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Table 1

The Leeds Assessment of Neuropathic Symptoms and Signs (LANSS) scale13

Five questions about the nature of the pain

A In the area where you have pain, do you also have 
pins and needles, tingling or prickling sensations?

B Does the painful area change colour (perhaps looks mottled 
or more red) when the pain is particularly bad?

C Does your pain make the affected skin abnormally 
sensitive to touch?

D Does your pain come on suddenly and in bursts for 
no apparent reason when you are completely still? 
Electric shocks, jumping and bursting might describe this.

E In the area where you have pain, does your skin feel 
unusually hot like a burning pain?

Two signs
•Cotton wool allodynia
•Pinprick threshold altered

Total score > 12/24 implies neuropathic pain

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

This heterogeneity in terms of aetiology,
symptoms and underlying mechanisms
adds to the challenges faced when
managing neuropathic pain.6

DIAGNOSIS 
Having a low threshold of suspicion in
conditions associated with neuropathic
pain can aid diagnosis. Data from the
past decade suggest that neuropathic
pain is present in 16-26% of patients with
diabetes,7,8 8% of all patients who have
suffered from shingles in the previous
three months9 (increasing to 40% and
75% in patients aged over 50 and over
75 respectively10), and 10-50% of

patients following surgery.11 It is also
estimated to occur in 10% of patients
undergoing common procedures such
as hernia repair or caesarean section,12
although this may be an overestimate as
not all chronic postsurgical pain is
neuropathic in nature.

HISTORY
Using a biopsychosocial model, the
goals in assessing the patient who
presents with pain suspected to be
neuropathic include determining
whether there is a neuropathic element
to the pain and whether this is alone or in
combination with a nociceptive

component. Typical descriptors of
neuropathic pain include burning,
shooting, electric shock pain with
numbness, pins and needles or itching. 

Specifics to be addressed in the
history of the pain itself include the
nature, location, temporal profile, and
any exacerbating factors. Further
assessment should then aim to elucidate
the disease process or event that
triggered the pain. Finally, the effect 
of any functional limitation as a result 
of the pain should be assessed, taking
into account any comorbidities and
psychological impact. 

History taking can be facilitated by the
use of validated tools such as the Leeds
Assessment of Neuropathic Symptoms
and Signs (LANSS) scale, see table 1,
left.13 This gives a dimensionless score for
the pain out of 24, with a score > 12
suggesting a neuropathic component is
likely. Other tools available for assessing
the impact of the pain include the Brief
Pain Inventory or the Short-Form 36.

EXAMINATION
Examination begins when the patient
enters the room and continues during
the history taking. Any discrepancy
between what is observed then and
during subsequent formal examination
should alert the clinician to the
possibility of a functional element or
conversion syndrome.14

After a general and neurological
examination the focus should turn to the
affected pain area using an unaffected
body part as a control. Sensory
response to cotton wool, pinprick,
temperature and vibration should all be
assessed. This will identify the positive
and negative signs found in neuropathic
pain, see table 2, left.15

In the context of certain conditions,
specific tests such as straight leg raising
(for lumbar/sacral radiculopathy) or
Tinel’s test (for carpel tunnel syndrome)
can be used.14

Further in-depth guidance on
particular conditions such as low back
pain, peripheral neuropathy and facial

‘Typical descriptors
of neuropathic pain
include burning,
shooting, electric
shock pain with
numbness, pins and
needles or itching’
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