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These CREST guidelines have been produced by a sub-group of health care
professionals chaired by Dr Pamela Bell.

The Clinical Resource Efficiency Support Team (CREST) is a small team of
health care professionals established under the auspices of the Central
Medical Advisory Committee in 1988. The aims of CREST are to promote
clinical efficiency in the Health Service in Northern Ireland, while ensuring the
highest possible standard of clinical practice is maintained.

CREST is currently amalgating with the Regional Multi-professional Audit
Group (RMAG) and the Northern Ireland Regional Audit Advisory Committee
(NIRACC) to become GAIN (Guidelines and Audit Implementation Network).
The work in promoting clinical excellence will continue through this new
process.

CREST wishes to thank the members of the sub group and all who have
contributed in any way to the development of these guidelines.

Further copies of this booklet may be obtained from:

Joseph Feeney
CREST Secretariat

Room D1
Castle Buildings

Stormont
BELFAST BT4 3SQ

Telephone 028 9052 2351
Alternatively you may visit the CREST website at www.crestni.org.uk or the

Guidelines and Audit Implementation Network (GAIN) website at:
http://www.dhsspsni.gov.uk/index/hss/gain.htm
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FOREWORD

Neuropathic pain arising as a result of a lesion or disease of the somatosensory
system affects 1.5% of the population and remains difficult to diagnose and treat.
These guidelines are produced to assist those who see sufferers infrequently and
who wish to initiate therapy or refer on appropriately.

A multiprofessional group all of whom work in the field of pain management has
produced this guidance, with the help of a patient representative. I wish to
acknowledge their enthusiasm and professionalism in developing these
guidelines. Their names are listed in section 8. I would also like to thank the
much wider group of health care professionals who attended the initial
workshop, advised on early drafts, checked references or otherwise assisted the
main group in its deliberations.

Pamela F Bell
Chair CREST Sub-group Neuropathic Pain
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1. What is neuropathic pain?

Neuropathic pain is a very common problem in many neurological diseases and is
estimated to affect up to 1.5% of the population. The International Association for the
Study of Pain (IASP) 1994 definition of neuropathic pain has been updated by the
Neuropathic Pain Working Group 2006 as ‘Pain arising as a direct consequence of a
lesion or disease affecting the somatosensory system’.

Neuropathic pain may be classified by:

• underlying disease (e.g. diabetic neuropathy, multiple sclerosis)

• site of lesion (e.g. peripheral nerve lesion, spinal cord)

• underlying mechanism

Common conditions associated with neuropathic pain:

Diabetic neuropathy Post incision chronic pain
Central post stroke pain Brachial plexus avulsion
Spinal cord injury pain Trigeminal neuralgia
Multiple sclerosis HIV associated neuropathy
Polyneuropathy Neuropathy secondary to vascular
Complex regional pain syndrome insufficiency
Phantom limb pain Spinal surgery
Alcoholism Amputation
Post-herpetic neuralgia Cancer chemotherapy
Back, leg and hip problems
(sciatica or nerve root pain)

Significant and persistent chronic pain is a common reason for primary care
consultations. Physical, social and psychological factors should be assessed from an
early stage and management strategies should be offered where appropriate.
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2.0 How do I diagnose neuropathic pain?

22..11 DDiiaaggnnoossttiicc   CCrriitteerriiaa

The diagnosis of neuropathic pain relies on accurate history and examination.
Diagnostic tools such as the DN4 or LANSS scoring tools may be useful. 
The S-LANSS is designed for self-completion by patients.
All of these tools reliably predict the presence of neuropathic pain
(Appendix 1 refers).

CChhaarraacctteerriissttiiccss  oo ff  nneeuurrooppaatthhiicc   ppaaiinn  ccaann  bbee  ddeeffiinneedd  wwiitthhiinn  tthhee  ffoo lllloowwiinngg
ccrriitteerriiaa::

Spontaneous (Stimulus independent):

• Constant burning sensation

• Intermittent shooting

• Lancinating sensations

• Electric shock-like pain

• Dysaesthesias (abnormal and unpleasant sensations)

• Paraesthesias (abnormal, but not unpleasant sensations)

Stimulus evoked pains (Elicited by mechanical, thermal or chemical stimulus):

• Hyperalgesia (increased response to normally painful stimulus)

• Mechanical allodynia (pain from non-painful stimuli)

• Dynamic - brush evoked

• Static - pressure evoked

• Cold allodynia (pain evoked by cold stimulus)

22..22 CClliinniiccaall  EEvvaalluuaattiioonn

An assessment of chronic pain should be multidimensional as patients with chronic
pain often present with complex problems that require multidisciplinary management.
To differentiate between nociceptive, neuropathic, psychogenic and mixed pain it is
necessary to consider the following factors:-

• Use of diagnostic tools to differentiate pain (Appendix 1)

5

CLINICAL RESOURCE EFFICIENCY SUPPORT TEAM

DHS67295 TEXT: TIA Pages  31/1/08  14:54  Page 5



6

CLINICAL RESOURCE EFFICIENCY SUPPORT TEAM

• Causes of neuropathic pain (see common conditions associated with neuropathic
pain listed previously)

• History and onset of symptoms

• Location, quality, intensity and duration of pain

• Functional impact including daily activities and sleep pattern

• Psychological factors including effect on mood

• Response to previous treatments
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33..00 WWhhaatt  aarree  tthhee  iinniittiiaall  ttrreeaattmmeenntt  ooppttiioonnss  ffoorr  nneeuurrooppaatthhiicc   ppaaiinn??

Treatments should include both non-pharmacological and pharmacological
interventions. Education on the nature of the condition and realistic expectations
regarding treatment options must be given at an early stage, for example clients may
be advised that current treatment may not be curative but self-management may be an
achievable and worthwhile goal.

33..11 NNoonn--pphhaarrmmaaccoollooggiiccaall  iinntteerrvveennttiioonnss

Non-pharmacological treatments have the lowest risks of adverse side effects and must
be offered early.

For clients with minimal psychosocial difficulties advice should be offered on:

• Maintaining activity levels

• Remaining at work

• Avoiding bed rest  

TThhiiss  mmaayy  iinncc lluuddee  rreeffeerrrraall  ttoo::

• PPhhyyssiiootthheerraappyy:: mobilisation, exercise, TENS and Acupuncture
Evidence supporting the use of TENS and Acupuncture is limited, however given
their presumed safety these treatments should be offered whenever appropriate

• OOccccuuppaattiioonnaall  TThheerraappyy: management of physical, social and psychological
functional difficulties in areas of personal care, work and leisure

• CClliieennttss  wwiitthh  pprreeddoommiinnaannttllyy  ppssyycchhoollooggiiccaall  ddiiffffiiccuullttiieess: referral onward to
Psychology may be required

• CClliieennttss  wwiitthh  ssiiggnniiffiiccaanntt  pphhyyssiiccaall,,  ssoocc iiaall  aanndd  ppssyycchhoollooggiiccaall  ffuunnccttiioonnaall
ddiiffffiiccuullttiieess: referral onward to pain management programme may be
appropriate for individual or group support in helping to develop a range of
coping strategies

33..22  PPhhaarrmmaaccoollooggiiccaall  IInntteerrvveennttiioonnss

• Neuropathic pain can be treated by unconventional analgesics e.g.
antidepressants, anticonvulsants as well as conventional medications e.g. opioids
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• Some unconventional analgesics e.g. tricyclic antidepressants, are used outside
their normal licensed indications at doses which may be lower than those for
their primary indication

• The starting dose and any titration of each pharmacological intervention should
be planned, taking into consideration the potential side-effects and interactions
with other medication that the patient may be taking

• For full prescribing information of pharmacological agents, see the most recent
copy of the British National Formulary (BNF) or consult the Summary of Product
specification (SPC)

SSeeee  TTaabbllee  11  ffoorr  11sstt lliinnee  aaggeennttss  rreeccoommmmeennddeedd  ffoorr  nneeuurrooppaatthhiicc   ppaaiinn..
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DDuurraattiioonn  ooff  ttrriiaall::

If partial response occurs to 1st line drug, consider adding in another 1st line drug from
the other class and consider topical agent.

AAddddiittiioonnaall  TThheerraappiieess::

TTooppiiccaall  aaggeennttss::

Lidocaine 5% medicated plaster for topical application to the affected area is licensed
for the treatment of pain caused by post-herpetic neuralgia. Some pain relief may occur
on the 1st day of using the plaster. It may take up to 2-4 weeks until the full pain-relief
effect is evident. Consult product literature for full prescribing information.

SSttrroonngg  ooppiioo iiddss::  

Strong opioids may be an effective agent when other therapies fail. The dose should be
titrated and response to the drug regularly reviewed.

SSiimmppllee  aannaallggeessiiccss::

Paracetamol, weak opioids (tramadol, codeine) and Non-Steroidal Anti-Inflammatory
Drugs (NSAIDs/Cox II inhibitors) may be useful adjuvant therapies.

SSeeee  aallssoo  sseeccttiioonn  55  ffoorr  ssppeecc iiaalliisstt  pphhaarrmmaaccoollooggiiccaall  iinntteerrvveennttiioonnss
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33..33.. RReevviieeww  AAppppooiinnttmmeenntt

Ongoing follow up will allow the healthcare team to assess any improvements and will
inform decisions to change or continue with current treatments.  Quality of life
improvement and functional mood and sleep assessments are important factors to
consider alongside an objective pain assessment.

Decisions should be made to adjust therapy if needed.  The patient should be engaged
in this process with ongoing education and advice provided.  Patients who are failing to
respond to therapy will need referral onwards for further specialist management of
their physical, social and psychological functional difficulties.

44.. UUrrggeenntt  rreeffeerrrraall  ttoo  tthhee  ssppeecciiaalliisstt  ppaaiinn  cclliinniicc

• Complex Regional Pain Syndrome (CRPS) warrants an urgent referral as early
interventions can prevent long-term disability

• There are two types of CRPS – type 1 and type 2:

CCRRPPSS  TTyyppee  11  (Previously known as reflex sympathetic dystrophy (RSD))

CClliinniiccaall  ffeeaattuurreess::

• Presence of an initiating noxious event or a cause of immobilisation

• Continuing pain with neuropathic features (e.g. allodynia or hyperalgesia)

• Evidence of oedema from time to time, change in skin blood flow, abnormal
sudomotor activity in the region of pain

• Exclusion of other medical conditions that would otherwise account for the degree
of pain and dysfunction

CCRRPPSS  TTyyppee  22 (Previously known as causalgia)

CClliinniiccaall  ffeeaattuurreess::

• All the above features along with the clinical signs and history consistent with a
nerve injury

This is a group of patients who need a prompt diagnosis and an urgent referral to
improve their long-term morbidity. It has been shown that early initiation of
appropriate treatment can reverse the signs and symptoms.
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55..00 WWhhaatt  ttrreeaattmmeenntt  ooppttiioonnss  aarree  aavvaaiillaabbllee  iinn  ssppeecciiaalliisstt  ppaaiinn  cclliinniiccss??

55..11 SSppeecciiaalliisstt  PPhhaarrmmaaccoollooggiiccaall  IInntteerrvveennttiioonnss

• CCaappssaaiicc iinn:: licensed for neuropathic pain but the intense burning
sensation during initial treatment may limit use. Capsaicin applied
topically may improve symptoms of post-herpetic neuralgia, nerve injury
and mixed neuropathic pain conditions

• SSeeccoonndd--lliinnee  aannttiiccoonnvvuullssaanntt  ddrruuggss (unlicensed for neuropathic pain)
e.g. lamotrigine, sodium valproate, clonazepam are efficacious but have
significant side effects. If used in combination, specialist supervision is
advised

• KKeettaammiinnee:: unlicensed for neuropathic pain. It may be administered orally
or by intravenous infusion. Side effects, including psychomimetic effects,
limit its usefulness

• CCaannaabbiinnooiiddss: Nabilone (unlicensed) and Sativex (licensed in Canada) act
on central and peripheral canabinoid receptors

• SSttrroonngg  ooppiioo iiddss:: Morphine, oxycodone and transdermal fentanyl and
buprenorphine all exhibit efficacy in neuropathic pain. There is no robust
evidence that one is more effective than the others

• LLiiddooccaaiinnee by intravenous infusion may be effective. Patients who respond
may derive benefit form oral mexiletine

• SSeelleeccttiivvee  sseerroottoonniinn  rree--uuppttaakkee  iinnhhiibbiittoorrss  aanndd  dduullooxxeettiinnee (licensed for
painful diabetic neuropathy) which inhibit both the re-uptake of serotonin
and noradrenaline, are effective

Most of these agents have significant side-effects which may limit their use.

12

CLINICAL RESOURCE EFFICIENCY SUPPORT TEAM

DHS67295 TEXT: TIA Pages  31/1/08  14:54  Page 12



55..22 IInntteerrvveennttiioonnaall  TThheerraappiieess

• Interventional treatments for the management of neuropathic pain are well
described and available at Pain Clinics throughout Northern Ireland

• Interventional treatments for neuropathic pain should be offered to any patient
whose pain is not adequately treated with first and second line drugs or for
patients with side-effects from medication

• Invasive treatments should usually be carried out as part of a multidisciplinary
treatment plan

• Patients for spinal cord stimulation or implantable devices may benefit from pre-
treatment psychological evaluation

• As with medication, success from interventional therapies may be diminished by
concordant psychosocial issues especially depression and anxiety

55..22 ((ii)) SStteerrooiidd  iinnjjeeccttiioonn::
Injection of steroid can be targeted at a peripheral site:

• A common procedure is to inject steroid onto the suspected site of
nerve injury, (scar neuroma or peripheral nerve injury) following
trauma or surgery. The steroid is commonly mixed with local
anaesthetic. Benefits are generally for several months before repeat
procedure or alternative therapy is needed. Steroid side-effects are
minimised by limiting the dose (typically 20-40mg
methylprednisolone or equivalent) and number of injections each
year (typically 2-4)

• Steroids may also be injected more centrally onto the dorsal root
ganglion or into the epidural space:

∗ DDoorrssaall  rroooott  ggaanngglliioonn  iinnjjeeccttiioonn is indicated for nerve root
pain, most commonly associated with a lumber intervertebral
disc prolapse or failed back surgery syndrome. The injection is
completed under x-ray control. Evidence to support this
treatment is mixed and response to injection is unpredictable

* IInnjjeeccttiioonn  ooff  sstteerrooiiddss  iinnttoo   tthhee  eeppiidduurraall  ssppaaccee
The injection is technically straightforward in most patients
and relatively safe. Patients must discontinue anticoagulants
beforehand as bleeding into the epidural space can result in
spinal cord injury. Complete pain relief following epidural is
unlikely and results are unpredictable. The duration of any
benefit is usually limited to a number of months

13
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55..22 ((iiii)) NNeeuurroommoodduullaattiioonn::

A range of therapies which aim to alter the perception of pain by
stimulation or inhibition of neural pathways:

SSppiinnaall  ccoorrdd  ssttiimmuullaattiioonn  ((SSCCSS))::

A recognised treatment for the management of resistant neuropathic pain.
Treatment involves inserting one or two epidural electrodes which are then
connected to a power source similar to a pacemaker power source. There
are a number of neuropathic pains which can be considered for such
treatment, including:

• Complex Regional Pain Syndrome (CRPS), type 1 (previously known
as Reflex Sympathetic Dystrophy) 

• Resistant radicular pain

• Failed Back Surgery Syndrome: Persistent leg or back pain
following back surgery

• Peripheral nerve injury e.g. following amputation or limb injury

• Other neuropathic pains generally do not respond as well, although
a trial of SCS may be considered if all other treatments fail

PPuullsseedd  rraaddiiooffrreeqquueennccyy:

An insulated needle is introduced to the site of nerve injury or the dorsal
root ganglion. The heat generated creates a temporary lesion of the nerve
tissue. Duration of benefit is often several months. Indications include
peripheral nerve injury and radicular pain.

55..22 ((iiiiii)) BBlloocckkaaddee  oo ff  tthhee  ssyymmppaatthheettiicc  nneerrvvoouuss  ssyysstteemm::

This may provide relief in patients whose neuropathic pain is maintained
via this system (Sympathetic-maintained pain). The sympathetic chain can
be treated in the cervical, thoracic and lumbar regions with local
anaesthetic, thermal radiofrequency or nerve destruction using chemical
destruction. Duration of effect depends on method of treatment.

14
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55..33 PPaaiinn  MMaannaaggeemmeenntt  PPrrooggrraammmmeess

Although most people attending pain management programmes have musculoskeletal
pain, the methods are applicable in the management of neuropathic pain.

The Pain Management Programme aims to improve the physical, psychological and social
dimensions of quality of life for people with persistent pain, using a multidisciplinary
team, working according to behavioural and cognitive principles.  Pain relief is not a
primary goal although improvements in pain have been reported. Return to work or
improved function at work is an important goal for many, but not for all.  

The programme is usually delivered in a group format to normalise pain experience,
maximise possibilities of learning from other group members and for economy and
consists of education and guided practice in the following areas:-

• anatomy, physiology and psychology of pain

• physical reconditioning

• gradual restoration of function in purposeful activity including self-care, work
and leisure

• relaxation/stress management

• self management of flare-ups and set-backs

• use of cognitive strategies to deal with the psychological effects of persistent pain
and stress

• use of medication

Exclusion criteria for these programmes commonly include; limited life expectancy or
rapidly progressing disease, pyschosis and severe cognitive impairment.

Pain management programmes significantly reduce distress and disability, significantly
enhance coping and improve various measures of physical performance. Where
vocational training has been included in the package, return to work is also
significantly enhanced.

There is also evidence for decreased use of healthcare resources in terms of numbers of
consultations and reduction of medication.
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66.. WWhheerree  ccaann  II  ggeett  mmoorree  iinnffoorrmmaattiioonn  oonn  rreessoouurrcceess??

UUsseeffuull  wweebbssiitteess::

The British Pain Society www.britishpainsociety.org
International Association for Study of Pain www.iasp-pain.org
Pain Talk www.pain-talk.co.uk
Pain Web www.thepainweb.com
CREST NI www.crestni.org.uk/guidelines
Neuropathy Trust www.neurocentre.com
Guidelines and Audit Implementation Network (GAIN)
http://www.dhsspsni.gov.uk/index/hss/gain.htm

SSppeecciiaalliisstt  PPaaiinn  CClliinniiccss  iinn  NNoorrtthheerrnn  IIrreellaanndd::

• Altnagelvin Area Hospital

• Antrim Area Hospital

• Belfast City Hospital

• Causeway Hospital, Coleraine 

• Craigavon Area Hospital

• Daisy Hill Hospital, Newry

• Erne Hospital, Enniskillen

• Mater Hospital, Belfast

• Musgrave Park Hospital, Belfast

• Tyrone County Hospital, Omagh

• Ulster Hospital, Dundonald
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77.. RReeffeerreenncceess::

Arthritis Research Campaign (2002) Arthritis: The Big Picture. Chesterfield: Arthritis
Research Campaign (ARC) p. 6–8.
Available from URL http://www.arc.org.uk/arthinfo/bigpic.asp

Attal N, Cruccu G, Haanpaa M, Hansson P, Jensen TS, Nurimikko T, Sampaio C,
Sindrup S, Wiffen P; EFNS Task Force (2006) EFNS Guidelines on pharmacological
treatment of neuropathic pain. European Journal of  Neurology 13(11): 1153-69

Bennett M. (2001) The LANSS Pain Scale: the Leeds Assessment of Neuropathic
Symptoms and Signs. Pain 92(1-2): 147-157

Bennett M, Simpson K, Knaggs R, Lloyd S, Poole H, Taylor A, Kocan M, Johnson M,
Archard G, Baranidharan G; Neuropathic Pain Advisory Group (2006) Neuropathic
Pain Integrated Care Pathway Evidence Base. Prepared in association with and
supported by NAPP Pharmaceuticals Limited

Bennett MI, Smith BH, Torrance N, Lee AJ (2006) Can pain be more or less
neuropathic? Comparison of symptom assessment tools with ratings of certainty by
clinicians. Pain 123(3): 289-94

Bennett MI, Smith BH, Torrance N, Potter J (2005) The S-LANSS score for identifying
pain of predominately neuropathic origin: validation for use in clinical and postal
research. Journal of Pain 6(3): 149-58

Benzon HT (1986) Epidural steroid injections for low back pain and lumbosacral
radiculopathy. Pain 24(3): 277-95

Bouhassira D, Attal N, Alchaar H, Boureau F, Brochet B, Bruxelle J, Cunin G,
Fermanian J, Ginies P, Grun- Overkyking A, Jafari-Schluep H, Lanteri-Minet M,
Laurent B, Mick G, Serrie A, Valade D, Vicaut E (2005) Comparison of pain syndromes
associated with nervous or somatic lesions and development of a new neuropathic pain
diagnostic questionnaire (DN4). Pain 114(1-2): 29-36

British Pain Society (2005) Recommendations for the appropriate use of opioids in
persistent non-cancer pain. Available from URL:
http://www.britishpainsociety.org/pdf/opioids_doc_2004.pdf

British Pain Society, The Royal College of General Practitioners (2004)
A practical guide to the provision of Chronic Pain Services for adults in primary care.
Available from URL: http://www.britishpainsociety.org/pdf/NAPP_RESOURCEPACK.pdf
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Cook RJ, Sackett DL (1995) The number needed to treat: a clinically useful measure of
treatment effect. BMJ 310: 452-4.

Cruccu G, Anand P, Attal N, Garcia-Larrea L, Haanpaa M, Jorum E, Serra J, Jensen
TS (2004) EFNS guidelines on neuropathic pain assessment. European Journal
Neurology 11(3): 153-62 

Dworkin RH, Backonja M, Rowbotham MC, Allen RR, Argoff CR, Bennett GJ, Bushnell
MC, Farrar JT, Galer BS, Haythornthwaite JA, Hewitt DJ, Loeser JD, Max MB,
Saltarelli M, Schmader KE, Stein C, Thompson D, Turk DC, Wallace MS, Watkins LR,
Weinstein SM. (2003) Advances in Neuropathic Pain, Diagnosis, Mechanisms, and
Treatment Recommendations. Arch Neurol 60(11): 1524-1534

Elliott AM, Smith BH, Penny KI, Smith WC, Chambers WA (1999) The epidemiology of
chronic pain in the community.  Lancet 354:1248-1252

Finnerup NB, Otto M, McQuay HJ, Jensen TS, Sindrup SH (2005) Algorithm for
Neuropathic Pain treatment: An evidence based proposal. Pain 118: 289-305

Galer BS, Jensen  MP, Ma T, Davies PS, Rowbotham MC (2002) The lidocaine patch
5% effectively treats all neuropathic pain qualities: results of a randomized, double-
blind, vehicle-controlled, 3-week efficacy study with use of the neuropathic pain scale.
Clinical Journal of Pain 18: 297-301

Gilron I, Watson CPN, Cahill CM, Moulin DE (2006) Neuropathic Pain: A practical
guide for the clinician. CMAJ 175(3): 265-275

Grayson CE (2004) Pain management: Neuropathic Pain. MedicineNet.com.
Available from URL: http://www.medicinenet.com/neuropathic_pain/article.htm

Haythornthwaite JA, Clark MR, Pappagallo M, Raja SN (2003) Pain coping strategies
play a role in the persistence of pain in post-herpetic neuralgia. Pain 106(6): 453-460

Hession WG, Stanczak JD, Davis KW, Choi TT (2004) Epidural steroid injections.
Seminars in Roentgenology 39(1): 7-23

Jensen MP, Ehde DM, Hoffman AJ, Patterson DR, Czerniecki JM, Robinson LR. (2002)
Cognitions, coping and social environment predict adjustment to phantom limb pain.
Pain 95(1-2) : 133-142

Lin EL, Lieu V, Halevi L, Shamie AN, Wang JC (2006) Cervical epidural steroid
injections for symptomatic disc herniation. Journal of Spinal Disorders and Techniques
19(3): 183-6
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Linton SJ (2000) A review of psychological risk factors in back and neck pain. Spine
25(9): 1148-1156

Linton SJ (2005) Do psychological factors increase the risk for back pain in the general
population in both a cross-sectional and prospective analysis? European Journal of Pain
9(4): 355-361 

Management of chronic pain in adults, Best Practice Statement (2006) NHS Quality
Improvement Scotland. Available from URL: http://www.nhshealthquality.org

Marcus DA (2003) Tips for managing chronic pain. Postgraduate  Medicine: 113(4):49-66
and 98

Merskey H, Bogduk N (eds). (1994) Taskforce on taxonomy of the International
Association for the Study of Pain (IASP): classification of chronic pain. Description of
pain syndromes and definitions of pain terms. 2nd ed. Seattle: IASP Press; p. 209-14
Available from URL:
http://www.iasp-pain.org/AM/Template.cfm?Section=Home&template=/CM/HTML
Display.cfm&ContentID= 3088#Neuropathic%20Pain

Miaskowski CA, Payne R, Jones WK, Argoff CE, Caudill-Slesberg MA, Freeman R,
Haythornwaite J, Herr KA, Lay C, Lowinson JH, McCarberg BH, Nicolson BD, Reisner
LA, Reyes-Gibby CC (2005) Breakthroughs and challenges in the management of common
chronic pain conditions: a focus on neuropathic pain. Clinical Courier: 23(23): 1-12
Available from URL: 
http://www.womenshealth.gov/healthpro/edu/cc.vol.23.no.23.pdf

Morley S, Eccleston C, Williams A (1999) Systematic review and meta-analysis of
randomised controlled trials of cognitive behaviour therapy and behaviour therapy for
chronic pain in adults, excluding headache. Pain 80 (1-2): 1-13

McQuay HJ, Carroll D, Jadad AR, Wiffen P, Moore A (1995) Anticonvulsant drugs for
management of pain: a systematic review. BMJ 311 : 1047–52

McQuay HJ, Tramer M, Nye BA, Carroll D, Wiffen PJ, Moore RA (1996) A systematic
review of antidepressants in neuropathic pain. Pain 68 (2-3): 217–27

Nelson DV, Stacey  B (2006) Interventional therapies in the management of complex
regional pain syndrome. Clinical Journal of Pain 22 (5):438-42

Pincus T, Burton AK, Vogel S, Field, AP (2001) A systematic review of psychological
factors as predictors of disability in prospective cohorts of low back pain. Spine
27(5):109-120
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Raja SN, Grabow TS (2002) Complex Regional Pain Syndrome I (Regional Sympathetic
Dystrophy) Anesthesiology 96 (5):1254-60

Sindrup SH, Jensen TS (1999) Efficacy of pharmacological treatments of neuropathic
pain: an update and effect related to mechanism of drug action. 
Pain 83 (3): 389–400

Stanton-Hicks (2006) Complex regional pain syndrome: manifestations and the role of
neurostimulation in its management. Journal of Pain and Symptom Management 31 (4)
(supplement):  S20-S24

Taylor RS (2006) Epidemiology of Refractory Neuropathic Pain. Pain Practice 6(1): 22-26

Taylor RS (2006) Spinal cord stimulation in complex regional pain syndrome and
refractory neuropathic back and leg pain/failed back surgery syndrome: results of a
systematic review and meta-analysis. Journal of Pain and Symptom Management
31(4) (supplement): S13-S19

Turk DC (2002) Clinical effectiveness and cost-effectiveness of treatments for patients
with chronic pain. Clinical Journal of Pain 18 (6): 355-366

Turner JA, Jensen MP, Warms CA, Cardenas DD (2002) Catastrophizing is associated
with pain intensity, psychological distress, and pain-related disability among
individuals with chronic pain after spinal cord injury. Pain 98 (1–2): 127-134

Van Tulder MW, Ostelo R, Vlaeyen JWS, Linton  SJ, Morley SJ,
Assendelft WJ (2000) Behavioural treatment for chronic low back pain: A systematic
review within the framework of the Cochrane Back Review Group. Spine 25 (20): 2688-
2699

Watson CP, Moulin D, Watt-Watson J, Gordon A, Eisenhoffer J (2003) Controlled-
release oxycodone relieves neuropathic pain: a randomized controlled trial in painful
diabetic neuropathy. Pain 105(1-2): 71–8

Watson PJ, Booker CK, Moores L,  Main CJ (2004) Returning the chronically
unemployed with low back pain to employment. European Journal of Pain 8(4): 359-369

Williams AC de C, Richardson PH, Nicholas MK, Pither C, Harding VR, Ridout KL,
Ralphs JA, Richardson IH, Justins DM, Chamberlin JH (1996) Inpatient vs. outpatient
pain management: Results of a randomised controlled trial. Pain 66(1): 13-22

Williams AC de C, Nicholas MK, Richardson PH, Pither C, Fernandes J (1999)
Generalising from a controlled trial: The effects of patient preference versus
randomisation on the outcome of inpatient versus outpatient chronic pain management.
Pain 83(1): 57-65
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88.. MMeemmbbeerrss  oo ff  CCRREESSTT  SSuubbggrroouupp  ffoorr  NNeeuurrooppaatthhiicc   PPaaiinn

Dr Pamela F Bell (Chair)
Consultant in Anaesthesia and Pain Medicine
Pain Clinic
Musgrave Park Hospital Tel: 028 9090 2329
Stockman’s Lane (secretary Mrs Karine Hanna)
Belfast 
BT9 7JB Email: pamela.bell@belfasttrust.hscni.net

Dr Ron Cooper 
Consultant in Anaesthesia and Pain Relief
Causeway Hospital
4 Newbridge Road Tel: 028 7032 7032
Coleraine
BT52 1HS Email: arcooper@btinternet.com

Mrs Paula Crawford
Lead Clinical Pharmacist
Pharmacy Department
Musgrave Park Hospital
Stockman’s Lane Tel: 028 9090 2084
Belfast 
BT9 7JB Email: paulah.crawford@belfasttrust.hscni.net

Ms Helen Henderson
Nurse Specialist
WB Loan Pain Centre
Belfast City Hospital
Lisburn Road Tel: 028 9026 3964
Belfast 
BT9 6HP Email: helen.henderson@belfasttrust.hscni.net
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Mrs Liz Matthews
Clinical Nurse Specialist
Pain Management Service
Musgrave Park Hospital
Stockman’s Lane Tel: 028 9090 2151
Belfast
BT9 7JB Email: liz.matthews@belfasttrust.hscni.net

Mr Stephen McBride
Policy and Campaigns Manager
Arthritis Care Northern Ireland
2 Mount Eden Park Tel: 028 9066 6070
Belfast 
BT9 6RA Email: stevemcb@arthritiscare.org.uk

Dr Paul McConaghy
Consultant in Anaesthesia & Pain Management
Department of Anaesthetics
Craigavon Area Hospital
63 Lurgan Road Tel: 028 3861 2307
Portadown 
BT63 5QQ Email: nipaindoc@aol.com

Mrs Rosie Rutledge
Senior Occupational Therapist
Community O.T. Service 
Everton Complex
2 Ardoyne Road Tel: 028 9056 6112
Belfast
BT14 7AW Email: rosie.rutledge@belfasttrust.hscni.net

Dr Terry Muldoon
Consultant in Anaesthesia and Chronic Pain Management.
WB Loan Pain Centre
Belfast City Hospital
Lisburn Road Tel: 028 9026 3964
Belfast
BT9 6HP Email: terrymuldoon@mac.com
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Mrs Fiona Wilson 
Physiotherapy Services Manager 
Lancaster Street Clinic Tel: 028 9043 6801 
Belfast 
BT15 1EZ Email: fiona.wilson@belfasttrust.hscni.net

Dr Shane McCarney
Senior Clinical Psychologist
Camowen Bungalow
Tyrone County Hospital Tel:  028 8283 3483
Omagh
BT79 0AP Email: shane.mccarney@westerntrust.hscni.net

Mr Joe Feeney
CREST Secretariat
DHSSP
Castle Buildings Tel: 028 9052 2351
Stormont
BT4 3SR Email: joe.feeney@dhsspsni.gov.uk
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99.. AAppppeennddiixx  11::  DDiiaaggnnoossttiicc   ttoooollss  ffoorr  nneeuurrooppaatthhiicc   ppaaiinn..

((ii)) SS--LLAANNSSSS  ddiiaaggnnoossttiicc   ttooooll  ((BBeennnneetttt    eett  aall  22000055))

(self-completed by patient)

• On the scale below, please indicate how bad your pain (that you have
shown on the above diagram) has been in the last week where: ‘0’ means
no pain and ‘10’ means pain as severe as it could be.

NONE       0       1       2       3       4       5       6       7       8       9       10       SEVERE PAIN

• Below are 7 questions about your pain (the one in the diagram).

• Think about how your pain that you showed in the diagram has felt oovveerr
tthhee  llaasstt  wweeeekk..  Put a tick against the descriptions that best match your
pain.  These descriptions may, or may not, match your pain no matter how
severe it feels.

• Only circle responses that describe your pain.

11.. IInn  tthhee  aarreeaa  wwhheerree  yyoouu  hhaavvee  ppaaiinn,,  ddoo  yyoouu  aallssoo   hhaavvee  ‘‘ppiinnss  aanndd  nneeeeddlleess’’,,
ttiinngglliinngg  oorr  pprriicckklliinngg  sseennssaattiioonnss??

(a) NO – I don’t get these sensations (0)

(b) YES – I get these sensations often (5)

22.. DDooeess  tthhee  ppaaiinnffuull  aarreeaa  cchhaannggee  ccoolloouurr  ((ppeerrhhaappss  llooookkss  mmoottttlleedd  oorr  mmoorree  rreedd
wwhheenn  tthhee  ppaaiinn  iiss  ppaarrttiiccuullaarr  bbaadd??

(a) NO – The pain does not affect the colour of my skin (0)

(b) YES – I have noticed that the pain does make my skin look 
different from normal (5)

33.. DDooeess  yyoouurr  ppaaiinn  mmaakkee  tthhee  aaffffeecctteedd  sskkiinn  aabbnnoorrmmaallllyy  sseennssiittiivvee  ttoo   ttoouucchh??
GGeettttiinngg  uunnpplleeaassaanntt  sseennssaattiioonnss  oorr  ppaaiinn  wwhheenn  lliigghhttllyy  ssttrrookkiinngg  tthhee  sskkiinn
mmiigghhtt  ddeessccrriibbee  tthhiiss..

(a) NO – The pain does not make my skin in that area abnormally sensitive to
touch. (0)

(b) YES – My skin in that area is particularly sensitive to touch (3)
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44.. DDooeess  yyoouurr  ppaaiinn  ccoommee  oonn  ssuuddddeennllyy  aanndd  iinn  bbuurrssttss  ffoorr  nnoo  aappppaarreenntt  rreeaassoonn
wwhheenn  yyoouu  aarree  ccoommpplleetteellyy  ssttiillll??    WWoorrddss  lliikkee  ‘‘eelleeccttrriicc   sshhoocckkss’’,,  jjuummppiinngg  aanndd
bbuurrssttiinngg  mmiigghhtt  ddeessccrriibbee  tthhiiss..

(a) NO – My pain doesn’t really feel like this (0)

(b) YES – I get these sensations often (2)

55.. IInn  tthhee  aarreeaa  wwhheerree  yyoouu  hhaavvee  ppaaiinn,,  ddooeess  yyoouurr  sskkiinn  ffeeeell  uunnuussuuaallllyy  hhoott  lliikkee
aa  bbuurrnniinngg  ppaaiinn??

(a) NO – I don’t have burning pain (0)

(b) YES – I get burning pain often (1)

66.. GGeennttllyy  rruubb  tthhee  ppaaiinnffuull  aarreeaa  wwiitthh  yyoouurr  iinnddeexx  ffiinnggeerr  aanndd  tthheenn  rruubb  aa
nnoonn--ppaaiinnffuull  aarreeaa  ((ffoorr  eexxaammppllee,,  aann  aarreeaa  ooff  sskkiinn  ffuurrtthheerr  aawwaayy  oorr  oonn  tthhee
ooppppoossiittee  ssiiddee  ffrroomm  tthhee  ppaaiinnffuull  aarreeaa))..    HHooww  ddooeess  tthhiiss  rruubbbbiinngg  ffeeeell  iinn
tthhee  ppaaiinnffuull  aarreeaa??

(a) The painful area feels no different from the non-painful area (0)

(b) I feel discomfort, like pins and needles, tingling or burning in
the painful area that is different from the non-painful area (5)

77.. GGeennttllyy  pprreessss  oonn  tthhee  ppaaiinnffuull  aarreeaa  wwiitthh  yyoouurr  ffiinnggeerr  ttiipp  tthheenn  ggeennttllyy  pprreessss
iinn  tthhee  ssaammee  wwaayy  oonnttoo   aa  nnoonn--ppaaiinnffuull  aarreeaa  ((tthhee  ssaammee  nnoonn--ppaaiinnffuull  aarreeaa  tthhaatt
yyoouu  cchhoossee  iinn  tthhee  llaasstt  qquueessttiioonn))..    HHooww  ddooeess  tthhiiss  ffeeeell  iinn  tthhee  ppaaiinnffuull  aarreeaa??

(a) The painful area does not feel different from the non-painful area (0)

(b) I feel numbness or tenderness in the painful area that is different (3)
from the non-painful area

SSccoorriinngg::    aa  ssccoorree  ooff  1122  oorr  mmoorree  ssuuggggeessttss  ppaaiinn  ooff  aa  pprreeddoommiinnaannttllyy
nneeuurrooppaatthhiicc   oorriiggiinn..

SSCCOORREE                                                                                                                                                    
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((iiii))  LLAANNSSSS  ddiiaaggnnoossttiicc   ttooooll  ((BBeennnneetttt,,  MM..  22000011))

(administered by Healthcare Professional)

TTHHEE  LLAANNSSSS  PPAAIINN  SSCCAALLEE
Leeds Assessment of Neuropathic Symptoms and Signs

NNAAMMEE                                                                                                                           DDAATTEE                                                                                   

TThhiiss  ppaaiinn  ssccaallee  ccaann  hheellpp  ttoo   ddeetteerrmmiinnee  wwhheetthheerr  tthhee  nneerrvveess  tthhaatt  aarree  ccaarrrryyiinngg
yyoouurr  ppaaiinn  ssiiggnnaallss  aarree  wwoorrkkiinngg  nnoorrmmaallllyy  oorr  nnoott..    IItt  iiss  iimmppoorrttaanntt  ttoo  ffiinndd  tthhiiss  oouutt
iinn  ccaassee  ddiiffffeerreenntt  ttrreeaattmmeennttss  aarree  nneeeeddeedd  ttoo   ccoonnttrrooll  yyoouurr  ppaaiinn..  

AA.. PPAAIINN  QQUUEESSTTIIOONNNNAAIIRREE

• Think about how your pain has felt over the last week.

• Please say whether any of the descriptions match your pain exactly.

11.. DDooeess  yyoouurr  ppaaiinn  ffeeeell  lliikkee  ssttrraannggee,,  uunnpplleeaassaanntt  sseennssaattiioonnss  iinn  yyoouurr  sskkiinn??
WWoorrddss  lliikkee  pprriicckklliinngg,,  ttiinngglliinngg,,  ppiinnss  aanndd  nneeeeddlleess  mmiigghhtt  ddeessccrriibbee  tthheessee  sseennssaattiioonnss..

(a) NO – My pain doesn’t really feel like this (0)

(b) YES – I get these sensations quite a lot (5)

22.. DDooeess  yyoouurr  ppaaiinn  mmaakkee  tthhee  sskkiinn  iinn  tthhee  ppaaiinnffuull  aarreeaa  llooookk  ddiiffffeerreenntt  ffrroomm
nnoorrmmaall??    WWoorrddss  lliikkee  mmoottttlleedd  oorr  llooookkiinngg  mmoorree  rreedd  oorr  ppiinnkk  mmiigghhtt  ddeessccrriibbee
tthhee  aappppeeaarraannccee..

(a) NO – My pain doesn’t affect the colour of my skin (0)

(b) YES – I’ve noticed that the pain does make my skin look different (5)
from normal  

33.. DDooeess  yyoouurr  ppaaiinn  mmaakkee  tthhee  aaffffeecctteedd  sskkiinn  aabbnnoorrmmaallllyy  sseennssiittiivvee  ttoo   ttoouucchh??
GGeettttiinngg  uunnpplleeaassaanntt  sseennssaattiioonnss  wwhheenn  lliigghhttllyy  ssttrrookkiinngg  tthhee  sskkiinn,,  oorr  ggeettttiinngg
ppaaiinn  wwhheenn  wweeaarriinngg  ttiigghhtt  ccllootthheess  mmiigghhtt  ddeessccrriibbee  tthhee  aabbnnoorrmmaall  sseennssiittiivviittyy..  

(a) NO – My pain doesn’t make my skin abnormally sensitive in that area (0)

(b) YES – My skin seems abnormally sensitive to touch in that area (3)

44.. DDooeess  yyoouurr  ppaaiinn  ccoommee  oonn  ssuuddddeennllyy  aanndd  iinn  bbuurrssttss  ffoorr  nnoo  aappppaarreenntt  rreeaassoonn
wwhheenn  yyoouu’’rree  ssttiillll??    WWoorrddss  lliikkee  eelleeccttrriicc   sshhoocckkss,,  jjuummppiinngg  aanndd  bbuurrssttiinngg
ddeessccrriibbee  tthheessee  sseennssaattiioonnss..

(a) NO – My pain doesn’t really feel like this (0)

(b) YES – I get these sensations quite a lot (2)
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55.. DDooeess  yyoouurr  ppaaiinn  ffeeeell  aass  iiff  tthhee  sskkiinn  tteemmppeerraattuurree  iinn  tthhee  ppaaiinnffuull  aarreeaa  hhaass
cchhaannggeedd  aabbnnoorrmmaallllyy??    WWoorrddss  lliikkee  hhoott  aanndd  bbuurrnniinngg  ddeessccrriibbee  tthheessee  sseennssaattiioonnss

(a) NO – I don’t really get these sensations (0)

(b) YES – I get these sensations quite a lot (1)

BB.. SSEENNSSOORRYY  TTEESSTTIINNGG

Skin sensitivity can be examined by comparing the painful area with a contralateral
or adjacent non-painful area for the presence of allodynia and an altered pin-prick
threshold (PPT).

11.. AALLLLOODDYYNNIIAA
Examine the response to lightly stroking cotton wool across the non-painful area
and then the painful area.  If normal sensations are experienced in the non-
painful site, but pain or unpleasant sensations (tingling, nausea) are experienced
in the painful area when stroking, allodynia is present.

(a) NO, normal sensation in both areas (0)

(b) YES, allodynia in painful area only (5)

22.. AALLTTEERREEDD  PPIINN--PPRRIICCKK  TTHHRREESSHHOOLLDD
Determine the pin-prick threshold by comparing the response to a 23 gauge
(blue) needle mounted inside a 2 ml syringe barrel placed gently on to the skin in
a non-painful and then painful areas.

If a sharp pin prick is felt in the non-painful area, but a different sensation is
experienced in the painful area e.g. none/blunt only (raised PPT) or a very
painful sensation (lowered PPT), an altered PPT is present.

If a pin-prick is not felt in either area, mount the syringe onto the needle to
increase the weight and repeat.

(a) NO, equal sensation in both sides (0)

(b) YES, altered PPT in painful area (3)

SSCCOORRIINNGG

Add values in parentheses for sensory description and examination findings to obtain
overall score.

TTOOTTAALL  SSCCOORREE (maximum 24) …………………

If score < 12, neuropathic mechanisms are uunnlliikkeellyy to be contribution to the patient’s pain.

If score > 12, neuropathic mechanisms are lliikkeellyy to be contributing to the patient’s pain
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((iiiiii)) DDNN44  ddiiaaggnnoossttiicc  ttoooo ll  ((BBoouuhhaassssiirraa  eett  aall  22000055))

IIff  aannsswweerr  yyeess  ttoo   44  oorr  mmoorree  iitteemmss,,  nneeuurrooppaatthhiicc   mmeecchhaanniissmmss  aarree
lliikkeellyy  ttoo  bbee  ccoonnttrriibbuuttiinngg  ttoo   ppaaiinn..

DDNN44  QQuueessttiioonnnnaaiirree

Please complete this questionnaire by ticking one answer for each item in the 4
questions below:

IINNTTEERRVVIIEEWW  OOFF  TTHHEE  PPAATTIIEENNTT

Question 1: Does the pain have one or more of the
following characteristics?

1 - BBuurrnniinngg

2 - PPaaiinnffuull  ccoolldd

3 - EElleeccttrriicc  SShhoocckkss

Question 2: Is the pain associated with one or more of the
following symptoms in the same area?

4 - TTiinngglliinngg

5 - PPiinnss  aanndd  NNeeeeddlleess

6 - NNuummbbnneessss

7 - IIttcchhiinngg

EEXXAAMMIINNAATTIIOONN  OOFF  TTHHEE  PPAATTIIEENNTT

Question 3: Is the pain located in an area where the
physical examination may reveal one or more of the
following characteristics?

8 - HHyyppooeesstthheessiiaa  ttoo  ttoouucchh

9 - HHyyppooeesstthheessiiaa  ttoo  pprriicckk

Question 4: In the painful area, can the pain be caused
or increased by:

10 - BBrruusshhiinngg

yes no

yes no

yes no

yes no
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