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Background 
Preiser’s1 Disease is the vascular necrosis of scaphoid bone and it 

is less common than other a vascular necrosis. Idiopathic a vascular 
necrosis of the scaphoid was first described in 1910 by Preiser.1 
Generally, these abnormalities of bone perfusion are mainly due to 
trauma, prolonged use of corticosteroids, chemotherapy, systemic 
disease, or scaphoid hypoplasia.2–4 This disease develops insidiously 
beginning with pain and sometimes swelling around the anatomical 
snuffbox, which may be associated with loss of strength and reduced 
range of motion in the wrist. This disease frequently involves 
progression to carpal collapse and osteoarthritis after fragmentation 
or pathological fracture of the scaphoid.5 

Many authors prefer to treat this disease surgically in the early 
stages to stop disease progression. Based on the many indications for 
conservative treatment, others, who hope for spontaneous recovery 
of the associated vascular anomalies, consider surgery to be too 
invasive if imaging results remain satisfactory. In later stages of the 
disease surgical treatment is a more unanimously accepted option 
because of the development of irreversible lesions. At present, there 
is no consensus on a treatment strategy.5  Also it is difficult to identify 
reliable therapeutic indications based on disease progression.6,7 
Treatment includes surgery and non surgical regimens including 
physiotherapy and kinesiotherapy, immobilization, nonsteroidal anti-
inflammatory drugs (NSAIDs) and, occasionally, steroid infiltration.8,9 
Multiple surgical approaches may be used in these cases, among 
which carpectomy of the proximal row is included10 proximal 
scaphoid excision with a silastic replacement, radial styloidectomy 
with bone debridement and implant11 total wrist arthroplasty12 large 
and semilunar bone fusion or scaphoid debridement with vascularized 
bone implant.8 Revascularization procedures are performed in those 
cases with necrosis but without degenerative changes, while more 
aggressive treatments (proximal row carpectomy of the wrist) are 
indicated in patients who already have osteoarthritic changes.7,13 In 
complex regional pain syndrome type-1, sensory changes including 

pain, allodynia, and hyperalgesia represent cardinal symptoms that 
form a considerable health burden for the patient.14 Several agents 
have been suggested to reduce the severity of these symptoms, but 
today, there is still no clear guidance about which agent should be 
prioritized to support physical rehabilitation.15,16 In clinical practice, 
the view that a patient should be treated early and aggressively in the 
hope to prevent chronic stages still prevails.17 At present, treatment 
recommendations include conventional analgesics (acetaminophen, 
NSAIDs, and opioids), anesthetics, anticonvulsants, antidepressants, 
free radical scavengers, oral muscle relaxants, corticosteroids, 
calcitonin, bisphosphonates, and calcium channel blockers.18 
Gabapentin is one of the promising agents for the treatment of 
complex regional pain type-1.19 

Case report
A 23-year-old male patient who was suffering from severe pain 

and limitation of movement on the left hand and wrist presented 
to our clinic. The patient’s complains were started 18 months ago. 
After surgical intervention for avascular necrosis 45 days ago he used 
casting for 30 days. After surgery the pain has turned out to be more 
severe and burning. On the physical examination, there was nearly 
complete limited range of motion on the entire movements of the 
left wrist, metocarpophalangeal, proximal interphalangeal, and distal 
interphalangeal joints. Furthermore, especially dorsal redness, thin, 
shiny, moist skin, increased heat and increased hair on the left hand 
was detected (Figure 1). There was patchy osteopaenia particularly in 
the peri-articular regions (Figure 2). With the diagnosis of complex 
regional pain syndrome type-1 calcium 1000 mg / day, cholecalciferol 
800 IU/day, naproxen sodium 750 mg / day and gabapentin 1800 mg / 
day was started. A rehabilitation program was started including TENS, 
contrast bath, electrical stimulation and exercise program. After 4 
weeks of treatment, the patient’s pain was completely reduced. Wrist 
and other hand joint movements were completely turned out to be 
normal (Figure 3). Written consent of the patient has been obtained.
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Abstract

Preiser’s1 Disease is the avascular necrosis of scaphoid bone and it is less common than 
other avascular necrosis. Treatment includes surgery and immobilization. Surgery and 
immobilization are risk factors for complex regional pain syndrome type 1. Here we 
presented a 23-year-old male patient who suffered from severe pain and limitation of 
wrist movement on the left hand after a surgical intervention for avascular necrosis. He 
was diagnosed as complex regional pain syndrome type-1 after surgical intervention 
for Preiser’s1 disease and early response to the treatment including gabapentin and 
rehabilitation. Adding gabapentin can shorten the time of response to the treatment 
in complex regional pain syndrome type-1. treated with medical therapy including 
calcium 1000 mg / day, cholecalciferol 800 IU / day, naproxen sodium 750 mg / day 
and gabapentin 1800 mg / day, and physical therapy including TENS, contrast bath, 
electrical stimulation and rehabilitation. 
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Figure 1 Skin changes and increased hair of the left hand.

Figure 2 Patchy osteopaenia.

Figure 3 Improved range of motion after treatment.

Conclusion
This case is worth to be presented because the Preiser’s Disease 

is a less common avascular necrosis. Also complex regional pain 
syndrome after a surgical intervention in Preiser’s disease hasn’t 
been presented before us. may occur after surgical or immobilization 
regimens. Furthermore, in our patient using gabapentin may have 
shorten the time of response to the treatment in complex regional pain 
syndrome type-1.In the treatment of complex regional pain syndrome 
type-1, the rehabilitation program combined with gabapentin offers 
early response and effective treatment opportunities.
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