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Abstract
Raynaud’s phenomenon is the triphasic phenomenon which consists of sudden paling of distal parts of the 
body with the following cyanosis and occurance of erythema in the third stage. This phenomenon is a result of 
peripheral microcirculation disorder and usually appears after exposure to cold. If the RP is a primary, idiopathic 
(not associated with other diseases) then the other name for this condition is Raynaud’s disease (80% of RP 
cases). If the RP is secondary to other medical conditions such as connective tissue disorders, arterial alterations 
etc., then Raynaud’s syndrome is diagnosed and that is why further diagnostics is required in every case of RP.
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Introduction

Raynaud’s phenomenon (RP) is a disorder of micro-
circulation where a recurrent, reversible vasospasm of 
distal small vessels is observed. This phenomenon mainly 
affects such vessels as small arteries (arterioles), precap-
illary vessels, as well as postcapillary vessels [1]. It was 
first described by Maurice Raynaud in the 19th century. 
Among his patients, the French doctor observed a distinct 
triphasic vascular reaction of distal parts of the body [2].

Clinically, two types of RP can be distinguished — 
primary RP (of a relatively benign course) and secondary 
RP, which occurs secondarily to other medical condi-
tions such as connective tissue disorders [3, 4]. Primary 
RP, if idiopathic and not associated with other diseases, 
it is referred to as Raynaud’s disease (80% of RP cases). 
If the RP is secondary to other medical conditions such 
as connective tissue disorders, arterial alterations etc., 
Raynaud’s syndrome is diagnosed [5, 6].

Risk factors

The most common risk factor that can lead to RP 
is exposure to cold or a sudden change in temperature 

(for example entering an air-conditioned room) [3]. 
Moreover, factors such as emotional stress, exposure to 
vibrations, excessive activities requiring precise move-
ments of the fingers, smoking [7], as well as therapy 
with beta-blockers may also provoke the paroxysmal 
vasospasm of small vessels [3, 8].

Raynaud’s disease — primary  
Raynaud’s phenomenon

Raynaud’s disease is a relatively rare phenomenon, 
affecting 5–10% of the population worldwide. The 
incidence may vary depending on the patient’s gen-
der (1% of men, 20% of women) or climate [3]. It is  
a vasomotor disorder of small vessels of acral parts of the 
body, where a sudden pallor is observed. This symptom  
is symmetrical, however, it may present with varying 
severity in different locations [9]. This phenomenon is 
diagnosed earlier and more frequently in young women 
(15–30 years old) especially with low blood pressure 
[4, 9] (Fig. 1). The aberration of blood flow caused by 
the sudden vasospasm of small vessels is not severe 
enough to cause necrosis or other trophic lesions due 
to limited blood supply. As Raynaud’s disease is only  
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a functional disorder, no structural changes of the vessel 
wall are present. Comparing with the secondary Ray-
naud’s syndrome, the vasospasm in Raynaud’s disease 
is relatively rare, less severe and patients usually lack 
anti-nuclear antibodies ANA (or the ANA titer may be 
very low).

Raynaud’s syndrome — the secondary 
Raynaud’s phenomenon

Secondary Raynaud’s phenomenon, in contrast to 
the primary one, is not an isolated symptom, but an 
integral part of a spectrum of different symptoms of 
chronic connective tissue diseases. Disorders, most of-
ten heralded by RP are: systemic sclerosis (SSc), mixed 
connective tissue disease (MCTD), systemic lupus 
erythematosus (SLE), dermatomyositis (DM), Sjögren 
syndrome (SS) and rheumatic arthritis [9]. 

The vasospasm of small vessels in this syndrome 
is more frequent, asymmetric, very painful and strong 
enough to cause trophic lesions in distal parts of the 
body due to the lack of sufficient oxygenation of the tis-
sues [5]. Patients very often suffer from small erosions, 
ulcers and even necrosis of the fingers in rare cases  
[3, 9, 10]. Hypoxia is also a main cause of bone resorp-
tion and autoamputation of distal phalanges in patients 
diagnosed with SSc (Fig. 2). In secondary RP, osteolytic 
changes most frequently affect the first digit of the 
hand and laboratory results show high titers of ANA 
and erythrocyte sedimentation rate. Histopathological 
examination in Raynaud’s syndrome, in contrast to 
Raynaud’s disease, shows alterations of the vessel wall. 

The first symptoms of Raynaud’s syndrome start at 
the age of 30 in young adults, in 20–30% of cases about 
20 years before any other symptoms of the underlying 
connective tissue disease, which is why further diag-
nostics of this disorder are essential for the patient [6]. 

The shorter the period between the first paroxysmal 
vasospasms in the fingers and other signs of the pri-
mary illness, the more severe this illness is. A proper, 
early evaluation and diagnosis of the underlying disease 
enables physicians to choose the right treatment. Such  
measures may limit or even delay the formation of ir-
reversible vascular lesions, which in advanced cases can 
even be the cause of critical ischemia of the phalanges [11].  
Raynaud’s phenomenon may also be diagnosed in 
thromboangitis obliterans, also known as Buerger’s dis-
ease, as well as in a wide range of vasculitis syndromes, 
where the primary process is the inflammation of the 
vessel wall (small, medium and large vessels) [12].

Pathogenesis of Raynaud’s phenomenon

Pathophysiology of the whole process is sophisticat-
ed and not well established. However, it is indubitable 
that the RP results from the imbalance of intravascular 
chemical factors (a predominance of vasoconstrictive 
factors) and anatomic issues (affecting only small ves-
sels). Decreased production of nitric oxide (NO) with 
increased levels of endothelin-1 profoundly limits the va-
sodilatation, triggering excessive vasoconstriction [13].  
Due to the elevated levels of profibrotic factors such 
as endothelin-1 and angiotensin, the innermost layer of 
the vessel walls (tunica intima) becomes thicker, which 
additionally limits vasomotor activity. It has been doc-
umented, that the frequency of sudden vasospasms is 
higher in the pre-ovulation period and during estrogen 
therapy, which proves the distinct influence of estrogens 
on the pathogenesis of this process [1, 14].

Clinical picture

Regardless of the etiology of Raynaud’s pheno
menon, the basic feature of this process is its triphasic 

Figure 2. Autoamputation of distal phalangesFigure 1. Raynaud’s phenomenon of distal phalanges
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character [4]. Paroxysmal vasospasm profoundly limits 
the tissue’s blood supply, causing sudden pallor of the 
fingers (the ischemic phase), followed by the hypoxic 
phase, where affected fingers become cyanosed, where-
as the last, third phase is based on vasodilatation and con-
secutive reperfusion [5]. Patients often complain about 
accompanying symptoms such as paresthesia, numbness, 
swelling and a tingling in the affected fingers [8, 15, 16]. 
The clinical picture of Raynaud’s phenomenon may vary 
from mild and rare paroxysmal pallor of single fingers to 
severe symptoms which strongly influence the patients’ 
quality of life [1]. Raynaud’s phenomenon most frequently 
affects fingers and toes, but it may also be observed in 
other acral parts of the body such as auricles, the nose, 
nipples or the tongue [3, 7, 17]. Classic RP vasospasm 
lasts for 20 minutes on average, but in some cases it may 
even take a few hours [4]. Further diagnostics of RP are 
advised, when it takes more than 20 minutes for the 
affected tissues to recover physiological temperature 
after exposure to cold. The gold standard for diagnostics 
is the capillaroscopy of the nail bed. 

Diagnostics — capillaroscopy

This non-invasive method uses a magnifying tech-
nique in order to evaluate the morphology of the capil-
laries of the nail bed, where the vessels are most visible 
owing to their parallel course against the skin surface. 
The video dermatoscope is the most frequently used 
device when conducting this examination.

A properly conducted video dermatoscopy requires 
the following conditions: an ambient temperature of 
20–22 degrees Celsius; adaptation time (15–20 minu
tes); psychical comfort; usage of immersion or other 
oily substance (for visual improvement) and choice of 
examination site (the nail bed of fingers II–V or III–V). 

During the examination, the following elements 
are evaluated:

—— epidermal translucency,
—— vessel morphology, quantity and composition,
—— presence of oedema or haemorrhages,
—— blood flow through vessel loops,
—— visibility of venous subpapillar plexus.

Capillaroscopy is a basic examination used to distin-
guish primary and secondary Raynaud’s phenomenon. 
The first one presents with no alterations of the vessel 
wall, in contrast to Raynaud syndrome.

Vascular structural changes are mainly observed in 
SSc (scleroderma pattern) as well as in other connective 
tissue diseases [18].

A proper capillaroscopic pattern is characterized 
by the presence of 9 to 14 regular distributed, hair pin 
shaped capillaries per 1 mm (Fig. 3). In SSc a distinct 
scleroderma pattern is described. There are three 
stages: early, active and late. The early stage is char-

acterized by a few enlarged/gigantic vessels (loops), 
haemorrhages, and regular distribution of the vessels. 

The active phase presents with enlarged/gigantic 
vessels, haemorrhage, a slight disorder in distribution and 
only a small number or lack of branched capillaries (Fig. 4).

The late phase presents an irregular enlargement of 
loops, a few or a lack of hemorrhages (Fig. 5), severe 

Figure 3. Normal capillaroscopy 

Figure 4. Irregular capillaries of the nail bed

Figure 5. Petechiae in Raynaud’s phenomenon



32

Acta Angiol, 2017, Vol. 23, No. 1

www.journals.viamedica.pl/acta_angiologica

capillary atrophy of the avascular regions and multiple 
branched capillaries (Fig. 6). Some of the mentioned 
signs are observed in other connective tissue diseases 
and then described as a scleroderma-like pattern [18]. 

A capillaroscopy is an important and reliable tool 
in the diagnostics of connective tissue disorders and 
has been involved in EULAR and ACR criteria. This 
test seems to be a very effective measure due to the 
fact that it is relatively simple, inexpensive and has 
a high diagnostic value (up to 87% of patients with 
SSc have vascular lesions in the early stage of the 
disease).

Treatment

The aim of the therapy is to take countermeas-
ures against the vasoconstriction and its effects. 
The treatment is based on non-pharmacological and 
pharmacological means. The first line of the treat-
ment is based on avoiding triggering factors such as 
exposure to cold, sudden changes of temperature, 
stress and smoking. Moreover, during the vasospasm, 
it is advised that one should place one’s hands under 
warm running water or to rub one hand against the 
other to intensify blood flow [1].

Medication is available to treat more severe forms 
of the condition, with systemic or topical therapy. The 
first group of drugs comprises calcium channel blockers 
such as nifedipine or diltiazem, which are highly effec-
tive in severe cases of RP. Concomitant therapy with  
a calcium channel blocker and a selective beta blocker 
has very promising results compared to monothera-
py with a calcium channel blocker (p < 0.001) [19].  
Phosphodiesterase 5 selective inhibitors such as silde-
nafil, tadalafil, vardenafil are also widely used for vaso-
motor disorders due to their vasodilative effects [20].  
Selective serotonin re-uptake inhibitors have also 

been shown to have a positive influence on Raynaud’s 
phenomenon, however, these drugs are not frequently 
prescribed [20]. 

Synthetic prostacyclin analogs administered intrave-
nously (eg. alprostadil, iloprost) are further useful phar-
macological agents. These prostacyclin analogs have  
a strong vasodilative effect, which considerably improves 
the clinical condition, especially among patients with 
ulcers and erosions. Bosentan, which is the endothelin 
receptor antagonist (ET1-R) has also been proven to 
prevent the formation of new ulcers. The effectiveness 
of certain endothelin receptor antagonists (ET1-R) is 
now being evaluated (ambrisentan) [19]. Vasodilatative 
drugs such as angiotensin-converting-enzyme inhibitors 
(captopril, enalapril), moxisylyte, buflomedil, beraprost 
and dazoxiben did not demonstrate any positive ther-
apeutical effects on this condition [20]. 

Among the topical drugs, nitroglycerine is the most 
effective and most widely used, due to its positive 
impact on the severity of vasospasms, as well as their 
frequency. However, the use of nitroglycerine is limited 
due to adverse effects such as headaches, nausea, hy-
potension and vertigo. New trials are being conducted 
on a new generation of nitroglycerine derivatives, 
which do not have side effects. Surgical treatment or 
injections of botulinum toxin, resulting in a reduction 
of sympathetic nervous system function, are rarely 
performed nowadays.

References
1.	 Prete M, Fatone MC, Favoino E, et al. Raynaud’s phenomenon: 

from molecular pathogenesis to therapy. Autoimmun Rev. 2014; 
13(6): 655–667, doi: 10.1016/j.autrev.2013.12.001, indexed in 
Pubmed: 24418302.

2.	 Garner R, Kumari R, Lanyon P, et al. Prevalence, risk factors 
and associations of primary Raynaud’s phenomenon: systematic 
review and meta-analysis of observational studies. BMJ Open. 

Figure 6. Late phase of Raynaud’s phenomenon 

A B

http://dx.doi.org/10.1016/j.autrev.2013.12.001
https://www.ncbi.nlm.nih.gov/pubmed/24418302


33www.journals.viamedica.pl/acta_angiologica

Irena Walecka et al., Raynaud’s phenomenon — the clinical picture, treatment and diagnostics

2015; 5(3): e006389, doi:  10.1136/bmjopen-2014-006389, 
indexed in Pubmed: 25776043.

3.	 Maverakis E, Patel F, Kronenberg DG, et al. International 
consensus criteria for the diagnosis of Raynaud’s phenomenon. 
J Autoimmun. 2014; 48-49: 60–65, doi:  10.1016/j.
jaut.2014.01.020, indexed in Pubmed: 24491823.

4.	 Shah J, Billington AR, Elston JB, et al. Raynaud’s Phenomenon. 
Eplasty. 2013; 13: ic58, indexed in Pubmed: 24106567.

5.	 Ciecierski M, Migdalski M, Jawień A. Choroba i zespół Raynauda. 
Przew Lek. 2000; 6: 64–66.

6.	 Hansen-Dispenza H, Narayanan A, Lisse JR, Oberto-
Medina M. Raynaud phenomenon. 2011. Available at:.  http://
emedicinemedscape.com/article/331197-overview# a0199 
(Accessed on July 1, 2013).

7.	 Heimovski FE, Simioni JA, Skare TL. Systemic lupus 
erythematosus and Raynaud’s phenomenon. An Bras Dermatol. 
2015; 90(6): 837–840, doi: 10.1590/abd1806-4841.20153881, 
indexed in Pubmed: 26734864.

8.	 Block JA, Sequeira W. Raynaud’s phenomenon. Lancet. 2001; 
357(9273): 2042–2048, doi: 10.1016/S0140-6736(00)05118-7, 
indexed in Pubmed: 11438158.

9.	 Overbury R, Murtaugh MA, Fischer A, et al. Primary care 
assessment of capillaroscopy abnormalities in patients with 
Raynaud’s phenomenon. Clin Rheumatol. 2015; 34(12): 
2135–2140, doi:  10.1007/s10067-015-3062-3, indexed in 
Pubmed: 26400642.

10.	 Amanzi L, Braschi F, Fiori G, et al. Digital ulcers in scleroderma: 
staging, characteristics and sub-setting through observation 
of 1614 digital lesions. Rheumatology (Oxford). 2010; 49(7): 
1374–1382, doi:  10.1093/rheumatology/keq097, indexed in 
Pubmed: 20400463.

11.	 Stevens W, Nikpour M, Byron J, et al. Frequency, clinical 
characteristics and risk factors for digital ulcers in systemic 
sclerosis. Int Med J. 2011; 41(Suppl 1): 13.

12.	 Lim MJ, Kwon SR, Kim SGu, et al. A case of MCTD overlapped 
by Takayasu’s arteritis, presenting Raynaud’s phenomenon as 
the initial manifestation of both diseases. Rheumatol Int. 2009; 

29(6): 685–688, doi:  10.1007/s00296-008-0717-2, indexed in 
Pubmed: 18850101.

13.	 Kim YH, Ng SW, Seo HS, et al. Classification of Raynaud’s disease 
based on angiographic features. J Plast Reconstr Aesthet Surg. 
2011; 64(11): 1503–1511, doi:  10.1016/j.bjps.2011.05.017, 
indexed in Pubmed: 21704575.

14.	 Nussinovitch U, Shoenfeld Y. The role of gender and organ 
specific autoimmunity. Autoimmun Rev. 2012; 11(6-7): 
A377–A385, doi:  10.1016/j.autrev.2011.11.001, indexed in 
Pubmed: 22100310.

15.	 Olsen N. Diagnostic tests in Raynaud’s phenomena in workers 
exposed to vibration: a comparative study. Br J Ind Med. 1988; 
45(6): 426–430, indexed in Pubmed: 3395577.

16.	 Khanna PP, Maranian P, Gregory J, et al. The minimally 
important difference and patient acceptable symptom state 
for the Raynaud’s condition score in patients with Raynaud’s 
phenomenon in a large randomised controlled clinical 
trial. Ann Rheum Dis. 2010; 69(3): 588–591, doi:  10.1136/
ard.2009.107706, indexed in Pubmed: 19364728.

17.	 Heidrich H. Functional vascular diseases: Raynaud’s 
syndrome, acrocyanosis and erythromelalgia. Vasa. 2010; 
39(1): 33–41, doi:  10.1024/0301-1526/a000003, indexed in 
Pubmed: 20186674.

18.	 Cutolo M, Sulli A, Secchi ME, et al. Nailfold capillaroscopy is 
useful for the diagnosis and follow-up of autoimmune rheumatic 
diseases. A future tool for the analysis of microvascular heart 
involvement? Rheumatology (Oxford). 2006; 45 Suppl 4: 
iv43–iv46, doi:  10.1093/rheumatology/kel310, indexed in 
Pubmed: 16980724.

19.	 Goundry B, Bell L, Langtree M, et al. Diagnosis and management 
of Raynaud’s phenomenon. BMJ. 2012; 344: e289, indexed in 
Pubmed: 22315243.

20.	 Parisi S, Peroni CL, Laganà A, et al. Efficacy of ambrisentan 
in the treatment of digital ulcers in patients with systemic 
sclerosis: a preliminary study. Rheumatology (Oxford). 2013; 
52(6): 1142–1144, doi: 10.1093/rheumatology/ket019, indexed 
in Pubmed: 23463806.

http://dx.doi.org/10.1136/bmjopen-2014-006389
https://www.ncbi.nlm.nih.gov/pubmed/25776043
http://dx.doi.org/10.1016/j.jaut.2014.01.020
http://dx.doi.org/10.1016/j.jaut.2014.01.020
https://www.ncbi.nlm.nih.gov/pubmed/24491823
https://www.ncbi.nlm.nih.gov/pubmed/24106567
http://dx.doi.org/10.1590/abd1806-4841.20153881
https://www.ncbi.nlm.nih.gov/pubmed/26734864
http://dx.doi.org/10.1016/S0140-6736(00)05118-7
https://www.ncbi.nlm.nih.gov/pubmed/11438158
http://dx.doi.org/10.1007/s10067-015-3062-3
https://www.ncbi.nlm.nih.gov/pubmed/26400642
http://dx.doi.org/10.1093/rheumatology/keq097
https://www.ncbi.nlm.nih.gov/pubmed/20400463
http://dx.doi.org/10.1007/s00296-008-0717-2
https://www.ncbi.nlm.nih.gov/pubmed/18850101
http://dx.doi.org/10.1016/j.bjps.2011.05.017
https://www.ncbi.nlm.nih.gov/pubmed/21704575
http://dx.doi.org/10.1016/j.autrev.2011.11.001
https://www.ncbi.nlm.nih.gov/pubmed/22100310
https://www.ncbi.nlm.nih.gov/pubmed/3395577
http://dx.doi.org/10.1136/ard.2009.107706
http://dx.doi.org/10.1136/ard.2009.107706
https://www.ncbi.nlm.nih.gov/pubmed/19364728
http://dx.doi.org/10.1024/0301-1526/a000003
https://www.ncbi.nlm.nih.gov/pubmed/20186674
http://dx.doi.org/10.1093/rheumatology/kel310
https://www.ncbi.nlm.nih.gov/pubmed/16980724
https://www.ncbi.nlm.nih.gov/pubmed/22315243
http://dx.doi.org/10.1093/rheumatology/ket019
https://www.ncbi.nlm.nih.gov/pubmed/23463806

