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History of relevant neurological lesion or disease?
History and
Pain distribution neuroanatomically plausible®

Unlikely to be
neuropathic pain

Possible
neuropathic pain

Examination Pain is associated_ with sensory sigfns_in the same
neuroanatomically plausible distribution®

Probable
neuropathic pain

Confirmatory Diagnostic test confirming a lesion or disease
tests of the somatosensory nervous system
explaining the pain

Definite
neuropathic pain®

Figure 1. Flow chart of updated grading system for neuropathic pain. Adapted from Finnerup et al.” with permission of Wolters Kluwer Health, Inc.
"History, including pain descriptors, the presence of nonpainful sensory symptoms, and aggravating and alleviating factors, suggestive of pain being
related to a neurological lesion and no other causes such as inflammation or non-neural tissue damage. The suspected lesion or disease is reported
to be associated with neuropathic pain, including a temporal and spatial relationship representative of the condition; includes paroxysmal pain in
trigeminal neuralgia. "The pain distribution reported by the patient is consistent with the suspected lesion or disease. “The area of sensory changes
may extend beyond, be within, or overlap with the area of pain. Sensory loss is generally required but touch-evoked or thermal allodynia may be the
only finding at bedside examination. Trigger phenomena in trigeminal neuralgia may be counted as sensory signs. In some cases, sensory signs may
be difficult to demonstrate although the nature of the lesion or disease is confirmed; for these cases the level “probable” continues to be appropriate,
if a diagnostic test confirms the lesion or disease of the somatosensory nervous system. The term “definite” in this context means “probable
neuropathic pain with confirmatory tests” because the location and nature of the lesion or disease have been confirmed to be able to explain the pain.
“Definite” neuropathic pain is a pain that is fully compatible with neuropathic pain, but it does not necessarily establish causality.
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Table 1. Possible etiologies of neuropathic pain
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4= §lo] o] Hrk WA ] MY Alofli= o] HmpeEa7
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83 e Thal7 Hok Egh A7 RRAlA R ottt
ZFA1 7 (superficial peroneal sensory nerve)2] oAl o5} Hlxic)
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Characteristics of pain

Related disorders

Neuropathic: symmetric Painful diabetic neuropathy

Alcohol induced polyneuropathy

Chemotherapy-induced peripheral neuropathy
Human immunodeficiency virus-associated neuropathy

Inflammatory neuropathy (GBS, CIDP)

Small fiber neuropathy

Neuropathic: asymmetric
Trigeminal neuralgia
Compressive mononeuropathy
Phantom limb pain
Complex regional pain syndrome
Dorsal root ganglionopathy

With nociceptive pain Radiculopathy
Failed back syndrome
Osteoarthritis

Cancer-associated pain

Central pain Spinal cord injury

Compressive myelopathy

Herpes zoster, post-herpetic neuralgia

Central post-stroke pain (infarction, hemorrhage)

Syringomyelia

CNS inflammatory disease: ATM, MS, NMOSD, MOGAD

Spinal cord infarction

GBS; Guillain-Barre syndrome, CIDP; chronic inflammatory demyelinating polyneuropathy, CNS; central nervous system, ATM; acute transverse
myelitis, MS; multiple sclerosis, NMOSD; neuromyelitis optica spectrum disorder, MOGAD; myeline oligodendrocyte glycoprotein

antibody-associated disease.
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Table 2. Differential diagnosis of foot drop7

Peroneal neuropathy at the L5 radiculopathy Lumbosacral plexopathy Sciatic neuropathy
fibular neck (lumbosacral trunk) (peroneal mostly)
clinical
Common causes Compression Disc herniation, spinal Pelvic surgery, hematoma,  Hip surgery, injection injury,
(weight loss, perioperative),  stenosis prolonged labor coma
trauma, intraneural ganglion
Ankle inversion Normal Weak Weak Normal or mildly weak
Toe flexion Normal Weak Weak Normal or mildly weak
Plantar flexion Normal Normal Normal Normal or mildly weak
Ankle jerk Normal Normal (unless with S1)  Normal (unless with S1) Normal or mildly weak
Sensory loss Peroneal distribution only Poorly demarcated, Well demarcated to L5 Peroneal distribution plus
predominantly big toe dermatome lateral cutaneous of calf
and sole
Pain Rare, deep Common, radicular Common, radicular May be severe
electrodiagnosis
Peroneal motor study to Low in amplitude or Usually normal but may be Low in amplitude Low in amplitude
EDB and/or Tib ant conduction block across low in amplitude
fibular head or both
Superficial peroneal Low or absent” Normal Low or absent Low or absent
sensory study
Sural sensory study Normal Normal Normal or low amplitude Normal or low amplitude
Peroneal muscles” Abnormal Abnormal Abnormal Abnormal
Tibial L5 muscles® Normal Usually abnormal Usually abnormal Normal or abnormal
Other L5 muscles® Normal Normal or Abnormal Normal or Abnormal Normal
Biceps femoris (short head) Normal Usually normal Usually normal Abnormal
Paraspinal muscles Absent May be absent Absent Absent

fibrillations

EDB; extensor digitorum brevis, Tib Ant; tibialis anterior.

*May be normal in purely demyelinating lesions or lesion of the deep peroneal nerve only.

"Below knee (tibialis anterior, extensor digitorum longus, extensor digitorum brevis, extensor hallucis, +/ - peroneus longus).
“Tibialis posterior and flexor digitorum longus.

Gluteus medius and tensor fascia lata.
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Figure 2. Magnetic resonance imaging of left pelvis in case 1 shows nodular mass around left sciatic nerve that shows high signal intensity in
T2-weighted image (A, arrow). This lesion shows enhancement in contrast-enhanced T1-weighted images in axial (B, arrow), coronal (C, arrow),

and sagittal (D, arrow) plane.
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Figure 3. Magnetic resonance imaging of the right thigh in case 2 shows well defined high signal intensity mass with cystic change with
enhancement on T2 image (A, C, arrow) and T1 contrast enhancement (B, E, arrow) images. Neuropathic change of high signal intensity with mild
enhancement was observed in the right biceps femoris muscle on T2 image (D, arrowhead) and T1 contrast enhancement (F, arrowhead) images.
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