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Neuropathic pain is defined as ‘pain arising as a direct  
consequence of a lesion or disease of the somatosensory
system’. It may reflect a widespread neuropathic process
(e.g. diabetic neuropathy) or a more focal disorder 
(e.g. post-herpetic neuralgia). The practical importance of
recognising neuropathic pain (as distinct from nociceptive
pain) lies in the difference in effective treatments. 

It is important to appreciate that the patient may be    
experiencing more than one type of pain. Many long-term
disabling neurological disorders, such as multiple
sclerosis, as well as causing neuropathic pain, may also
give rise to musculoskeletal pains which may be more
readily amenable to treatment. Most treatment for long-
term pain, including neuropathic pain, should be provided
in primary care, with support from specialist services.

Mechanisms for the generation of pain at cellular level
are numerous. They are likely to exist in combination in
any individual patient and are seldom, if ever, disease
specific. Primary diagnosis of a painful neurological
disorder does not usually provide a clear guide to
systemic drug treatment. Some of the more important
factors in inducing hyperexcitability in nociceptive
neurones also provide a basis for rational treatment.

Neuropathic pain is frequently, but by no means always,
described as burning, shooting, tight or electrical. When
taking the history it is important to elicit information
about the site, duration, intensity and character of the
pain, or pains, and what precipitates pain and what
relieves it. The presence of accompanying somatosensory
disturbance in the painful territory is strongly suggestive
of neuropathic pain and can take the form of: numbness;
allodynia; hyperalgesia; paraesthesia and dysaesthesia.

Sufferers of neuropathic pain are prone to adverse 
effects on mood, physical functioning and social activity,
and their pain should be considered in the wider context
of the biopsychosocial model. Many doctors focus on the
pharmacological management of neuropathic pain. In the
early stages, this can be moderately successful. The
natural history of many causes of neuropathic pain means
that there will also be spontaneous improvements.
However, very long-standing pain is unlikely to respond
dramatically to drug treatment.

A specialist opinion should be sought in any case 
where the diagnosis is uncertain, or the patient’s
condition is rapidly deteriorating or uncontrolled. This
may be a specialist in a particular condition, to address
issues of primary diagnosis, or a specialist in pain
medicine to advise on, or provide, further treatment.
Patients who are struggling with their pain are repeat
clinic attendees. They may have had many specialist
referrals without clear benefit and a long list of
medications. Their mood is often low. These patients are
best served by specialist centres that can endeavour to
explain the condition and encourage self-management. 

One condition that requires special
mention is complex regional pain
syndrome (CRPS) which now
encompasses the two formerly used
terms, causalgia and reflex sympathetic
dystrophy. There is some evidence
that more rapid intervention can affect
the long-term outcome.14 Patients with
suspected CRPS should be referred
straightaway. 

While comparable data on other
forms of neuropathic pain are lacking,
epidemiological data on other
disabling chronic pain (particularly low
back pain) suggest that the likelihood
of persisting failure to return to
employment increases the longer the
problem is left unaddressed. 

Pending the acquisition of more
robust data on neuropathic pain, it
would seem prudent to instigate non-
specialist treatments for neuropathic
pain promptly, and refer early those
patients failing to respond.

Patients who are struggling with
their pain are repeat clinic attendees.
Frequently, they have had many
specialist referrals without clear
benefit and a long list of medications.
Their mood is often low. These
patients are best served by specialist
centres that can endeavour to explain
the condition and encourage self-
management. A frequent stumbling
block is the lack of provision of
services which address cultural
barriers.

Useful information 

The British Pain Society provides
useful articles and web links for both
clinicians and patients
www.britishpainsociety.org.uk

‘Sufferers of
neuropathic pain
are prone to
adverse effects
on mood, physical
functioning and
social activity’ 




