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Abstract: Background: We aimed at critically appraising the clinimetric properties of existing pain scales or
questionnaires and to give recommendations for their use in Parkinson’s disease (PD).
Methods: Clinimetric properties of pain scales used in PD were systematically evaluated. A scale was
classified as ‘recommended’ if was used in PD, showed adequate clinimetric properties, and had been used
by investigators other than the original developers; as ‘suggested’ if it was used in PD and fulfilled only one
other criterion; and as ‘listed’ if it was used in PD but did not meet the other criteria. Only scales rating pain
intensity or for syndromic classification were assessed.
Results: Eleven of the 34 scales initially considered fulfilled inclusion criteria. Among the scales rating pain
intensity, the “Brief Pain Inventory short form,” “McGill Pain Questionnaire short and long forms,” “Neuropathic
Pain Symptoms Inventory,” “11-point Numeric Rating Scale,” “10-cm Visual Analog Scale,” and “Pain-O-Meter”
were “recommended with caution” because of lack of clinimetric data in PD, whereas the “King’s PD Pain
Scale” was “recommended.” Among scales for pain syndromic classification, the “DN4” was “recommended
with caution” because of lack of clinimetric data in PD; the “Leeds Assessment of Neuropathic Symptoms
and Signs,” “Pain-DETECT,” and the “King’s PD Pain Scale” were “suggested.”
Conclusions: King’s PD pain scale can be recommended for the assessment of pain intensity in PD. Syndromic
classification of pain in PD may be achieved by the DN4, but clinimetric data in PD are needed for this scale.

Parkinson’s disease (PD) has been classically predominantly

regarded as a movement disorder, although many nonmotor symp-

toms (NMSs) were originally described by James Parkinson in the

19th century.1 Nonetheless, our vision of the disease has consider-

ably evolved during the last decades, and NMSs and their manage-

ment are now recognized as important unmet needs in PD.2

Pain is a frequent NMS in PD, contributing significantly to

disability and reduced health-related quality of life.3 It affects

around 67.6% (range = 40%–85%) of PD patients4 versus 15%

to 30% of the general population.5,6 The most frequent pain

syndromes in PD are musculoskeletal pain, neuropathic radicu-

lar pain, dystonia-related pain, akathitic discomfort, and primary

central parkinsonian pain.7 Other classification systems have also

been proposed.8

Pain is a percept, with sensory-discriminative (i.e., quality,

intensity, temporal pattern, and location), affective-motivational,
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and cognitive dimensions. From the temporal perspective, it can

be classified into “acute” or chronic (i.e., lasting more than

3 months). Chronic pain is frequently subdivided into different

pain syndromes, the two most frequent examples being “noci-

ceptive” and “neuropathic” pain.9 Whereas assessment of pain

can be simple and straightforward in acute cases after trauma or

surgery, long-lasting pain may be more challenging to assess and

treat.10 Comprehensive assessment includes complete pain his-

tory, physical examination, and possibly specific diagnostic tests.

Tools such as scales and questionnaires offer inexpensive and

convenient ways to characterize pain in clinical practice. Each

tool has specific characteristics and can be used to screen, assess,

characterize, and rate the intensity of different pain syndromes,

as well as their different dimensions and interference in daily

living. Given that most pain dimensions can only be assessed by

means of rating scales, the importance of having well-validated

tools cannot be underestimated.

The objective of this review was to appraise critically the

general characteristics and clinimetric properties of pain scales

or questionnaires and give recommendations for their use

in PD.

Materials and Methods

Administrative Organization and
Critique Process
The Internatrional Parkinson and Movement Disorder Society

(MDS) Committee on Rating Scales Development Steering

Committee invited the chairperson (S.P.LL.) to form a Writing

Committee and review rating scales for pain in PD. The com-

mittee included specialists in movement disorders, pain, and

clinimetric assessment from America and Europe (D.C.A., K.L.,

K.R.C., G.D., and G.C.). Committee members began by listing

all available scales for pain assessment. Then, the scales for fur-

ther assessment were selected based on the criteria described

below. Finally, each member was charged with assessing specific

scales, by using a standardized evaluation form. These forms

were then re-evaluated by an expert in clinimetric assessment

(C.R.B.). Finally, members reviewed results for all scales, and

conclusions and recommendations were proposed. The final

report was reviewed and approved by the MDS Committee on

Rating Scales Development.

Literature Search Strategy and
Selection of Scales
A systematic search was conducted by PubMed between 1960

and 2015 using the combined MeSH search terms “PAIN” and

“PARKINSON’S DISEASE” written in English, Spanish,

French, German, and Portuguese. The references of the articles

retrieved were also systematically searched for other pain rating

scales. A similar search strategy was then used to search for stud-

ies involving each particular scale. Only data on the original

scale were considered, that is, data gathered with scales’ transla-

tions to other languages were not considered.

To be selected, a scale had to have been used in PD and to

either rate pain intensity or allow pain syndromic classification

(i.e., nociceptive or neuropathic). Scales that assessed pain

intensity or syndromic classification in the context of a multidi-

mensional assessment were not included.

Evaluation of Clinimetric
Properties
We focused on assessments of pain intensity and syndromic clas-

sification. Assessment of symptom localization, which is usually

done with a body map, has never been validated. Other pain

dimensions, such as cognitive, affective, or sensory, have not

been assessed in PD by any of these scales and thus are not a

focus of this review. The evaluation was performed according

to the methodology approved by the MDS Committee on Rat-

ing Scale Development.11

Conclusions
A scale was rated as “recommended” if it was used in PD; relia-

bility, validity, and sensitivity to change (responsiveness) were

considered as “adequate” or “adequate but incompletely

assessed”; and was used by investigators other than the original

developers. In the case of lack of validation in PD, scales could

only be “recommended with caution.” “Adequate” reliability,

validity, or responsiveness were considered when at least one

well-designed study showed significant inter- and/or intrarater

reliability, criterion and/or construct validity, and sensitivity to

change, respectively. “Adequate but incompletely assessed” was

considered when only small details were lacking in the evalua-

tions, which did not affect the overall assessment.

Scales rated as “suggested” were used in PD and either suc-

ceeded clinimetric evaluation or were used by investigators

other than the original developers. Finally, “listed” scales were

those used in PD but not meeting any other criteria.

Results
Thirty-four scales were initially considered for possible inclusion

in this review (Appendix SA). Only 11 scales met inclusion cri-

teria and were thus further evaluated (Table 1). A summary of

the general characteristics and clinimetric properties is presented

for each scale in the following paragraphs. Detailed evaluations

are available in Appendix SB.

Brief Pain Inventory Short Form

Description of the Scale

The scale allows for the evaluation of the presence of pain other

than everyday pain, such as minor headaches, sprains, and

toothaches; pain intensity and interference with activities of
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daily living (multiple 11-point scales ranging from 0 to 10); pain

localization (body map); and relief from treatments (11-point

scale ranging from 0 to 10).12 Overall pain intensity or interfer-

ence subscores can be obtained by averaging the respective

items. The scale is self-administered, time frame is 24 hours,

and time to complete the scale is 5 to 10 minutes.

Clinimetric Properties

Assessments focused on pain intensity ratings (Table 2). They

were considered as adequately reliable based on results showing

good internal consistency13,14 and test-retest reliability.15–17

Validity was successfully established by comparing Brief Pain

Inventory (BPI) scores with the Roland-Morris Disability

Questionnaire, the Western Ontario and McMaster Universities

Osteoarthritis Index Pain, stiffness and physical conditions

scores, visual analog scale (VAS) scores, and with 36-Item Short

Form Health Survey (SF-36) Bodily Pain score in cancer and

noncancer patients.14,16,18,19 Additionally, the BPI could dis-

criminate between patients with or without improvements after

analgesic therapies,14,16 thus suggesting adequate responsiveness.

The scale has been used, but not validated, in PD.20–27 How-

ever, adequate responsiveness was observed in a trial with

duloxetine.22

Strengths and Weaknesses

The BPI is frequently used in clinical practice and research

because of its simplicity and shortness. It is available in many

languages, and clinimetric properties have been adequately

assessed. Interference scores may be confounded by other

impairments inherent to PD.

Conclusions

The BPI short form is “recommended with caution” for the

assessment of pain intensity in PD, given that it meets most cri-

teria but has not been validated for use in PD (Table 3).

Douleur Neuropathique 4

Description of the Scale

The Douleur Neuropathique 4 (DN4) is a tool used to screen for

the presence of neuropathic pain or of the neuropathic component

of mixed pain syndromes.28 It consists of a scale with 10 items

divided into four sections. Two sections rely on an interview with

the patient (pain characteristics and related symptoms), and two are

based on clinical examination (presence of hypoesthesia and painful

response to brushing). Four or more positive answers suggest neu-

ropathic pain. It has been used to evaluate pain at the moment of

evaluation or retrospectively. The questionnaire can be completed

in a few minutes and is available in many languages.

Clinimetric Properties

Inter-rater and test-retest reliability were found to be adequate

(Table 2).28 Results from the scale could correctly discriminate

between patients with nociceptive or neuropathic pain, suggest-

ing its validity.28,29 Responsiveness evaluation is not applicable

to this questionnaire, given that it does not reflect a magnitude

susceptible to change. The scale has been used in PD,21 but

clinimetric properties have not been assessed in this population.

Strengths and Weaknesses

This questionnaire is easy to use and understand, fast, objective,

shows good sensitivity and specificity, and is internationally rec-

ommended as an optimal tool for differentiating neuropathic

from nociceptive pain.30 Its main disadvantage is that a clinician

is needed to complete assessment.

Conclusions

The DN4 is “Recommended with caution” for the syndromic

classification of pain in PD, given that it meets most of criteria,

except validation in PD (Table 3).

TABLE 1 Dimensions of pain assessed in PD by the scales included in this review

Pain
Intensity

Syndrome
Type

Localization Cognitive, Affective,
and Sensory
Dimensions

Other Evaluations

BPI short form X X Interference with activities,
pain relief from treatment

DN4 X
King’s PD Pain scale X X
LANSS X
McGill Pain
Questionnaire
long form

X X X Change with time

McGill Pain
Questionnaire
short form

X X X

NPSI X
NRS and VAS X
PainDETECT X X X Time course
Pain-O-Meter X X
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King’s PD Pain Scale

Description of the Scale

This scale was specifically designed for pain assessment in PD.31

The scale is composed of 14 questions exploring the frequency

and severity of different pain syndromes that are frequently

observed in PD patients, which can be summed to form an overall

pain intensity score. Each item is scored by severity (0–3) multi-

plied by frequency (0–4), resulting in a subscore of 0 to 12, with a

total possible score range from 0 to 168. Pain domains are: mus-

culoskeletal, chronic, fluctuation-related, nocturnal, oro-facial,

discolouration/swelling, and radicular. Time frame is the previous

month, and the scale must be completed by a trained health care

professional. Completion time is around 10 minutes.

Clinimetric Properties

Clinimetric data are available in PD patients only for overall pain

intensity ratings (Table 2). Internal consistency and inter-rater

and test-retest reliability are adequate.31 Validity has been

suggested by the findings of moderate correlations with pain items

from the EuroQol–5 dimensions (EQ-5D), 8-Item Parkinson’s

Disease Questionnaire, and Non-motor Symptoms Scale.31

Moderate-to-strong correlations were also found with measures

of PD severity, quality of life, and mood disorders. King’s PD

pain scale has been recently used in two international multicenter,

randomized, controlled trials that assessed the efficacy for pain of

rotigotine transdermal patch (DOLORES study)32 or Prolonged-

release oxycodone-naloxone (PANDA study).33 In the

DOLORES trial, 68 patients with PD on levodopa and at least

moderate PD-associated chronic pain were recruited and fol-

lowed up for up to 12 weeks. Patients received either placebo

(n = 30) or rotigotine transdermal patch up to 16 mg/day. King’s

PD pain scale was a secondary outcome. A 2-fold numerical

improvement in domain “fluctuation-related pain” favoring

rotigotine was observed. The PANDA study enrolled 202 PD

patients with H & Y stage II to IV and at least one type of severe

pain, 93 of whom were assigned to oxycodone-naloxone and 109

to placebo. Follow-up was 16 weeks. King’s PD pain scale was

also used a secondary outcome. Post-hoc analyses showed that the

percentage of patients with severe pain decreased from baseline to

TABLE 3 Recommendation for pain rating scales in PD

Use in
PD

Use by Multiple
Investigators

Adequate
Clinimetric
Assessment

Validated
in PD

Conclusion

Scales rating pain intensity
BPI short form X X X — Recommended with caution
King’s PD Pain Scale X X X X Recommended for pain

intensity rating
McGill Pain Questionnaire long form X X X — Recommended with caution
McGill Pain Questionnaire short form X X X — Recommended with caution
NPSI X X X — Recommended with caution
NRS X X X — Recommended with caution
Pain-O-Meter X X X — Recommended with caution
VAS X X X — Recommended with caution

Scales for syndromic classification
DN4 X X X — Recommended with caution
King’s PD Pain Scale X X — — Suggested for syndromic aspects
LANSS X X — — Suggested
PainDETECT X X — — Suggested

TABLE 2 Assessment of clinimetric parameters of pain rating scales

Feasibility Accepta-
bility

Item
Scaling

Internal
Consistency

Reprodu-
cibility

Validity Respon-
siveness

Interpre-
tability

Scales rating pain intensity
BPI short form + + + + + + + N/E
King’s PD Pain scale + + N/E + + + + N/E
McGill long form + + + N/E + + + N/E
McGill short form + + + + + + + +/–
NPSI + +/– + N/A + + + N/E
NRS + + N/A N/A + + + +
Pain-O-Meter + +/– +/– N/A + + + N/E
VAS + + N/A N/A + + + +

Scales for syndromic classification
DN4 + N/E N/E N/E + + N/A N/A
King’s PD Pain Scale + + N/E + + N/E N/A N/A
LANSS + N/E +/– + N/E +/– N/A N/A
PainDETECT + N/E N/E + N/E +/– N/A N/A

+ = adequate; – = inadequate; +/– = adequate but incomplete evaluation.
N/E, not evaluated; N/A, not applicable.
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16 weeks for all pain types in both treatment groups. Significant

improvements with active treatments were registered for “muscu-

loskeletal” or “nocturnal” pains.

Strengths and Weaknesses

This PD-specific scale offers a simple and convenient way of

assessing the frequency and intensity of the most commonly

observed pain syndromes in the disease. It is the only scale with

adequate clinimetric assessment in PD. Its main weakness is that

some nosological entities may not be accurately represented.

For example, the characterization of visceral body pain by the

body location where it hurts may not be adequate. Additionally,

raters need to be trained to recognize nosological categories

covered by the scale given that they are only succinctly

described in the scoring sheet.

Conclusions

The King’s PD Pain Scale is “recommended” for the assessment

of pain intensity in PD, given that it fulfills all criteria (Table 3).

On the other hand, it is “suggested” for the syndromic classifica-

tion of pain in PD because it has not been adequately validated.

Leeds Assessment of
Neuropathic Symptoms and
Signs

Description of the Scale

The Leeds Assessment of Neuropathic Symptoms and Signs

(LANSS) scale was designed to evaluate pain syndrome type.34

It is comprised of two parts, the first one being a pain question-

naire with five self-administered questions (unpleasant sensa-

tions, skin appearance, sensitivity to touch, pain feelings, and

skin temperature) and the second one a sensory testing consist-

ing of two items (allodynia, altered pinprick threshold) to be

conducted by a physician. Positive answers give a certain quan-

tity of points depending on the question, totaling 24 points.

Pain of a predominantly neuropathic origin is diagnosed with

values ≥12. Time frame is the previous week, and it takes 5 to

10 minutes to complete the scale. There are some translations

into other languages. Although a self-administered LANSS has

been validated, it has not been used in PD patients.

Clinimetric Properties

Internal consistency was shown to be good, but reliability has

not been assessed (Tables 2).34 The LANSS scale was able to

discriminate between groups of patients with a clinical diagnosis

of nociceptive or neuropathic pain.34 Evaluation of responsive-

ness is not applicable to this scale, given that it does not reflect

a magnitude susceptible to change. The LANSS has been used,

but not validated, in PD.35

Strengths and Weaknesses

The LANSS is short and easy to use. Its principal weakness is

the need of a clinician for a physical exam.

Conclusions

The LANSS is “suggested” for the syndromic classification of

pain in PD because of scarce clinimetric data (Table 3).

McGill Pain Questionnaire Long
Form

Description of the Scale

The questionnaire can be used to characterize the different

dimensions of pain and is comprised of four parts.36 The first

part is a body map used for localizing pain. In the second

part, patients are asked to disclose pain-related feelings by

selecting the appropriate words. The list has 20 items, each

containing two to six descriptors, dealing with sensory (1–10),
affective (11–15), evaluative (16), and miscellaneous (17–20)
aspects of pain. The third part evaluates changes over time;

and finally the fourth part characterizes pain intensity. The

scale was intended to measure pain at the time of the assess-

ment, but various studies have amended this for retrospective

assessment. Completion can take up to 30 minutes. The ques-

tionnaire is available in a great number of languages and is

self-administered.

Clinimetric Properties

Test-retest reliability has been shown to be acceptable

(Table 2).37 Internal consistency has also been demonstrated.38

McGill subscores correlated with VAS measures of pain,39,40

thus supporting its validity. It has also been shown that the

McGill scale can differentiate between type and cause of

pain.38,41 The scale subscores were also found to be sensitive to

change.36,38 The McGill Pain Questionnaire has been used in

PD only for pain intensity assessment.42–44 No clinimetric data

in this population are available.

Strengths and Weaknesses

The McGill Pain Questionnaire provides a qualitative measure

of pain as well as a measure of pain intensity. It is widely used

and translated and often referred to as the gold standard for pain

measurement. On the other hand, it is a time-consuming scale,

and all patients may not understand some words or may have

difficulty qualifying pain with the words provided.

Conclusions

The McGill Pain Questionnaire long form is “recommended

with caution” for the assessment of pain intensity in PD, given
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that it meets most of the criteria, except validation in PD

(Table 3).

McGill Pain Questionnaire Short
Form

Description of the Scale

This is a shortened version of the McGill Pain Questionnaire.45 It

is comprised of 15 words describing different aspects of pain (the

first 11 words represent the sensory dimension and the four

remaining ones the affective dimension). Patients are asked to rate

whether the word describes their pain, and if it does, then they

indicate the intensity on a scale of 0 to 3. Present pain intensity is

rated from 0 to 5, and a VAS is also available. The time frame is

the previous 24 hours, and the scale can be completed in 5 to

10 minutes. The scale is available in a great number of languages.

Clinimetric Properties

Internal consistency of affective and sensory components was

found to be from moderate to good in different studies

(Table 2).46,47 Test-retest reliability was reported to be high.48

The sensory, affective, and total scores of the short and long

forms were highly correlated before and after an intervention

for postsurgical, labor, and musculoskeletal pain,45 thus suggest-

ing its validity. As observed with the long form, the short form

was able to differentiate pain profiles. Finally, the McGill short

form was sensitive to change.45 The McGill short form has been

used in PD38,49,50 and was partially validated. One study found

that the pain score was different between PD patients and con-

trols.51 Sensitivity to change after an analgesic treatment course

was shown in another study.22

Strengths and Weaknesses

The short form is easier and quicker than the long form. It has

the same disadvantages as the long form regarding the compre-

hensibility of words.

Conclusions

The McGill Pain Questionnaire short form is “recommended

with caution” for the assessment of pain intensity in PD, given

that it meets most criteria but has not been fully validated for

use in PD (Table 3).

Neuropathic Pain Symptom
Inventory

Description of the Scale

The Neuropathic Pain Symptom Inventory (NPSI) aims at

characterizing the severity of the different types of neuropathic

pain.52 The scale is comprised of 10 items forming five sub-

scores (burning pain, pressing pain, paroxysmal pain, evoked

pain, and paresthesias/dysesthesias) that can be added to form

a total score. Two extra items provide temporal pattern of the

symptoms. All items are rated on an 11-point scale ranging

from 0 to 10. Time frame is 24 hours, the scale is self-admi-

nistered, and it can be completed in less than 10 minutes.

There are validated translations into different languages.

Clinimetric Properties

The scale has adequate short- and long-term test-retest reliabil-

ity (Table 2).52 Validity for the three items related to evoked

pain was established by comparing answers with physical exami-

nation.52 Additionally, intensity of brush, pressure, and cold-

induced pain, as assessed by VAS scores during quantitative sen-

sory testing correlated significantly with the scores of the corre-

sponding questions.53 Convergent validity was suggested by the

findings of a strong correlation between the total score of the

questionnaire with the rating of global pain intensity measured

by a numerical scale.52 Responsiveness was demonstrated by

correlating the global impression of change of the patient and

examiner after 1 month of treatment with changes of NPSI

total score.52 The NPSI has been used in PD, but only respon-

siveness to change has been tested.21

Strengths and Weaknesses

The NPSI provides the evaluation of intensity of symptoms of

neuropathic pain.

Conclusions

The NPSI is “recommended with caution” for the assessment

of neuropathic pain intensity in PD, given that it meets most of

the criteria, except validation in PD (Table 3).

11-Point Numeric Rating Scale
and 100-mm VAS

Description of the Scales

Both scales are measures of pain intensity.10 The VAS is a 100-

mm line with an anchor at each extremity: “no pain” and

“worst pain.” The patient is then asked to mark their pain level

and the score is calculated as its distance from “no pain” (in

mm). The Numeric Rating Scale (NRS) consists of 11 points

(0 = “no pain” to 10 = “maximal pain”). Patients are asked to

indicate which number best describes his or her pain intensity.

Verbal description is also possible for the NRS, in which case is

called “verbal numerical rating scale.” Time frame is variable,

ranging from the present time to the previous week. Both scales

are widely used, take usually less than 30 seconds to be com-

pleted, and can be found as part of other questionnaires, such as

the BPI or McGill short form. VAS scores might not be suitable
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for PD because some patients may have difficulties in drawing

crosses because of motor symptoms of PD, but this remains to

be formally tested.54

Clinimetric Properties

Test-retest reliability for both scales has been shown to be mod-

erate, yet acceptable (Table 2).55,56 A strong correlation was

observed between VAS scores and verbal descriptions of pain,

suggesting convergent validity.55,57,58 Similarly, NRS scores

correlated significantly with the West Haven–Yale Multidimen-

sional Pain Inventory and SF-36 Bodily Pain.59 NRS and VAS

scores strongly correlated to one another.55,60 Finally, NRS and

VAS scores increased as temperature was reduced during a series

of 20-second cold pressor trials.61 In clinical trials, reports of

pain relief were related to higher changes in NRS and VAS

scores after treatment, thus suggesting adequate responsiveness.57

These scales have been extensively used in PD and some clini-

metric data are available.3,26,54,62–69 VAS scores were higher in

PD patients with pain related to the disease versus those with

pain from other sources.3 In one study, VAS back pain scores

were higher in PD compared to controls,62 but no differences

were found in another study.66 Mean, worst, and minimal pain

during the month preceding the evaluation were related to EQ-

5D quality-of-life score.64 Both NRS and VAS were responsive

to analgesic interventions.54,65,67

Strengths and Weaknesses

The VAS and NRS are simple, easy to use, well-validated mea-

sures of pain intensity. The NRS can be scored verbally, which

is not possible with the VAS. Moreover, the NRS is more

practical than a VAS, generally easier to understand, and does

not need clear vision or dexterity, which may be particularly

relevant for PD patients. The NRS is the recommended tool

for assessing pain intensity in the general population.70

Conclusions

The NRS and VAS are “recommended with caution” for the

assessment of pain intensity in PD, given that they meet most

criteria, but have not been sufficiently validated for use in PD

(Table 3).

Pain Detect

Description of the Scale

This scale was originally designed as a simple screening tool for

neuropathic pain components in chronic low-back-pain

patients.71 It aims at assessing the intensity of the sensory com-

ponents of pain (seven questions), localization of pain and radia-

tion, pain intensity (three 11-point scales ranging from 0 to 10),

and pain course pattern (four options). The questions about the

sensory component can be summed and integrated with pain

radiation and course to obtain a total score. The following cut-

off points have been found to be the most appropriate for

screening purposes: score ≤12, a neuropathic component is

unlikely (< 15%); score ≥19, a neuropathic component is likely

(>90%); and values in between reflecting uncertainty. Time

frame is the present time, and the scale can be completed in a

few minutes. The scale can be self-administered or administered

by a health care professional. There are some translations to

other languages, and a computerized version is also available.72

Clinimetric Properties

Internal consistency has been demonstrated, but reliability has not

been assessed (Table 2). The scale discriminates between patients

with neuropathic or nociceptive pain.71 Responsiveness has not

been evaluated. The scale has been used, but not validated, in

PD.73 The items rating pain intensity have not been used in PD.

Strengths and Weaknesses

The painDETECT is an easy to use and understand question-

naire, fast, objective, and has good sensitivity and specificity. Its

main weakness is the lack of clinimetric data.

Conclusions

The painDETECT questionnaire is “suggested” for the syn-

dromic classification of pain in PD because of scarce clinimetric

data (Table 3).

Pain-O-Meter

Description of the Scale

The Pain-O-Meter aims primarily at assessing the intensity of

the sensory or affective components of pain.74 It is built on a

plastic support. On one side, patients have to indicate the affec-

tive and sensory characteristics of their pain by selecting the

most appropriate words (15 sensory, 11 affective) by pressing a

key, and to rate pain intensity on a 100-mm line. A weighted

score (range, 1–5) is assigned to each of the 26 available words

and then added to obtain a total intensity score. On the other

side, a body map is available and patients can indicate the time

course of their pain. Time frame was not indicated in the origi-

nal publication, but it has been used to evaluate pain at the

moment of the evaluation or retrospectively. It is a self-adminis-

tered scale and it takes around 5 minutes. There are no vali-

dated translations.

Clinimetric Properties

Both the 100-mm line pain intensity measure and sensory/affec-

tive components have shown acceptable test-retest reliability

(Table 2).74 Validity is suggested by the significant correlations

between the sensory/affective score with the corresponding

McGill pain intensity score and with the 100-mm line pain

intensity scores.74 Both scores decreased after analgesic
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treatments,74,75 suggesting adequate responsiveness. It has been

used, but not validated, in PD.76

Strengths and Weaknesses

The Pain-O-Meter is easy to use and fast to administer. It may

help distinguishing pain types, but it has not been validated for

this purpose. It is not frequently used in clinical practice. Its

main weakness is that it is impossible to know if a word was left

unmarked because it did not describe pain adequately or for

another reason (i.e., missing data). Furthermore, the list of

words may not represent all feelings regarding pain experience

in all patients.

Conclusions

The Pain-O-Meter is “recommended with caution” for the

assessment of pain intensity in PD, given that it meets most cri-

teria, but has not been sufficiently validated for use in PD

(Table 3).

Discussion
Pain in PD is a complex phenomenon, given that a wide range

of painful syndromes might coexist in the same patient.3,7,23

Therefore, clinical assessment must be exhaustive, and only

appropriate tools should be used. Evaluations should establish the

localization of each source of pain, assess duration and symptom

profile, and evaluate intensity. In this review, we evaluated the

general characteristics and clinimetric properties of pain scales

and questionnaires by a standardized method, which allowed us

to make recommendations regarding their use in PD.11

We focused on two aspects of chronic pain, namely, intensity

and syndromic classification. Other characteristics, such as dura-

tion and localization, can be easily evaluated by means of direct

questioning or by body maps. The tools evaluated were very

heterogeneous, and thus each one had its own advantages and

disadvantages. Pain scales developed for use in the general pop-

ulation will be discussed first, followed by PD-specific scales.

Among “recommended with caution” pain intensity scales,

the NRS or VAS, and BPI, might be easier to use than those

employing words for assessing intensity of the affective and sen-

sory dimensions of chronic pain (i.e., the McGill Pain Ques-

tionnaire and Pain-O-Meter). As mentioned earlier, the NRS

has been endorsed for use in the general population.70 There-

fore, among “recommended with caution” pain intensity scales,

use of NRS may be preferable, given that it is more practical

than a VAS, generally easier to understand, does not need clear

vision or dexterity, and can be scored verbally. The only scale

for the symptomatic classification of pain that was considered as

“recommended with caution” was the DN4. It must be men-

tioned that no clinimetric data are available for this scale in the

PD population. Such data are needed before their use can be

more strongly endorsed.

Pain scales originally developed for use in the general popula-

tion suffer from some common limitations. First of all, they do

not allow for the assessment of multiple pain syndromes at the

same time, which is common in PD.3,7,23 Furthermore, they

cannot differentiate pain syndromes connected directly to PD

from those indirectly related or unrelated to the disease.23 In

addition, some pain syndromes observed in PD, such as central

pain or pain related to motor fluctuations, might be difficult to

assess with generic scales. Finally, these scales do not help differ-

entiating pain syndromes that respond to motor treatment (ei-

ther dopamine replacement therapy or DBS) from those that do

not. This is an unmet need and is insufficiently addressed by

existing scales.

The use of PD-specific scales might help to overcome these

limitations. The King’s PD Pain Scale has been recently devel-

oped to assess the frequency and severity of seven well-charac-

terized pain syndromes frequently found in PD and can be

“recommended” for the assessment of pain intensity in PD

because it has been adequately validated and used by investiga-

tors other than the original developers.31 The scale is easy to

use and can be completed in 10 minutes. The King’s PD Pain

Scale has not been validated for the assessment of symptom pro-

file and is thus “suggested” for this evaluation. This validation

will permit the assessment of individual pain syndromes in PD.

It should also be mentioned that a new PD-specific pain scale

has been recently proposed77 and is currently undergoing vali-

dation.

Our work suffered from some limitations. Only scales used

in PD were reviewed, thus omitting useful scales that have not

been used in PD.

In summary, recommendations were issued regarding the use

of pain scales in PD, after the standardized assessment of their

general characteristics and clinimetric properties. King’s PD Pain

Scale is the only “recommended” scale for the assessment of

pain intensity in PD. Further data are needed to validate this

scale for syndromic classification of pain in PD. Assessment of

pain intensity might also be achieved by the NRS and syn-

dromic classification by the DN4, but clinimetric data in PD

are lacking, thus warranting further exploration.
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