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SYMPOSIUMNEUROLOGY
NEUROPATHIC PAIN

requirement for specialist pain
physiotherapy or psychology will also be
evaluated. Neuromodulation with a
spinal cord stimulator or intrathecal drug
delivery system may be considered for
certain clinical conditions such as failed
back surgery syndrome and complex
regional pain syndrome. 

CONCLUSION
Neuropathic pain is a complex condition
that affects the quality of life of many
patients and can be difficult to treat
effectively. Currently, the recommended
first-line treatments are amitriptyline,
duloxetine, pregabalin and gabapentin.
Patients who receive pharmacotherapy
for neuropathic pain may not experience
pain relief but the aim is to improve
overall function and quality of life with an
MDT approach.

Novel treatments currently being
investigated for the management of
neuropathic pain include acetyl-L-
carnitine (ALC), alpha-lipoic acid,
cannabinoids, botulinum toxin, and
angiotensin receptor antagonists.31 

In a randomised controlled trial (RCT)
involving 1,257 patients, ALC was shown
to reduce pain and promote nerve fibre
regeneration in those with diabetic
neuropathy.32 Topical clonidine reduced
painful diabetic neuropathy compared
with placebo in an RCT of 179 patients.33

Additionally, there are new voltage-
gated sodium channel blockers that are
receptor specific and may have less risk
of cardiac, motor and CNS adverse
effects34,35 and a new selective
angiotensin type 2-receptor antagonist,
EMA401, has been investigated in trials
including one that focused on treating
patients with postherpetic neuralgia.36

Personalised pain therapy is another
approach that can provide patients with
the most effective treatment for
neuropathic pain. The phenotype-based
classification system focuses on
categorising patients by mechanisms
responsible for neuropathic pain rather
than aetiology.34,37 By focusing on
patients’ profiles of signs and symptoms,
researchers can identify treatment
responders. Studies that focus on
genetics and subgrouping patients
based on their phenotypes may play an
important role in the future of
personalised pain management for
neuropathic pain.34

With improved understanding of the
pathophysiology and the development
of novel therapies, it is hoped that some
of the encouraging results from trials will
translate into improved treatment for
patients and a reduction in the number
of those suffering from refractory pain.

immune modulatory side effects are
being increasingly recognised alongside
the characteristic side effects of
tolerance, addiction and dependence.

The authors are not aware of any
significant trial evidence greater than 
six months duration, that would 
advocate initiating step 3 opioids for
non-malignant chronic neuropathic pain.
There are some patients who following
specialist assessment may benefit, but
this would need to be after a formal
opioid trial with predetermined endpoints
that are assessed at regular review.

TOPICAL TREATMENT
Capsaicin cream can be used for
patients with localised neuropathic pain
as an additional therapy, starting with
the 0.075% formulation. It is important
to warn patients that they may
experience a sensation of burning and
itching that frequently subsides with
ongoing use.25 

Lignocaine 5% plasters are only
licensed for postherpetic neuralgia but
are occasionally used as an off-licence
prescription for neuropathic pain. These
plasters are also listed on PrescQIPP
DROP-List, as there are cheaper and
safer alternatives30 and because of this
NICE recommends that they should not
be used in primary care.29 It is our
practice to advise patients to cut the
plaster if needed and apply it to the
painful sites for a trial period of four
weeks to establish whether it is effective
for that individual. Using the patch
continuously for 36 of the initial 48 hours
of treatment can reduce the pain from
repeated application and removal.

REFRACTORY PAIN
NICE does not advocate the use of
further pharmacological treatment such
as step 3 opioids, cannabinoids,
lamotrigine, lacosamide, imipramine or
nortriptyline in a non-specialist setting.25

When initial treatments have failed, and
if the criteria previously mentioned have
not already been met, then referral to a
pain specialist is warranted. In the pain
clinic the patient will undergo a full
biopsychosocial assessment and an
individualised management plan will be
drawn up. 

Treatment with an 8% capsaicin patch,
a single patch applied for an hour by a
healthcare professional, can provide
pain relief for more than three months.
Titration of antidepressants to analgesic
benefit, or cautious prescription of an
opioid trial with close assessment of any
resultant improvement in function and
defined goal setting as outlined above,
may be considered. The patient’s
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Neuropathic pain is defined as ‘pain that is caused by a 
lesion or disease of the somatosensory nervous system.’
Common peripheral causes of neuropathic pain are
diabetic neuropathy, trigeminal neuralgia, postherpetic
neuralgia, radicular pain, chemotherapy-induced
neuropathy, neuropathy secondary to tumour infiltration,
and injury to nerves from trauma, surgery or electric
shock. Conditions affecting the CNS such as stroke, spinal
cord injury and multiple sclerosis may cause central
neuropathic pain. It is important to have a low threshold
of suspicion in patients with conditions associated with
neuropathic pain such as diabetes and shingles.

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.
The International Association for the Study of Pain (IASP)
pain grading system is a simple way of determining the
likelihood of a neuropathic component. If the history
suggests a relevant neurological lesion or disease and the
patient describes pain in an anatomically plausible
distribution of a nerve, neuropathic pain is ‘possible’; 
it is ‘probable’ if there are corresponding examination
findings in that same distribution and ‘definite’ if there is a
confirmatory diagnostic test.

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. Multidisciplinary
team assessment and management in a specialist pain
clinic may be required in order to achieve optimal
analgesic response and rehabilitation. NICE recommends
referral to a pain management specialist if the pain is
severe, if it has a significant impact on function or sleep, or
if the underlying health condition has deteriorated.

First-line medications include amitriptyline, gabapentin,
pregabalin and duloxetine. If there is no improvement in
pain or function it is important not to continue treatment.
However, compliance should always be checked before
making changes to treatment. If treatment fails with first-
line therapy, NICE advises careful discontinuation and a
trial of one of the other three drugs. In trigeminal neuralgia,
carbamazepine is the first-line treatment with specialist
referral if this fails. Tramadol should only be used as a
short-term rescue medication. Capsaicin cream can be
used for patients with localised neuropathic pain as an
additional therapy, starting with the 0.075% formulation.


