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Table 2

Positive and negative signs in the diagnosis of neuropathic pain

Positive signs Description
Allodynia Painful response to a non-painful stimulus e.g. cotton wool, 

cold metal etc
Hyperalgesia Exaggerated painful response to painful stimuli e.g. pinprick 

compared with opposite side
Hyperpathia Repeated innocuous stimuli produce pain
Autonomic signs Local changes in skin colour, temperature, sweating or swelling

Negative signs Description
Hypoaesthesia Loss of normal sensation to non-painful stimulus
Hypoalgesia Reduced sensation to painful stimuli. Often seen in peripheral  

neuropathies accompanied by a spontaneous burning 
sensation

Motor deficit Weakness, paralysis, reduced reflexes e.g. post-stroke pain or 
in demyelination disorders

ASSESSMENT
When assessing patients it is important
to determine not only whether there is a
neuropathic element to the pain but also
whether this is alone or in combination
with a nociceptive component.
Neuropathic pain may be constant or
intermittent, spontaneous or provoked
and is typically described as shooting,
stabbing, like an electric shock, burning,
tingling, tight, numb, prickling or itching.14 

The nature of the pain, location,
temporal profile, and any exacerbating
factors should be ascertained. It is also
important to try to elucidate the disease
process or event that triggered the pain.
Functional limitation due to pain should
be assessed, as well as the psychological
impact, and also any comorbidities.

The Leeds Assessment of
Neuropathic Symptoms and Signs
(LANSS) scale,15 (see table 1, p11 ) gives a
dimensionless score for the pain out of
24, with a score > 12 suggesting 
a neuropathic component is likely 
(80% sensitivity and > 90% specificity).
The Brief Pain Inventory or the Short-
Form 36 can also be used.

Within the confines and time
pressures of primary care, many of the
neuropathic pain scoring tools can be
cumbersome for the clinician not
accustomed to their routine use. It may
be more beneficial, and simpler, to use
the IASP criteria of ‘possible’, ‘probable’

and ‘definite’ neuropathic pain. 
This classifies the pain depending on
whether the patient has a history of a
relevant neurological lesion or disease
and describes pain in an anatomically
plausible distribution of a nerve, has
corresponding findings on examination
in that same distribution, and then a
confirmatory diagnostic test to satisfy
those three definitions in sequence
respectively. Using carpal tunnel
syndrome as an example, a patient
describing pain in the distributionof the
median nerve (possible neuropathic
pain) having examination findings such
as Phalen’s or Tinel’s sign in that
distribution (probable neuropathic
pain), and then having confirmation by
formal nerve conduction studies
(definite neuropathic pain).

EXAMINATION
Examination should start as soon as the
patient enters the consulting room and
should continue during the history
taking. If any discrepancy is noticed
between what the clinician observes
initially and during the ensuing formal
examination this should alert them to
the possibility of a functional element or
conversion syndrome, although this is
uncommon.16

Following general and neurological
examination the area affected by the

pain should be investigated using an
unaffected body part as the control. 
The sensory response to cotton wool,
pinprick, temperature and vibration
should be assessed to help identify the
positive and negative signs found in
neuropathic pain, see table 2, below.17

Specific tests such as straight leg
raising (for lumbar/sacral radiculopathy)
or Tinel’s test (for carpel tunnel syndrome)
can also be used.16

Detailed management of specific
conditions such as low back pain,
peripheral neuropathy and facial pain is
outside the scope of this article but can
be found in the literature.18-22

There are no conclusive investigations
that can prove the diagnosis, any
investigation which demonstrates an
underlying disorder associated with
neuropathic pain supports the
diagnosis. Laboratory investigations
such as nerve biopsy, evoked potentials,
quantitative sensory testing, and
confocal corneal microscopy, are
primarily research tools and not
routinely used in clinical practice.16

MANAGEMENT
Neuropathic pain is persistent in many
cases. As it is not always possible to cure
the underlying disease or lesion causing
the neuropathic pain completely, the
aim of treatment is management rather
than cure.14,23 It often fails to respond to
conventional analgesia such as
paracetamol and NSAIDs. Furthermore,
the mainstays of pharmacological
treatments, e.g. anticonvulsants and
antidepressants, are associated with
potential adverse effects. No single drug
works for all patients and treatment
needs to be individualised.23

Multidisciplinary team (MDT)
assessment and management in a
specialist pain clinic may be required in
order to achieve optimal analgesic
response and rehabilitation. This will
enable access to specialist pain
physiotherapists, pain psychologists and
education classes and pain management
programmes. Patients with chronic
neuropathic pain have higher anxiety
and depression scores, and a greater
likelihood of sleep disturbances, 
when compared with those with 

‘The sensory
response to cotton
wool, pinprick,
temperature and
vibration should 
be assessed ... 

... to help identify
the positive 
and negative signs
found in
neuropathic pain’

‘Neuropathic pain
may be constant or
intermittent,
spontaneous or
provoked’


