
Table 1

Classification of neuropathies

Focal and multifocal neuropathies

•Mononeuropathy
•Asymmetrical radiculopathy and
amyotrophy
•Mononeuritis multiplex
•Peripheral nerve entrapment

Symmetrical neuropathies

•Acute sensory neuropathy
•Autonomic neuropathy
•Distal symmetrical polyneuropathy
(most common; PDN)

Table 2

Risk factors for diabetic neuropathy

•High BMI
•Hypertension
•Smoking
•Duration of diabetes
•Poor glycaemic control
•Hyperlipidaemia

Table 3

Michigan neuropathy screening instrument (MNSI)

MNSI items Description
Appearance of feet* 0 = normal, 1 = abnormal
Ulceration 0 = normal, 1 = abnormal
Ankle reflexes 0 = present, 0.5 = present with reinforcement, 

1 = absent
Vibration perception 0 = present, 0.5 = reduced, 1 = absent

*Deformity, dry skin, callus, infection and fissures

Maximum score is 4 for each foot, total = 8 

A score ≥2 is considered positive (sensitivity 65% and specificity 83%)
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Cranial neuropathies are also possible
with acute ophthalmoplegia due to
involvement of the oculomotor nerve
the most common. This presents with
sudden onset of pain above or behind
the eye.12 Peripheral nerves affected
most commonly include the ulnar,
median, radial, femoral, common
peroneal and lateral cutaneous nerve
of the thigh,12 the latter referred to as
myalgia paraesthetica. 

Diabetic amyotrophy, or Bruns-
Garland syndrome, occurs in
approximately 1% of patients with

diabetes.13 It presents as an acute
progressive asymmetrical painful
weakness of the thigh muscles. It can
be a presenting symptom of diabetes
and the unwary clinician could be
misled in search of other diagnoses
such as spinal stenosis, cauda equina
syndrome or even demyelinating
polyneuropathy.13 Management
revolves around tight glycaemic
control, aggressive early physiotherapy,
and symptomatic relief of pain.
Thoracoabdominal radiculopathy is
seen in the elderly population with
unilateral or bilateral pain.12 After
episodes of ketosis, weight loss, or
sudden tight glycaemic control
patients can also develop an acute
painful neuropathy characterised by
the development of paraesthesia,
hyperalgesia, or spontaneous
nocturnal burning pain.

The specific and individual
management of the various
aforementioned neuropathies is
outside the scope of this article.
Instead we will focus on the most
common form of diabetic neuropathy
that is encountered, namely the
chronic symmetrical predominantly
sensory neuropathy that affects 50%
of patients.14

HISTORY AND EXAMINATION
The majority of these patients describe
moderate to severe pain, using
neuropathic descriptors such as
burning, shooting or electric shocks.
Paraesthesia and numbness are also
commonly elucidated in the history.
The common presentation is of painful
symptoms originating in the feet, that
then spread to the knees before
involving the distal portion of the
upper limbs in a ‘glove and stocking’
distribution.15 Burning pain that is
worse at night can interfere with the

patient’s sleep pattern causing further
reduction in quality of life and
pervasive low mood.

Risk factors, as outlined in the
EURODIAB study,16 may be elucidated
from the history and examination, see
table 2, below left. Many of these are
modifiable with diet, medication, and
lifestyle changes and strategies to
address them should be advocated as
appropriate.

The detailed examination of the
diabetic foot is not covered in detail in
this article however a brief focused
examination can help detect the
presence of neuropathy. Positive
sensory signs may be elicited such as
allodynia (pain in response to a 
non-noxious stimulus such as Von Frey
hairs or brush testing) and hyperalgesia
(increased and exaggerated pain 
in response to a noxious stimulus).
These phenomena can result in
profound disability and discomfort
during simple everyday tasks such as
getting dressed. More commonly in
peripheral diabetic neuropathy (PDN),
there is loss of sensory function. 

A simple screening tool is the
Michigan neuropathy screening
instrument, see table 3, below left.17
The large myelinated A-beta fibres are
often considered the first to be
affected in diabetic neuropathy,18
and an early examination finding
illustrating this is the loss of vibration
sense with a 128 Hz tuning fork.

ASSESSMENT OF PAIN
The three broad categories of pain
assessment are self-report measures,
observational scales, and physiological
variables. Self-report measures are
considered to be the most reliable
form of assessment given that they
detail what is essentially a ‘subjective
sensory and emotional experience’
according to the International
Association for the Study of Pain
definition.19

Unidimensional scales (visual
analogue scale, numerical rating scale
etc) can quantify acute pain intensity
but in the context of chronic pain states
such as PDN a full biopsychosocial
assessment is useful to assess the
impact of the patient’s symptoms on
their function, mood and quality of life.
The brief pain inventory (BPI) is one
example of a reliable and validated
multidimensional pain scale that is
useful in this context.20

There are a number of neuropathic
specific assessment tools that can be
readily used in a non-specialist setting
in the community. These include the


