS patients with fixed dysto-
nia were determined (see tables 3, 4, 5 and 6). Initial uncorrected
association analyses revealed four HLA alleles that appeared asso-
ciated with disease: HLA-A23 (OR = 2.63 [95% CI 1.29–5.31],
P = 0.017), HLA-B62 (OR = 2.05 [95% CI 1.41–2.99] P = 0.001),
HLA-DR4 (1.55 [95% CI 1.11–2.18] P = 0.016), and HLA-DQ8 (1.75
[95% CI 1.20–2.57] P = 0.005). After correction for comparisons of
multiple HLA alleles (Pc), HLA-B62 (Pc = 0.02), and HLA-DQ8
(Pc = 0.04) remained significantly associated (see Tables 4 and 6).

4. Discussion

CRPS is commonly preceded by tissue injury, which induces a
series of specific reactions aiming to repair damage, promote
fixed dystonia and control subjects.

% Cases % Controls OR 95% CI P Pc

A1 26 31 0.80 [0.55–1.16] 0.272 0.996
A2 55 53 1.08 [0.78–1.50] 0.674 1.000
A3 29 29 1.00 [0.70–1.44] 1.000 1.000
A11 13 12 1.20 [0.74–1.95] 0.512 1.000
A23 6 2 2.63 [1.29–5.31] 0.017 0.253
A24 16 17 0.97 [0.62–1.51] 0.910 1.000
A25 2 2 1.22 [0.41–3.67] 0.760 1.000
A26 2 4 0.51 [0.18–1.51] 0.209 0.982
A28 8 10 0.81 [0.45–1.46] 0.483 1.000
A29 7 5 1.60 [0.85–3.00] 0.177 1.000
A30 3 3 1.04 [0.43–2.50] 1.000 0.964
A31 6 6 1.05 [0.53–2.07] 1.000 1.000
A32 7 6 1.15 [0.60–2.19] 0.726 1.000
A33 3 1 2.27 [0.84–6.18] 0.153 0.940
A34 0 0 NA NA NA NA
A36 0 0 NA NA NA NA
A66 0 0 NA NA NA NA

CRPS, Complex Regional Pain Syndrome; OR, Woolf–Haldane odds ratio; 95% CI, 95%
confidence interval; NA, not applicable because of low numbers. Pc, P values cor-
rected for multiple testing using the method of Edwards for 17 HLA-A alleles.



Table 4
Odd ratios and P-values estimated for HLA-B alleles typed among CRPS cases with
fixed dystonia and control subjects.

% Cases % Controls OR 95% CI P Pc

B7 26 27 0.94 [0.65–1.36] 0.777 1.000
B8 23 23 1.01 [0.68–1.49] 1.000 1.000
B13 3 4 0.80 [0.34–1.93] 0.681 1.000
B14 3 3 1.27 [0.52–3.07] 0.621 1.000
B18 3 6 0.44 [0.17–1.15] 0.079 0.929
B27 10 6 1.66 [0.96–2.87] 0.092 0.954
B35 18 18 1.04 [0.68–1.60] 0.912 1.000
B37 4 4 1.06 [0.47–2.38] 1.000 1.000
B38 1 4 0.40 [0.11–1.42] 0.123 0.985
B39 5 3 1.55 [0.72–3.34] 0.343 1.000
B41 0 1 0.28 [0.02–4.63] 0.405 1.000
B42 0 0 NA NA NA NA
B44 25 24 1.04 [0.71–1.53] 0.844 1.000
B45 1 1 0.66 [0.13–3.41] 0.721 1.000
B46 0 0 NA NA NA NA
B47 0 0 NA NA NA NA
B48 0 0 NA NA NA NA
B49 2 1 2.25 [0.73–6.96] 0.219 1.000
B50 1 1 0.82 [0.16–4.26] 1.000 1.000
B51 12 11 1.10 [0.66–1.81] 0.790 1.000
B52 1 1 1.56 [0.29–8.41] 0.618 1.000
B53 1 1 1.25 [0.23–6.61] 1.000 1.000
B54 0 0 NA NA NA NA
B55 4 4 0.99 [0.44–2.23] 1.000 1.000
B56 1 1 0.72 [0.14–3.72] 0.719 1.000
B57 6 6 1.15 [0.58–2.27] 0.714 1.000
B58 1 1 1.52 [0.41–5.60] 0.678 1.000
B60 15 15 1.00 [0.63–1.59] 1.000 1.000
B61 2 3 0.75 [0.25–2.23] 0.624 1.000
B62 27 15 2.05 [1.41–2.99] 0.001 0.015
B63 0 0 NA NA NA NA
B70 0 0 NA NA NA NA

CRPS, Complex Regional Pain Syndrome; OR, Woolf–Haldane odds ratio; 95% CI, 95%
confidence interval; NA, not applicable because of low numbers. Pc, P values cor-
rected for multiple testing using the method of Edwards for 32 HLA-B alleles.
Bold, significant after Edwards correction.
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wound healing and recruit host defense mechanisms. The per-
turbed immune response to traumatized tissue in CRPS shares sev-
eral characteristics with common inflammatory diseases in which
the pathogenic role of MHC gene polymorphisms is well estab-
lished [39]. The MHC comprises a gene family that has important
immunologic functions. MHC gene variations confer susceptibility
to a variety of inflammatory disorders such as celiac disease and
multiple sclerosis [22,36]. Attempts to identify MHC loci increasing
the risk for CRPS have revealed several HLA susceptibility alleles
Table 5
Odd ratios and P-values estimated for HLA-DR alleles typed among CRPS cases with
fixed dystonia and control subjects.

% Cases % Controls OR 95% CI P Pc

DR1 25 20 1.34 [0.92–1.97] 0.142 0.883
DR4 38 28 1.55 [1.11–2.18] 0.016 0.196
DR7 25 19 1.39 [0.95–2.04] 0.110 0.806
DR8 5 5 0.92 [0.43–1.96] 0.852 1.000
DR9 1 2 0.67 [0.19–2.40] 0.580 1.000
DR10 2 4 0.54 [0.18–1.59] 0.281 0.990
DR11 9 14 0.64 [0.37–1.11] 0.123 0.813
DR12 3 5 0.79 [0.33–1.89] 0.682 1.000
DR13 24 28 0.80 [0.55–1.18] 0.262 0.986
DR14 5 5 1.03 [0.51–2.11] 1.000 1.000
DR15 29 26 1.22 [0.84–1.76] 0.330 0.996
DR16 4 2 2.37 [1.02–5.49] 0.118 0.826
DR17 23 25 0.90 [0.53–1.50] 0.693 1.000
DR18 0 0 NA NA NA NA

CRPS, Complex Regional Pain Syndrome; OR, Woolf–Haldane odds ratio; 95% CI, 95%
confidence interval; NA, not applicable because of low numbers. Pc, P values cor-
rected for multiple testing using the method of Edwards for 14 HLA-DR alleles.
(HLA-DQ1, HLA-DR6, and HLA-DR13) [17,30,33]. However, clinical
heterogeneity, statistical analysis of unplanned post hoc evalua-
tions, and underpowering of these studies that included about 80
patients or less, are important drawbacks and most likely explain
the apparent inconsistent data [17,20,28,30,33].

In view of the methodological problems associated with the
previous HLA association studies conducted in CRPS, we recruited
a larger sample of patients. In addition, we applied an enrichment
strategy by focusing on a severe distinct phenotype of the syn-
drome that is characterized by a generally much younger age at
onset, which may indicate a larger role of genetic factors [32].
We observed significant associations between CRPS with dystonia
and HLA-B62 and HLA-DQ8 alleles, which remained significant
after correction for multiple comparisons. We also observed signif-
icant associations with alleles HLA-A23 and HLA-DR4, but these
associations failed to maintain significance after correction for
multiple comparisons (see Tables 3 and 5).

In considering potential biological mechanisms for disease,
associations with HLA alleles should be interpreted in the context
of the phenotype under study. All of our CRPS patients had long-
standing chronic disease with sensory and motor manifestations
of the central nervous system. Notably, the initial inflammatory re-
sponse of the syndrome may induce profound changes in the pro-
cessing of sensory input in the spinal cord, a process known as
central sensitization. Neuroplasticity is a process whereby neurons
reorganize their connectivity in response to altered experiences
like injury [37,38]. In central sensitization, neuroplasticity is mal-
adaptive and clinically associated with chronification of pain, and
the occurrence of positive sensory phenomena like allodynia and
hyperalgesia. Because central sensitization corrupts spinal sensori-
motor networks this may also lead to dystonia in CRPS [9,29].
Interestingly, HLA class I molecules have also been implicated in
non-immune roles including synaptic development and plasticity
in the central nervous system [5,10]. Consequently, our findings
of an association with HLA-B62 (MHC class I) may also point at a
role of HLA class I in maladaptive neuroplasticity in CRPS.

Regarding HLA class II counterparts, their potential non-immu-
nological role remains unknown. However, it is interesting to note
that HLA-DQ8 (MHC class II) that we found associated with CRPS
and dystonia, is also associated with susceptibility for developing
celiac disease (CD) in about 4–5% of the CD population (for a re-
view see Louka and Sollid [2003]) [18]. CD may lead to neurological
manifestations including cerebellar ataxia, myoclonus, chorea, and
peripheral neuropathy [11]. Notwithstanding a single case of par-
oxysmal non-kinesiogenic dystonia has been reported in CD so
far, however this phenotype is substantially different from fixed
dystonia encountered in CRPS [13]. Although the mechanisms be-
hind the neurological manifestations of CD have not been eluci-
dated, molecular mimicry and intermolecular help have been
suggested to play a role [11]. Whereas the link of a cellular
Table 6
Odd ratios and P-values estimated for HLA-DQ alleles typed among CRPS cases with
fixed dystonia and control subjects.

% Cases % Controls OR 95% CI P Pc

DQ2 39 37 1.09 [0.78–1.53] 0.664 1.000
DQ4 5 3 1.57 [0.69–3.57] 0.331 0.940
DQ5 33 35 0.95 [0.66–1.37] 0.781 1.000
DQ6 48 50 0.92 [0.65–1.30] 0.660 1.000
DQ7 23 28 0.77 [0.52–1.13] 0.187 0.765
DQ8 31 20 1.75 [1.20–2.57] 0.005 0.037
DQ9 8 8 1.07 [0.57–2.00] 0.870 1.000

CRPS, Complex Regional Pain Syndrome; OR, Woolf–Haldane odds ratio; 95% CI, 95%
confidence interval. Pc, P values corrected for multiple testing using the method of
Edwards for 7 HLA-DQ alleles.
Bold, significant after Edwards correction.



A.M. de Rooij et al. / PAIN� 145 (2009) 82–85 85
immune response with CD is well established, this type of response
likely plays a minor role in conferring CRPS susceptibility. In fact,
further studies are needed to answer the question whether – given
the findings of HLA-DQ8 as a possible genetic factor in CD and CRPS
– both diseases, perhaps in part, share similar underlying patho-
physiological mechanisms. Notably, a role of autoantibodies has
been suggested in CRPS [2,3] and it has been reported that most
associations of a variety of diseases with autoantibodies were with
HLA class II [23].

Since the present study only included patients with CRPS-re-
lated dystonia, it is not possible to assess the contribution of the
HLA system in specific subtypes of CRPS, with, for instance, a re-
stricted inflammatory phenotype or chronic CRPS without dysto-
nia, and it is not possible to indicate if our findings relate more
to the susceptibility to respond with a perturbed inflammatory re-
sponse, susceptibility for chronification of the syndrome or suscep-
tibility to develop dystonia.

Although previous associations of the HLA locus with CRPS with
or without dystonia have been reported, we would still consider
our study hypothesis-generating, and because association studies
carry the risk of being false positive findings our findings need rep-
lication. Our results encourage future studies to evaluate the role of
HLA-B62 and HLA-DQ8 in different subtypes of CRPS.

Conflict of interest

All authors declare that they have no conflict of interest with re-
spect to the subject of this study.

We thank the generous participation of CRPS patients.

Acknowledgements

This study is part of TREND (Trauma RElated Neuronal Dysfunc-
tion), a Dutch Consortium that integrates research on epidemiol-
ogy, assessment technology, pharmacotherapeutics, biomarkers,
and genetics on Complex Regional Pain Syndrome type I. The con-
sortium aims to develop concepts on disease mechanisms that oc-
cur in response to tissue injury, its assessment and treatment.
TREND is supported by a government grant (BSIK03016).

References

[1] Birklein F, Schmelz M. Neuropeptides, neurogenic inflammation and complex
regional pain syndrome (CRPS). Neurosci Lett 2008;437:199–202.

[2] Blaes F, Schmitz K, Tschernatsch M, Kaps M, Krasenbrink I, Hempelmann G,
Bräu ME. Autoimmune etiology of complex regional pain syndrome (M.
Sudeck). Neurology 2004;63:1734–6.

[3] Blaes F, Tschernatsch M, Braeu ME, Matz O, Schmitz K, Nascimento D, Kaps M,
Birklein F. Autoimmunity in complex-regional pain syndrome. Ann NY Acad Sci
2007;1107:168–73.

[4] Caillat-Zucman S. Molecular mechanisms of HLA association with autoimmune
diseases. Tissue Antigens 2009;73:1–8.

[5] Corriveau RA, Huh GS, Shatz CJ. Regulation of class I MHC gene expression in
the developing and mature CNS by neural activity. Neuron 1998;21:505–20.

[6] de Mos M, de Bruijn AG, Huygen FJ, Dieleman JP, Stricker BH, Sturkenboom MC.
The incidence of complex regional pain syndrome: a population-based study.
Pain 2007;129:12–20.

[7] de Mos M, Huygen FJ, Dieleman JP, Koopman JS, Stricker BH, Sturkenboom MC.
Medical history and the onset of complex regional pain syndrome (CRPS). Pain
2008;139:458–66.

[8] Edwards JH. HLA and disease: detection of associations. J Immunogenet
1974;1:249–57.

[9] Ferguson AR, Crown ED, Grau JW. Nociceptive plasticity inhibits adaptive
learning in the spinal cord. Neuroscience 2006;141:421–31.
[10] Goddard CA, Butts DA, Shatz CJ. Regulation of CNS synapses by neuronal MHC
class I. Proc Natl Acad Sci USA 2007;104:6828–33.

[11] Green PH, Alaedini A, Sander HW, Brannagan 3rd TH, Latov N, Chin RL.
Mechanisms underlying celiac disease and its neurologic manifestations. Cell
Mol Life Sci 2005;62:791–9.

[12] Haldane JB. The estimation and significance of the logarithm of a ratio of
frequencies. Ann Hum Genet 1956;20:309–11.

[13] Hall DA, Parsons J, Benke T. Paroxysmal nonkinesiogenic dystonia and celiac
disease. Mov Disord 2007;22:708–10.

[14] Helmberg W, Lanzer G, Zahn R, Weinmayr B, Wagner T, Albert E. Virtual DNA
analysis – a new tool for combination and standardised evaluation of SSO, SSP
and sequencing-based typing results. Tissue Antigens 1998;51:587–92.

[15] Huygen FJ, De Bruijn AG, De Bruin MT, Groeneweg JG, Klein J, Zijlstra FJ.
Evidence for local inflammation in complex regional pain syndrome type 1.
Mediators Inflamm 2002;11:47–51.

[16] Janig W, Baron R. Complex regional pain syndrome: mystery explained?
Lancet Neurol 2003;2:687–97.

[17] Kemler MA, van de Vusse AC, van den Berg-Loonen EM, Barendse GA, van Kleef
M, Weber WE. HLA-DQ1 associated with reflex sympathetic dystrophy.
Neurology 1999;53:1350–1.

[18] Louka AS, Sollid LM. HLA in coeliac disease: unravelling the complex genetics
of a complex disorder. Tissue Antigens 2003;61:105–17.

[19] Mailis A, Wade J. Genetic considerations in CRPS. In: Harden NR, Baron R, Jänig
W, editors. Progress in pain research and management, vol. 22. Seattle: IASP
Press; 2001. p. 227–38.

[20] Mailis A, Wade J. Profile of Caucasian women with possible genetic
predisposition to reflex sympathetic dystrophy: a pilot study. Clin J Pain
1994;10:210–7.

[21] Merskey H, Bogduk N. Complex regional pain syndrome type 1. In: Merskey H,
Bogduk N, editors. Classification of chronic pain: descriptions of chronic pain
syndromes and definitions of pain terms. Seattle: IASP Press; 1994. p. 41–2.

[22] Oksenberg JR, Baranzini SE, Sawcer S, Hauser SL. The genetics of multiple
sclerosis: SNPs to pathways to pathogenesis. Nat Rev Genet 2008;9:516–26.

[23] Reveille JD. The genetic basis of autoantibody production. Autoimmun Rev
2006;5:389–98.

[24] Sawcer S. The complex genetics of multiple sclerosis: pitfalls and prospects.
Brain 2008;131:3118–31.

[25] Schipper RF, Schreuder GM, D’Amaro J, Oudshoorn M. HLA gene and haplotype
frequencies in Dutch blood donors. Tissue Antigens 1996;48:562–74.

[26] Scholz J, Woolf CJ. The neuropathic pain triad: neurons, immune cells and glia.
Nat Neurosci 2007;10:1361–8.

[27] Shiina T, Hosomichi K, Inoko H, Kulski JK. The HLA genomic loci map:
expression, interaction, diversity and disease. J Hum Genet
2009;54:15–39.

[28] van de Beek WJ, Roep BO, van der Slik AR, Giphart MJ, van Hilten BJ.
Susceptibility loci for complex regional pain syndrome. Pain 2003;103:93–7.

[29] van Hilten JJ, Blumberg H, Schwartzman RJ. Factor IV: movement disorder and
dystrophy – pathophysiology and measurement. In: Wilson PR, Stanton-hicks
M, Harden RM, editors. CRPS: current diagnosis and therapy. Seattle: IASP
Press; 2005. p. 119–37.

[30] van Hilten JJ, van de Beek WJ, Roep BO. Multifocal or generalized tonic
dystonia of complex regional pain syndrome: a distinct clinical entity
associated with HLA-DR13. Ann Neurol 2000;48:113–6.

[31] van Hilten JJ, van de Beek WJ, Vein AA, van Dijk JG, Middelkoop HA. Clinical
aspects of multifocal or generalized tonic dystonia in reflex sympathetic
dystrophy. Neurology 2001;56:1762–5.

[32] van Rijn MA, Marinus J, Putter H, van Hilten JJ. Onset and progression of
dystonia in complex regional pain syndrome. Pain 2007;130:287–93.

[33] Vaneker M, van der Laan L, Allebes WA, Gorsi RJ. Genetic factors associated
with complex regional pain syndrome 1: HLA DRB and TNF alpha promotor
gene polymorphism. Disabil Med 2002;2:69–74.

[34] Veldman PH, Reynen HM, Arntz IE, Goris RJ. Signs and symptoms of reflex
sympathetic dystrophy: prospective study of 829 patients. Lancet
1993;342:1012–6.

[35] Verduyn W, Doxiadis II, Anholts J, Drabbels JJ, Naipal A, D’Amaro J, Persijn GG,
Giphart MJ, Schreuder GM. Biotinylated DRB sequence-specific
oligonucleotides Comparison to serologic HLA-DR typing of organ donors in
eurotransplant. Hum Immunol 1993;37:59–67.

[36] Wolters VM, Wijmenga C. Genetic background of celiac disease and its clinical
implications. Am J Gastroenterol 2008;103:190–5.

[37] Woolf CJ, Mannion RJ. Neuropathic pain: aetiology, symptoms, mechanisms,
and management. Lancet 1999;353:1959–64.

[38] Woolf CJ, Salter MW. Neuronal plasticity: increasing the gain in pain. Science
2000;288:1765–9.

[39] Zhernakova A, van Diemen CC, Wijmenga C. Detecting shared pathogenesis
from the shared genetics of immune-related diseases. Nat Rev Genet
2009;10:43–55.


	HLA-B62 and HLA-DQ8 are associated with Complex Regional Pain Syndrome with fixed dystonia
	Introduction
	Methods
	Patients
	Controls
	HLA genotyping
	Statistical analysis

	Results
	HLA marker analysis

	Discussion
	Conflict of interest
	Acknowledgements
	References


