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SYMPOSIUMNEUROLOGY
NEUROPATHIC PAIN

prescription of an opioid trial with close
assessment of any resultant
improvement in function and defined
goal setting. The need for specialist pain
physiotherapy or psychology will be
evaluated and offered if appropriate. In
certain clinical conditions such as failed
back surgery syndrome and complex
regional pain syndrome, neuromodulation
with a spinal cord stimulator or
intrathecal drug delivery system will be
considered.

In those patients with significant
distress and disability and in whom
management options have been
exhausted, the role of the pain
management programme will be
explored. This is a course of sessions 
run on an outpatient or inpatient basis,
with input from the psychology and
physiotherapy services that addresses
coping strategies for living with
persistent pain.

FUTURE DEVELOPMENTS
New therapeutic options are
continuously being researched for the
treatment of neuropathic pain. Novel
treatments recently investigated include
acetyl-L-carnitine (ALC), alpha-lipoic
acid, cannabinoids, botulinum toxin, 
and angiotensin receptor antagonists.25

In a randomised controlled trial of 1,257
patients, ALC was shown to reduce pain
and promote nerve fibre regeneration 
in patients with diabetic neuropathy.26

In another randomised controlled trial 
of 179 patients, topical clonidine was
shown to reduce painful diabetic
neuropathy compared with placebo.27

Despite these promising advances,
neuropathic pain remains a difficult
clinical entity to treat. With greater
understanding of the pathophysiology
and the development of novel therapies,
it is hoped that some of the encouraging
results seen will translate into improved
treatment for patients and a reduction 
in the number of people suffering from
refractory pain.
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In the case of trigeminal neuralgia,
carbamazepine is used first line with
specialist referral if this fails.23 

The use of opioids for non-malignant
pain remains controversial because
neuroendocrine and immune
modulatory side effects are being
increasingly recognised alongside the
characteristic side effects of tolerance,
addiction and dependence. Guidance
for their safe prescription is available
from the British Pain Society.24 In the
context of neuropathic pain, NICE
advocates reserving tramadol for 
short-term rescue therapy only.21

Topical treatment
Capsaicin cream can be considered for
those with localised neuropathic pain as
an additional therapy, starting with the
0.025% formulation. Patients should be
warned of the attendant side effects of
burning and an itching discomfort that
subsides with ongoing use. 

Lignocaine 5% plasters are licensed
for the treatment of postherpetic
neuralgia but are occasionally used as an
off-licence prescription for neuropathic
pain in other contexts. It is our practice
to advise a trial period of four weeks for
topical lignocaine patches to establish if
this relatively costly treatment is effective
for the individual patient's symptoms.
Using the patch continuously for 36 hours
of the initial 48 hours of treatment can
reduce the pain from repeated application
and removal.

Refractory pain
When the above measures fail (and if
the aforementioned criteria have not
already been met) then referral to a pain
specialist is warranted. 

NICE does not support the use of
further pharmacological treatment
such as step 3 opioids, cannabinoids,
lamotrigine, or lacosamide in a non-
specialist setting.21

A full biopsychosocial assessment will
be performed in the pain clinic and a
management plan tailored to the
individual patient will be agreed upon.
Further therapies available include
treatment with an 8% capsaicin patch,
titration of antidepressants with
analgesic benefit, or cautious
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Neuropathic pain can be considered to be a clinical 
syndrome with multiple causes ranging from damage to
peripheral nerve pathways at the level of peripheral
nociceptors to abnormalities in the cortical neurones in
the brain. It is defined as pain that is caused by a lesion or
disease of the somatosensory nervous system and is
estimated to affect 6-8% of the general population.
Neuropathic pain leads to significant distress and
disability for many patients making it a significant
healthcare burden.

A low threshold of suspicion in conditions associated 
with neuropathic pain can aid diagnosis. Data from the
past decade suggest that it is found in 16-26% of patients
with diabetes, 8% of patients suffering from shingles in
the past three months (increasing to 40% and 75% in
patients aged over 50 and 75 respectively), and 10-50%
of patients following surgery. Typical neuropathic
descriptors include  burning, shooting, electric shock pain
with numbness, pins and needles or itching. 

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. Tinel’s sign and Phalen’s
sign, although classically taught, have such poor sensitivity
and specificity that GPs are no longer encouraged to rely
on them, and they should not be advocated.

Neuropathic pain is often poorly responsive to 
conventional analgesia with the mainstay of treatment
being anticonvulsant and antidepressant medication.
Multidisciplinary assessment and management in the
specialist setting of the pain clinic is often required.

First-line medications for neuropathic pain include 
amitriptyline, gabapentin, pregabalin and duloxetine
(except in the case of trigeminal neuralgia). If treatment
fails with first-line therapy, NICE advises careful
discontinuation and a trial of one of the other three drugs.
Combination therapy with an antidepressant and
anticonvulsant is also advocated. In the case of trigeminal
neuralgia, carbamazepine is used first line with specialist
referral if this fails.

The use of opioids for non-malignant pain remains 
controversial as neuroendocrine and immune modulatory
side effects are increasingly being recognised alongside
the characteristic side effects of tolerance, addiction and
dependence. Guidance for their safe prescription is
available from the British Pain Society. In the context of
neuropathic pain, NICE advocates reserving tramadol for
short-term rescue therapy only. Capsaicin cream can be
considered for those with localised neuropathic pain as
an additional therapy, starting with the 0.025%
formulation.

‘Analgesic efficacy
is increased with
combined therapy
but side effects 
are also increased’


