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Nearly half of patients with chronic
tendinopathy may have a neuropathic
pain component, with significant
differences seen between different
tendon sites: a prospective cohort of
more than 300 patients

Patrick C Wheeler © 2

ABSTRACT

Objectives Identifying the prevalence of neuropathic
pain components in patients with chronic tendinopathy
conditions using the Self-Administered Leeds
Assessment of Neuropathic Symptoms and Signs (S-
LANSS) questionnaire.

Methods Patients with chronic tendinopathy and
‘tendon-like’ conditions treated within a single

hospital outpatient clinic specialising in tendinopathy
were identified. Pain scores, plus global function
patient-reported outcome measures (5-Level version

of EuroQol-5 Dimension and Musculoskeletal Health
Questionnaire (MSK-HQ)), were completed and
compared with the S-LANSS questionnaire

Results 341 suitable patients with chronic
tendinopathy and potentially similar conditions were
identified. Numbers: lateral elbow tendinopathy (39),
greater trochanteric pain syndrome (GTPS; 112),
patellar tendinopathy (11), non-insertional Achilles
tendinopathy (40), insertional Achilles tendinopathy
(39), plantar fasciopathy (100). 68% were female, with
a mean age of 54.0+11.3 years and a mean symptom
duration of 38.1+33.7 months.

There was a mean S-LANSS score of 11.4+6.4. Overall,
47% of patients scored 12 or greater points on S-
LANSS, indicating the possible presence of neuropathic
pain. The highest proportion was in patients with plantar
fasciopathy (61%), the lowest in those with GTPS (33%).
Weak correlations were found between the S-LANSS
score and MSK-HQ score, the numerical rating scale
(0-10) values for ‘average pain’ and for ‘worst pain’, but
not with the MSK-HQ %health value.

Conclusion S-LANSS identified nearly half of
patients with chronic tendinopathy as possibly having a
neuropathic pain component. This is of unclear clinical
significance but worth further study to see if/how this
may relate to treatment outcomes. These results are
from a single hospital clinic dealing with patients with
chronic tendinopathy, without a control group or those
with shorter symptom duration. However, this reinforces
the probability of neuropathic pain components in at
least some patients with chronic tendinopathy.

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Tendinopathy conditions, and similar conditions
such as plantar fasciitis, are common sources of
chronic musculoskeletal pain, and it is recognised
that some patients with tendinopathy may have a
hyperalgesia or allodynia component to their pain.
Some patients with some types of chronic pain will
have a neuropathic pain component, but this has
not yet been well studied in patients with chronic
tendinopathy.

WHAT THIS STUDY ADDS

= Nearly half of patients presented here with tendi-
nopathy conditions or plantar fasciitis scored highly
enough on Self-Administered Leeds Assessment
of Neuropathic Symptoms and Signs (S-LANSS) to
indicate the possible presence of neuropathic pain.
Differences were found between conditions. The
highest prevalence was in those with plantar fas-
ciopathy (61%) and the lowest in those with greater
trochanteric pain syndrome (33%). The S-LANSS
may be measuring novel areas of symptoms as only
weak correlations were found between the S-LANSS
score and the Musculoskeletal Health Questionnaire
score, or the self-reported values for ‘average pain’
and ‘worst pain’.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= This study demonstrates that a high proportion of
patients with tendinopathy and other conditions
will score highly enough on the S-LANSS question-
naire to suggest the presence of neuropathic pain.
Clinicians should be aware of the possibility of dif-
ferent pain types coexisting in patients. How this re-
lates to overall treatment choices and outcomes as

yet remains unknown.

INTRODUCTION

Tendinopathy conditions are relatively
common musculoskeletal problems which
can affect a wide range of tendons of the
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upper and lower limbs. Although symptoms are often
self-limiting, with improvements typically seen over
6-12 months, 10%-35% of patients can be left with
ongoing symptoms with impaired quality of life.'™ This
study investigates patients with five common tendinop-
athy conditions plus plantar fasciitis, which may share
some properties with certain insertional tendinopathies,
seeking to identify if patients may have neuropathic pain
as a component of their chronic symptoms. The condi-
tions investigated here all have certain similarities in
their symptoms, pathophysiology and treatment options.
These are all common conditions, most typically affecting
people aged 40-60, affecting women slightly more than
men, with several risk factors, including activity, or lack
thereof, obesity, impaired lower limb flexibility and
multiple genetic factors.” *® There are some differences
between tendon conditions. For example, patellar tend-
inopathy is less common in sedentary populations than
other tendinopathies and is associated with individuals
particularly involved in sports with sprinting or jumping/
landing components.” Patellar tendinopathy more
commonly affects younger populations than some other
tendon conditions, with one study having a mean onset
of patellar tendinopathy symptoms at 23.8 years (range
16-47).1°

For patients who fail to improve with rehabilitation
alone, many treatment options are available to treat
different tendinopathies, with many of the same treat-
ments being offered to tendon pathologies of different
anatomical locations.'"™” These different treatments
may conceptually address nociceptive pain and/or func-
tional impairments, although any molecular or structural
effects of these interventions may remain unclear.*
Depending on the tendon location, these treatments may
include tension night splints (TNS),""7 guided injec-
tions—including high-volume image-guided injections
(HVIGD) "2 or autologous blood injections (ABI), -
extracorporeal shock wave therapy (ESWT)*™
surgery in recalcitrant cases.”

The pathophysiology of tendinopathies has been
extensively studied, with hypotheses moving from a
primarily inflammatory-driven pathology to a degener-
ative mechanical ‘failed-healing’ model 3% However,
inflammatory processes are present, particularly in the
early stages,” *" with some evidence demonstrating the
persistence of chronic inflammation throughout estab-
lished tendinopathies,”™ although the heterogeneity of
studies means that firm conclusions are hard to draw.”
These inflammatory processes may underlie the possible
sources of different pains experienced in those with tend-
inopathy. While tendon pathology has been explored
greatly, the issues of tendon pain remain far less clear,
with one review previously stating that ‘tendon pain remains
an enigma™® and describes the conundrum between
local tendon pain with its ‘on/off’ characteristic seen
in relation to loading that is seen in patients with tend-
inopathy, but also the example of what is described as
‘pathophysiological pain’ associated with changes within

the nervous system including hyperalgesia (where a stim-
ulus evokes greater than usual pain) or allodynia (where
a stimulus evokes pain in a situation where it normally
would not).” The presence of this ‘pathophysiological
pain’ is supported by a systematic review identifying the
presence of hyperalgesia due to nervous tissue sensitisa-
tion in patients with tendinopathy across several different
anatomical locations studied.*’

The concept of neuropathic pain is defined as ‘pain
arising as a direct consequence of a lesion or disease affecting
the somatosensory system’,*" ** and is associated with higher
ratings of pain intensity, that is, hyperalgesia. The great
heterogeneity between different classifications in studies
makes drawing firm conclusions unreliable.*” However,
neuropathic pain may be present in 7%-10% of the
general population,** and 50% of patients with chronic
low back pain.* ** The presence of specific neuropathic
pain in patients with tendinopathy has been previously
proposed,”” as has the issue of increased, potentially
centrally mediated, sensitisation in at least some types
of tendinopathy.”’ However, the mechanisms, drivers
and implications for this are not well understood. The
presence of neovascularisation has been well established
in various tendinopathies.'* Although several studies
in recent years have identified that while this ingrowth
of blood vessels may be common, its precise function
remains unclear; and while hypotheses suggest these may
be related to tendon hypoxia,* their presence poorly
correlates with symptoms*™' and neovessels are not
necessarily changed by treatments.”® > In addition to
these neovessels, tendinopathy samples have been shown
to have higher levels of several neurochemicals directly
associated with pain including glutamate, substance P
and lactate.”*™® The significance of these neurotrans-
mitters remains unclear, but in addition to promoting
angiogenesis, these may be triggering a ‘neuropathic-
type’ pain by stimulation of the local nerve endings, as
it is thought that the development of neovascularity may
also be associated with the ingrowth of abnormal sensory
nerve endings into tendinopathic tendons.””® This
concept of neoneuralisation has not been explored in
as much detail as the presence of neovascularisation, but
this could potentially be a direct source of (neural) pain
in patients with tendinopathies. Lastly, certain tendon
structures are anatomically associated with neural struc-
tures (eg, plantar fascia and Baxter’s nerve, or common
extensor elbow tendon and radial nerve branches). At
least theoretically, these structures could be aggravated,
even if not mechanically compressed in established tend-
inopathy, giving rise to pain out of the tendon structure
itself.

The development of validated questionnaires has
improved the diagnosis of neuropathic pain,”" and by
identifying and addressing neuropathic pain compo-
nents, improved outcomes may be possible.”*
Preliminary work has sought to identify the presence of
either neuropathic or centralised pain has been studied
previously in populations with chronic tendinopathies

2

Wheeler PC. BMJ Open Sp Ex Med 2022;8:e001297. doi:10.1136/bmjsem-2021-001297

1ybuAdoo
Aq pa1osi0id '1s8nb Aq 202 ‘02 YoJelN uo /wodfwqg-wesuadolwgy//:dny woly papeojumoq ‘220z AN 6T U0 /62T00-T20Z-waslwa/oeTT 0T se paysiand 1siy :paly 919x3 uods uado [INg


http://bmjopensem.bmj.com/

using painDETECT® and Central Sensitisation Inven-
tory® questionnaires, respectively. These have shown that
more than a quarter of patients score highly enough on
these two questionnaires for these factors to be consid-
ered important. While neither of these two questionnaires
are truly diagnostic of neuropathic or centralised pain,
there is an ongoing consideration that many patients
with chronic musculoskeletal pain of various causes will
have pain that is not purely nociceptive in origin. The
Self-administered version of the Leeds Assessment of
Neuropathic Symptoms and Signs (S-LANSS) aims to
identify pain which is predominantly of neuropathic
origin, based on responses to seven written questions.’
The S-LANSS is easy for patients to self-administer, giving
a simple total score, and a value of 12 or greater indi-
cates the presence of neuropathic pain with a sensitivity
of 70%—78%.%° " This study seeks to identify the possible
presence of neuropathic pain via the S-LANSS question-
naire in a population with chronic tendinopathy.

METHODS

Procedure logs were examined from a single UK hospital
outpatient clinic, which has a regional reputation for
managing patients with chronic tendinopathy. Patients
who were being treated for several specific conditions
were identified. These conditions were: lateral elbow
tendinopathy, greater trochanteric pain syndrome
(GTPS), patellar tendinopathy, Achilles tendinopathy
(both insertional and non-insertional subtypes) and
plantar fasciopathy. The treatments that these patients
were to undertake included TNS devices, ESWT, HVIGI
or ABI. The diagnosis of the condition was made by a
single Hospital Consultant who specialises in musculo-
skeletal conditions and whose patient case mix is heavily
slanted towards patients with pain from chronic tendinop-
athy, based on detailed clinical assessment, the exclusion
of other differential diagnoses (including inflammatory
joint disease, or local nerve entrapments mimicking/
presenting with tendon pain) and the use of investigation
modalities. All patients had symptoms that had failed to
settle with simple conservative therapies, including a
structured, progressive home rehabilitation programme
typically involving progressive loading, non-provocative
stretching and proprioception/balance training over a
minimum of 3 months.

Before the treatments, and as a part of their routine
care, patients completed baseline questionnaires about
their pain and level of functioning, including a 0-10
numerical rating scale (NRS) value for their levels of
‘average pain’ and their ‘worst pain’. In addition, the
Self-Administered Leeds Assessment of Neuropathic
Symptoms and Signs (S-LANSS)® %7 was completed to
seek to identify patients who may have neuropathic pain
component to their symptoms. Additional validated
questionnaires were completed to assess the level of
function overall, which were the b-Level version of Euro-
Qol-5 Dimension questionnaire™* as a marker of global
health and functioning and the Musculoskeletal Health

Questionnaire (MSK-HQ) 07 a5 a measure of overall
musculoskeletal functioning. Patient consent was gained
at the time questionnaires were completed.

Statistical analysis

Anonymised data from the procedural logs were inputted
into an Excel spreadsheet (MS Excel for Mac—current
V.16.49) by the author. All data were anonymised before
analysis and held/used in accordance with hospital
procedures. From this, group values (including means,
SDs and ranges) were calculated for the patient group as
a whole and also for different conditions as subgroups.
Most data collected (age, NRS and different patient-
reported outcome measures (PROMs)) were scale data.
This information was analysed through SPSS (V.27), and
the Shapiro-Wilk test was performed to assess normality.
Most data were not normally distributed; therefore,
non-parametric testing was used, typically independent
samples Mann-Whitney U test, Kruskal-Wallis test or
Pearson y” test as appropriate, with Spearman’s correla-
tion used to assess relationships between variables.
Statistical significance was set at p<0.05. Missing value
analysis was not undertaken.

Patient and public involvement

Patients were not directly involved in the design of this
project. The concept of the project has come from
numerous conversations with patients seen in the clinic
with pain from chronic tendinopathy that appears to be
more than ‘just mechanical pain’. Patients’ views were
informally taken during consultations about the ques-
tionnaires that they were asked to complete and how
they found these to complete. Patients were given feed-
back on their own results and how these compared with
normative data for questionnaires.

RESULTS

Results were available for a total of 341 consecutive
patients who attended this hospital clinic for several spec-
ified conditions and who had completed the S-LANSS
questionnaire. All data collected were from November
2017 to February 2022. All patients had their diagnosis
confirmed on imaging, typically ultrasound or MRI, which
was used to confirm the clinical diagnosis and, where
necessary, exclude differential diagnoses. Results were
available for the following patients and tendon condi-
tions: lateral elbow tendinopathy (n=39), GTPS (n=112),
patellar tendinopathy (n=11), Achilles tendinopathy
(total n=79, comprised non-insertional tendinopathy
(n=40) /insertional tendinopathy (n=39)—listed sepa-
rately hereafter) and plantar fasciopathy (n=100).

Patient demographics

The mean age of the patients was 54.0+11.3 years (range:
22.2-84.6 years), and 68% of patients were female. The
symptom duration was 38.1+33.7 months (range: 6
months to 20 years). In keeping with inclusion criteria
as stipulated in the Methods section, all patients had
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Table 1 Patient demographics
Duration of symptoms

Age (years) Gender (Y%omale/%female) (months)
All studied conditions 54.0+11.3 32/68 38.1+33.7
(n=341)
Lateral elbow tendinopathy 47.9+8.4 46/54 30.0+22.2
(n=39)
Greater trochanteric pain syndrome 59.7+10.4 14/86 49.4+40.4
(n=112)
Patellar tendinopathy 37.1£15.7 91/9 18.5+3.2
(n=11)
Non-insertional Achilles tendinopathy 50.0+8.8 40/60 33.0+41.7
(n=40)
Insertional Achilles tendinopathy 55.3+12.7 51/49 32.1+22.8
(n=39)
Plantar fasciopathy 52.9+8.9 30/70 36.2+28.4
(n=100)
P value <0.001* <0.001* <0.001*

Data are mean+SD.
*indicates p<0.05.

previously undertaken a rehabilitation programme of
exercises over a minimum of 3 months, with progres-
sion as individually tolerated. The patient demographics
for each condition are displayed in table 1, with data
displayed as mean+SD.

As displayed in table 1, these demographic variables
differed significantly between the different conditions
studied (all p<0.001), which was predominately explained
by the differences seen in the group seen with patellar
tendinopathy (younger, a greater proportion of males,
shorter duration of symptoms), compared with the
remainder of the conditions studied. There were no statis-
tical differences between the ages of male and female
patients. Female patients had a slightly longer average
duration of symptoms than male patients (40.4+35.9 vs
33.6+28.4, p=0.014) which may be explained by the low
number of female patients in the patellar tendinopathy
group compared with the larger groups with GTPS or
plantar fasciitis.

Self-reported pain and general function scores

There was a mean+SD overall self-reported ‘average pain’
score of 6.5+1.7/10 and a ‘worst pain’ score of 8.1+1.5/10.
There was a mean %health score from the EuroQol-5
Dimension (EQ-5D) questionnaire of 67%+20% and a
mean MSK-HQ score of 32.8+9.1. No significant differ-
ences were found between the different conditions
studied for any of these variables. These data are all
displayed in table 2 as mean+SD, with overall values for
the cohort as a whole and values for the different condi-
tions reported in separate rows.

There were differences found between genders for
the self-reported 0-10 value for ‘average pain’ (male
patients mean 6.1+1.7/female patients 6.6+1.7, p=0.006)
and ‘worst pain’ (male patients 7.8+1.7/female patients

8.2+1.4, p=0.029), but not for the other variables studied
(table 2). However, any differences may have been influ-
enced by the different proportions of male/female
patients with different conditions, as when subgroups
were analysed, the difference was found to be non-
significant and appears to be at least partially confounded
by different proportions of male/female patients with
the different conditions studied.

Possible neuropathic pain
The S-LANSS was used to assess for the presence of neuro-
pathic pain, with a score of 12 or more suggesting that
pain may be non-nociceptive in origin.®® Overall, there
was a mean score of 11.4+6.4 (range 0-24), with 47% of
all patients questioned scoring 12 or higher. The values
for the different conditions were found to be statistically
significantly different (p<0.001), and the overall and the
individual condition subscores are displayed in table 2.
The proportion of patients scoring 12 or more varied
greatly among the different tendon conditions studied,
ranging from 33% for those with GTPS to 61% for those
with plantar fasciopathy. This proportion was found to be
statistically significantly different between the different
conditions (p=0.004). These data are displayed in table 2.
There were no statistically significant correlations
between any of the patient demographics and the
S-LANSS score: age (p=0.566), gender (p=0.133) and
duration of symptoms (p=0.933). There were no statisti-
cally significant correlations seen between the S-LANSS
score and the %health scale of the EQ-5D (p=0.063), but
a weak correlation was identified between the S-LANSS
score and the score from the MSK-HQ questionnaire
(r=-0.364, p<0.01). Weak correlations were also found
between both the self-rated measure of ‘average pain’
(r=0.229, p<0.01) and ‘worst pain’ (r=0.242, p<0.01),
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Table 2 Self-reported PROMs

Self-reported Self-reported

‘average pain’ ‘worst pain’ EQ-5D-5L (%health % S-LANSS
(0-10) (0-10) score) MSK-HQ score  S-LANSS score of 12+
All studied conditions  6.5+1.7 8.1x1.5 67+20 32.8+9.1 11.4+6.4 a7
(n=341)
Lateral elbow 6.2+1.3 8.0+1.2 65+20 33.3£8.5 11.7£5.7 49
tendinopathy (n=39)
Greater trochanteric 6.5+1.8 8.2+1.5 66+21 30.8+£8.5 9.1+5.6 33
pain syndrome (n=112)
Patellar tendinopathy ~ 5.7+1.8 7.3x2.5 73+14 35.8+9.1 9.9+3.4 36
(n=11)
Non-insertional Achilles 6.2+2.0 7.9+1.6 68+17 34.8+8.7 11.9+5.7 48
tendinopathy (n=40)
Insertional Achilles 6.7+2.0 8.2+1.6 71+20 34.7+7.6 11.9+6.7 49
tendinopathy (n=39)
Plantar fasciopathy 6.6+1.8 8.2+1.6 67+20 33.0+10.3 13.6+7.2 61
(n=100)
P value 0.320 0.618 0.544 0.114 <0.001* 0.004*

Data are mean+SD.
*indicates p<0.05.

EQ-5D-5L, 5-Level version of EuroQol-5 Dimension; MSK-HQ, Musculoskeletal Health Questionnaire; PROM, patient-reported outcome
measure; S-LANSS, Self-Administered Leeds Assessment of Neuropathic Symptoms and Signs.

although these latter two may be confounded by a strong
correlation found between the self-reported measures of
‘average pain’ and ‘worst pain’ (r=0.749, p<0.01).

DISCUSSION
This project has investigated the possible prevalence of
neuropathic components of pain in patients presenting
with different recalcitrant tendinopathy and similar
conditions to this single outpatient department for
further treatment. While the presence of neuropathic
pain in patients with tendinopathy was proposed more
than 10 years ago,"” this is the first publication which has
sought to identify the prevalence of neuropathic pain in
patients with chronic tendinopathy with this validated
questionnaire. While neuropathic pain should not be
diagnosed from a questionnaire alone, this project has
demonstrated that nearly one-half of patients overall
score highly enough on the S-LANSS questionnaire to
suggest a neuropathic component to their symptoms may
be present. Previous work assessing for the presence of
neuropathic pain in patients with tendinopathy using a
different questionnaire (painDETECT) identified that
neuropathic pain may be likely in 28% of patients with
chronic tendinopathy, and in another 29%, the score was
equivocal.”* Additional work has suggested that about a
quarter of patients with chronic tendinopathy may have
some element of central sensitisation.”” Should such
patients exist, avenues for reducing the hyperalgesia
and/or allodynia components to their pain should be
explored to optimise care pathways.”

There were statistically significant differences found
in the study between different conditions. Although the
levels of self-reported pain were the same between the

different conditions, nearly twice as many patients with
plantar fasciopathy scored 12 or more with the S-LANSS
(61%), suggesting the possible presence of neuropathic
pain compared with those with GTPS (33%). The reasons
for this difference, and the clinical significance of this,
remain unknown from this study. There were no differ-
ences seen in those with insertional Achilles tendinopathy
compared with those with non-insertional Achilles tend-
inopathy, nor any difference between tendons of the
upper and lower limbs (table 2).

The high proportion of patients with plantar fasci-
itis scoring highly enough to be regarded as having
neuropathic pain remains a potential outlier from the
other conditions in this study. The adjacent location of
neural structures to the plantar fascia origin (ie, Baxter’s
nerve’) could at least hypothetically provide a potential
source for pain if this is aggravated, even if this is not
compressed, that is, no denervation was seen on MRI for
the abductor digiti minimi muscles supplied by this nerve.
It is recognised that there may be cases of plantar fasci-
opathy which overlap with Baxter’s nerve compression”*
which in this study were identified as having plantar fasci-
opathy and treated as such. Alternatively, it may be that
the deep fascia structure that comprises the plantar fascia
is in some way more susceptible to the development of
neuropathic pain than the insertion of tendons into
bone seen in GTPS or insertional Achilles tendinopathy,
or another mechanism may be underlying this difference
seen. The cause for the difference between conditions
and any implications from this difference is unknown
from this study.

This questionnaire has not (yet) been specifically
validated in patients with chronic tendinopathy and
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similar conditions. The wording of this questionnaire
could in some way lead to false positives in this popula-
tion. However, the questions relate to general symptoms
of paraesthesia, colour change, allodynia (evoked pain
from a stimulus not thought to be painful) and hyper-
algesia (pain greater than the level of stimuli should
cause).” There are no obvious questions that would
seem to be candidates for creating false positives in this
patient population, but validating the questionnaire in
this population could be the focus of further research.

This study only investigated patients with six different
clinical conditions, and the number of patients with
patellar tendinopathy in this study was relatively small
(n=11), and this is a recognised limitation of this data set.
It is also important to highlight that the clinical popula-
tion studied here was not necessarily typical of the general
population suffering from tendinopathy, and instead was
a population with chronic symptoms, with the majority
having symptoms for at least 3years’ duration, and who
had all undergone previous treatments including a reha-
bilitation programme already. It is unclear from these
data whether the patients may have been resistant to
other treatments due to the presence of a neuropathic
pain component (as assessed by the S-LANSS score) or
whether this may have developed due to the chronicity
of the symptoms, or if the two may be unrelated. It is
noted that there was no significant correlation between
the S-LANSS score and the duration of symptoms in this
cohort, but this was in the presence of a long duration
of symptoms, and it is not known if similar findings will
be identified in a cohort with much shorter duration of
symptoms, which would need to be the focus of further
study.

Lastly, the clinical significance of those scoring highly
on the S-LANSS questionnaire remains unclear. In this
study, only weak correlations were found between the
S-LANSS questionnaire and either the self-reported
measures of ‘average’ or ‘worst’ pain or the validated
MSK-HQ PROM. This suggests that potentially the
S-LANSS is measuring something different from these
other questions and potentially flagging a specific cohort
of patients within the heterogenous wider groups with
the same condition. This questionnaire may be flagging
a specific group of patients with neuropathic pain who
could benefit from more targeted interventions. This
study does not identify whether there was a specific prog-
nostic value from the S-LANSS score and whether this
could be used to identify responders/non-responders
to treatments, but if this could be shown to have such a
value, then this could potentially lead to individualised
pathways of care.

In summary, the S-LANSS is a patientrated question-
naire that may have value in the management pathways
of patients with recalcitrant lower limb tendinopathies.
This study suggests that nearly one-half of all patients
with chronic tendinopathy score highly enough to indi-
cate the presence of neuropathic pain, based on an
identified threshold score from previously published

work, and that this varied significantly between different
tendinopathy conditions. Several weak correlations
were identified between the S-LANSS score and some of
the other variables assessed in this study. However, the
clinical implications of the S-LANSS scores in this clin-
ical population remain unknown at this time and need
further research, particularly to assess any potential role
in predicting response to treatment.
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