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Oocdualiyia

MpooBaMAetl 58-84% twv evnAikwv Kamola oTypn otn {wr Toug

2TLC TIEPLOCOTEPEC TIEPLTTWOELS UDECN CUUMTTWUATWVY
— 50-75% evtog 4 eBdoudadwv
— 90% &vtog 6 uNVWV

Yriotpomnn oodpuadyiog
— 20-44% evtoc 1 €Toug

— 85% otn Stapketa tn¢ {wng

Mepikec popec n ooduadyia dev udietal evieAwc Kot oL oBevelc
napouctal{ouv xpovia oopuaAyia, TTOU UOPEL va EXEL EEAPOELC

Woolf AD & Pfleger B, Bulletin of the World Health Organization 2003, 81 (9)



Xpovia OcdpuaAyia
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Age (Years)
— Freburger et al'* (2009b)

— Johannes et al** (2010)
— Meucci et al?® (2013)

— Silva et al** (2004)
— Almeida et al? (2008)
— Freburger et al'* (2009a)

Chronic low back pain prevalence
(CLBP) according to age (six estimates)

Author, year
* Statistically significant difference (95%Cl).

Chronic low back pain (CLBP)
according to sex (nine estimates)

Meucci RD, et al, Rev Saude Publica 2015;49:73




OcduaAyia

ZUVETIELEG VLA TOUC L0OEVELC KL TNV Kowvwvia

* Meiwon mowotntoc (WNAC
e AnwAegla XpOVOU £pyaoiog

*  2NUAVTLKO KOOTOG MepiBaAng



Mowot NMNapayovtec oxetilovrat e tnv Epdavion
OcduaAyiog;

Dduokn adpavela-kabLoTIKOG TPOmog (WG
Nayvoapkia

Epyaocia tou armottel apon peyoAwv Bopwv, okupuo,
OTPOPLKEC KIVAOELG, HOVNON OAOKANPOU TOU CWUOTOC (rx
odnynon ¢optnywv)

Kakn otaon cwpatog
2TPEC | KATaOALYn
Kunon
Oocteonopwon



MpoAnyn Oocdualdyiac

e BonOouv:
— ToKTIKAR Aoknon
— Awatripnon KaANg GUOLKN G KATACTOONG

e Atgv untapyouv evdeiéelc otL Bonbouv:

— EMUOPDPWTLKEC MApEUBAOELC

— Tpoypappata tpoAndng otnv epyacia
— BonBAuato pNXavikAg UTTOOTAPLENS KATA TNV Epyacia



Katataén Ocdpualyioc Avaloya e Tn AlapKELA TNG

e Oteia: <4 eBéouadec

e Ynoéeia: 4-12 eBdopadeg

o Xpovia: > 12 eBdopadeg
Avaloya pE Tn Stdpkela TG oopuaAyiog:

* Awadopd oto pubuo BeAtiwong
* Awadopd otnv anoteAeopatikotnta dtadopwv Oepansiwv




2toxoc¢ lotopikou-KAwiknc E¢taonc:
Katatoén oopualyioc o 1 ano 3 KATNYopLEC

1. Mn &bk oodualyia (>80%):

ooduaAyia rtou dev pmopel va amodobel og ouykekplpevn vooo N maboloyia
NG 22

2.  Avuvntka oxetlopevn pe prlonaBsio ) ortovOUALKN OTEVWON

3. Auvntkad oXetllOopevn Pe WOLKN 6TOVOUALKA | CUCTNLATLKN tadnon




Awadopikn Arayvwon Ocdpualyiag

Mn-pnxavikou tomou

IrAaxviKn vooog (2%)

Mnxavikou tUTou
oodualyia

Mn bk oopualyia (>80%)
(katamoévnon ooduog)

EkdpUuAiloTikn vOoOo(g
* Aiokwv
*  ApOpwoewv (facets)

InovéuloAicOnon (2%)
InovéuAoAuon
AlokoKAAN (4%)
InovOUAKN oTtévwon (3%)

OO0TEOMOPWTLKO KATAYHA (4%)
Tpoavpatiko Katayua (<1%)

ZUYYEVEiG vOooOL (<1%)
*  Kudpwon-ZkoAiwon
*  Metaatikdg onovéulog

nadnoeg tng 22 (~1%)

NeomAaoia (0,7%)

*  MoAAamAouv HUEAWHOL

*  MEeTaoTaTtko KapKivwua

*  NAépdwpa & Asvyatpia

*  OykoLNM

* OmoBoneprovaikoi Oykot
Noipwén (0,01%)

*  OoteopueAititdba

e Inmukn diokitda

*  MNoapaomovSuAiko anootnpa
*  EmiokAnpidio andotnua

DAsypovwdnc ZnA
A3 (0,3%)
WA

* IONE

Nocog Scheuermann

Nooog Paget

Opyava nvéov

* Npootartitda

*  Evéountpiwon

*  Xp. PAeyp. vooog muélov
* 'Epunvog puon
Nedpiki vooog

* NedpoABiaon

* NMuelovedpitida

* Nepwvedpko anootnpa
AveUpuUOHO QLOPTAG
FaoTPEVTEPLKA VOOOC
*  Naykpeatitida

*  XolAokuotitida

* Awatitpaivov EAKOG

Tpormomnolnuévo amno:
UpToDate, 2019

Wang YXJ, et al., J Orth Transl (2018), https://doi.org/10.1016/j.jot.2018.07.009



Mapayovtec Kivduvou yua MNapovoia ZoBapnc MNadnong
(Red Flags)

HAklo Evapénc <20 etwv R >50 eTwv

loTopLko TPOcdhATOU TPV UATOC

YT0BepO, EMUOEWVOUEVO, N UNXOVLKNC OULTLOAOYLOG AAYOC (xwpis Behtiwon otny avémauon)
OwPaKLKO AAyoC

loToplkd KakonBoucg vooraTog

MNopateTapevn Xprion KOPTIKOELO WV

Xpnon vapkwtlkwy, avocokataotoAn, HIV Aolpwén
JUOTNUOTLKN aoBEveLla

Aveenyntn anwAelo Bapoug

NevpoAoyikr cuprtwpatoloyia (my cuvdpopo umoupidag)
Avatopkn dtatapaxn

T rvvwwwywvwwwww’w

MupeTog

EULAR, Textbook on Rheumatic Diseases, 2012



2xeon MNaBnoswv pe Napayovtec Kwvduvou (Red Flags)

Juxvotnta o Ymomta onpeia
acBeveic pe
Oodualyia

Kapkivog <1% |loTOPLKO KAPKivOU,
AnwAela Bapoug, Mn Udeon otnv
KaTtdkAlon, Aldpkela >1 pnva

OoteopueAitida 0,01% Xpnon E® ouvowwy, Mpoodatn Aoipwén,
Mupetog, HIV
Kataypa 4% ™ HAkio, Mpoodato tpavua,
ANYPn KopTLKOELO WV
AYKUAWTLKN 0,3% MNpwvn duokapia, BeAtiwon pe doknon,
riovdulapBpitida Bpadeia etofoAn, Evapén <40 etwy,

ALdpKeLa >3 UNVEG

Chou R, Ann Int Med, In the Clinic- Low Back Pain, 2014



Common pathoanatomical conditions of the lumbar spine

[A] Normal anatomy
(A) A superior view of a normal lumbar vertebra with cauda equina, nerve roots,
intervertebral disc and ligamentum flavum.
Ligamentum (B} A superior view demonstrating abnormalities including a thickened ligamentum

flavum, a hypertrophied facet and a herniated disc. These pathologic structures
cause the canal to narrow and can impinge on the cauda equina and nerve roots.
(C) A lateral view of the lumbosacral spine demonstrating spondylolysis and
spondylolisthesis. Spondylolysis is a fracture in the pars interarticularis of the
vertebra. Spondylolisthesis occurs when this fracture widens and the vertebral
body slides forward on the one below it.

Nerve
Intervertebral
canal foramen
Intervertebral disc: sDo“de_)lVﬂS
Annulus fibrosus (fracture in pars
interarticularis)

Nucleus pulposus

KAAn diokou

2ITOVOUALKA OTEVWON

* uneptpodla facets

* uneptpodpla wxpolL cuvdEoHoU

2niovduAoAicOnon

Thickened
ligamentum

Hypertrophied

facet Sacroiliac joint

Sacrum

Abnormal anatomy

UpToDate, 2019




KAlvika evpipota

e JUvOpoMO Lmoupidag
— AlatapaxEC odLyKTNPWV KUOTNG - EVIEPOU
— YnawoOnoila katavopng « EAAC»
— Katapynon axtAAeilwv avtavokAooTIKWV Apdw
— Abuvapuia KATw AKpwv

 PuWonaBela
— AvtavakAoon TOvVou 0TO KATW AKPO
— MBavn veupoloykn elkova (Aduvapia-AvtavokAooTIKA)
* INOVOUALKNA OTEVWON
— Emubeivwon dAyouc otnv €ktaon tou koppoU (BeAtiwon otnv kapyn)
— Weubo-blaAeimouvoa xwAotnta



PwlonaBeia (6tokoknAn 04-05, O5-11)

AvOywon suBelacpévou
okélouc* (onpeio Lasegue)

* evoaLwoBnoia 91%
e elbkoTNTA 26%

AvOpwon evBelacpévou
avtifetou okEAouc*

* evoaLwoBnoia 29%
e elbkoTNTO 88%

Deville WLIM, et al, Spine 2000;25(9):1140-7

*NMadoAoyiko:
AAyog okéAoug oTig 30°-70°

90

75
60

30
s

/ 15

Wikipedia

duaioloyikd avwduvo eupog 80°-90°



Lumbar disc nomenclature:

version 2.0

Recommendations of the combined task
forces of the North American Spine
Society, the American Society of Spine
Radiology and the American Society of
Neuroradiology

Fardon DF, et al, The Spine Journal 14 (2014) 2525-45



Lumbar disc nomenclature: version 2.0

Recommendations of the combined task forces of the North American Spine Society, the
American Society of Spine Radiology and the American Society of Neuroradiology

CCZ: Central Canal Zone

SAZ: Subarticular Zone
FZ: Foraminal Zone

EFZ: Extraforaminal Zone

Kevtpikn
YropOpiki
Tpnuatiki

Npoo6La &

CTanndvr| . M.D.

Fardon DF, et al, The Spine Journal 14 (2014) 2525-45



MuU0Ooc: OAot oL acBeveic xperalovrol AELKOVLON yLa
€AEyX0 TOU attiov tnc oodpualyiac

AANOewa:

* OLTEPLOCOTEPEC TIEPUTTWOELC ooduaAyioc odpeilovtal o€
Katamovnon, cuvOeoULKEG PAAPEC & eKDUALOTIKEC SLaTapaxES

* Oulmeploocotepol aoBeveic (pe N xwplg plomabela) mapouvotalouv
BeAtiwon tou ailyouc & tng Asttoupykotntog evioc 4 eBdouadwv

e Aev umtapyouv evdeielc otL Beparneia Baolopevn ota
QTTELKOVLOTLKA EUPAUOTA UTIEPTEPEL TNC CLUVAOOUC AVTIUETWTILONG
NG ooduaAyiag




MuU0Ooc: OAot oL acBeveic xperalovrol AELKOVLON yLa
€AEyX0 TOU attiov tnc oodpualyiac

AANBeLa:

* Hmnopouoia anelkovioTikwy BAaBwv:

— Aev onualvel OTL AUTEC lval UTLEVBUVEC yLOL TOL CUMTTTW LT (TtEVLX PN
OUCYXETLON)

— oAU ocuyvn Kol o€ atopa Ywpic oopuaiyia

MpoorntikA peA€ETn™:
e Ao 200 QCUUTMTWHOTIKA Atopa He eupnpata otnv MR,
51 énaBav oodualyia evtog 5 etiac & ekavav vea MRI:
e  84% autwv xwpic petaBoAn, N e BeAtiwon Twv EVpNUATWY
Movo 4% eixav véa eupnpata oxetllopeva e tn plomadeLa mou
eudavicav

Wang YXJ, et al., J Orth Transl (2018), https://doi.org/10.1016/].jot.2018.07.009
*Carragee E, et al, Spine J 2006;6:624-35.



https://doi.org/10.1016/j.jot.2018.07.009

MuU0Ooc: OAot oL acBeveic xperalovrol AELKOVLON yLa
€AEyX0 TOU attiov tnc oodpualyiac

AANOcia: H un anapaitntn ametkovion:
* Aufavel to KOOTOC:
e Apeoo kootoG e¢stacewv (Aktwvoypadiec-MRI-CT)
* EmakoAouOa:
— EmtutA€ov SLEUKPLVIOTLKEC EEETAOELC
— MoapakoAovBnon
— Noparmnournéc oe eldkolC
— EnepPoatikeg mpatelc afEPaing xpnoLUOTNTOG
* ‘ExeL kwduvoug:
* ExBeon oe aktvoBoAia (Aktwoypadiec OME2: 65x CXR —CT: 500x CXR)
* MapevepyeLleg amo oKLaypodLka

Wang YXJ, et al., J Orth Transl (2018), https://doi.org/10.1016/].jot.2018.07.009



https://doi.org/10.1016/j.jot.2018.07.009

European Spine Journal
https://doi.org/10.1007/s00586-018-5673-2

Clinical practice guidelines for the management of non-specific low
back pain in primary care: an updated overview

Crystian B. Oliveira'© - Chris G. Maher®?(® . Rafael Z. Pinto* - Adrian C. Traeger®*([® - Chung-Wei Christine Lin*?

Jean-Frangois Chenot®(© - Maurits van Tulder® - Bart W. Koes’®

Recommendations of clinical guidelines for diagnosis of low back pain
Na n Xprion AmreikovioTiIKwv MeBodwv

Recommendations for - AFRI AUS BRA BEL CAN DEN FIN GER MAL MEX NETH PHI SPA UK USA Yo of

diagnosis (2015)  (2016) (20013) (20017) (2015) (20017)  (2011)  (2007) (2012}  (2011)  (2Z000) (2011}  (20012) (2016} (2017} agreement
Against the use af 12 out of
X X - X X X X X - X X X X X -
vonttine imaging 12 (100%)
Imaging only if
o thyl s X X X X X X X 7 outof 12
serious patho! is - - 5
pathology (5R%)
suspected
Imaging only when
ol 5 out of 12
the results are likely - X X X - X X -
. (42%)
to change or direct
the treatment
Imaging only if pain
T :bey:nd :n ¥ ¥ 2outofl 2
8 - - .
m (17%)
period

Eur Spine J, 2018



MuU0Ooc: OAot oL acBeveic xperalovrol AELKOVLON yLa
€AEyX0 TOU attiov tnc oodpualyiac

 AAROciwa:
ATteLlkOVLION XpELAETOL:

 Apeoa, av urmtapxet vnioPia cofapnc maboloyiog
— Kapkivou, kataypatoc (apxwka aktwvoypadia),

— Noipwéng, o. ttmoupidacg, N coBapnc, N e€EEALOCOUEVNC VEUPOAOYLKAC
BAaBng (MRI)

 Metd amo cuvtnpntikn Beparneia, av napovcialovv HKpn N
Kopiol BeAtiwon Ko UTtAPXOUV:

— AoBeveic mapadyovteg KivdUvou yLa kapkivo, katayuo, A2 (apxLka
aktwoypadia),

— PuwlonaBela ) cUMMTWHATIKA OTIOVOUALKH OTEVWON, KUPLWG O€
vrtoPidplouc ya xetpoupykn Bepareia (MRI)

UpToDate, 2019




2e NMotiec Nepunttwoelc Zntape HNI-HMT;

Aev vumapyouv cadeic odnylec

Kupilwg otav umapyel afeBatotnta yo tTn oxEon Twv
CUUMTWHATWY OTt0 T KATW AKPO LE TOL AVOTOULKA EVUPAUOATA
MRI A CT

HNI-HMT:

* Eni pllonaBelac — veupomabeLag, evprpaTo amo Toug HUG
eudavitovrat agdol o acBevnc €xeL coBapd cuUMTWHAT
KATW aKkpwv yla >3-4 eBdopadec.

* Na pnv 1o KAVou e TipLy Tic 4 eBdopadec




Oepancia Oteiac OodualAyiac:
2TO)OL

1. Emopknc evnuEpwon acBbevouc, dtafePfaiwon ot cuvnBwe dev mpokeLtal
yla coBapn vooo kot cuviOwg avapévetal avtopatn BeAtiwon (50-75%
o€ 4 efdouadec, 90% oe 6 eBSopAdEC).

2. Aywyn ylo EAEyX0 CUUMTWHATWY, AV £ival amapaitnto.

3. Odbnyia va peivel 600 evepyoc UmopEL Kat va eTLOTPEYPEL 0T ouvhON
Sdpaotnplotnta, cupnepAapBavopevnc tng epyacioc tou.

Antoduyn naBntikwyv BepamevTikwy neBodwv (avanauvong, pooal, UTTEPAXWYV,
nAektpoBepareiag, laser, EAéewv) wg povoBepamelwy, ylati avédavouv tov
Kivbuvo ocupumnepldopwv aoBEVELOC KOl XPOVLOTNTOC.

EULAR, Textbook on Rheumatic Diseases, 2012



PUNOKoWwYIKoU N opayovieEG KIVoUVO U YLoL ELpOVLIGH

AP OVIOTHTOG AAYOUG, AVIKOWVOTHTOG KOUATTWAELCG EPYAGLOG
Yellow Elags)

I AkotdAANAeC cupmepLbopéc kal TTEMOOATELS yia TNV ooduadyia

(mtx, memoiBnon otL n ooduadyia eival emttBAaPnc, N mpokaAel cofapn avikavotnta, N
vPnAég mpoodokieg yla madntikég Bepareieg, avti Tng memoiBnong otL n evepyog
cuppeToxn Oa BonBroel)

I AkatdAANAn avtiSpaon otov ovo

(mtx, dOBoC, KATABALTTIKEG cUUTIEPLDOPEC KAl LEiwWoN TwV KaBnuepwvwyv §paotnplotATwy)

I Suvalodnuatikd tpoPARpaTa
(rtx, kataBALpn, ayxog, kakodlabeaoia, amocupaon amo KOWWVIKEG AAANAETULOpACELC)

EULAR, Textbook on Rheumatic Diseases, 2012



The Fear-Avoidance Model of Musculoskeletal Pain

INJURY
DISUSE

DISABILITY
DEPRESSION

\v
’%%2 f CONFRONTATION

j ‘% PAIN EXPERIENCE
HYPERYIGILANCE & %
-7 FEAR %}'
OF PAIN
THREAT PERCEPTION

\CATAS?OPHIZING LOW FEAR

RECOVERY

NEGATIVE AFFECTIVITY
THREATENING ILLNESS INFORMATION

Leeuw M, et al, Journal of Behavioral Medicine, Vol. 30, No. 1, February 2007 ( C 2006)
DOI: 10.1007/s10865-006-9085-0



O¢epaneia Xpoviag OcpuaAyiac:
2TO)OL

2uvnOwc dev emttuyyavetal n TARPng Vdpeon Tov Movou
Awatipnon AELTOUPYLKOTNTOG, OLKOMOL KOL OLV TTALPOLHLEVEL TTOVO(G

XeLpLopoc Tou aoBevouc, wote va arnoduyel to dauvAo KUKAO TG
XPOVLOTNTAC,

— ennpealovtog BeTikd Touc doBouc, TIC TEMOLBAOELS KAl TNV
LKOLVOTNTA TOU YLOL OVTLLETWTTILON TOU TIPOBANUOTOC KOt

—  BeAtiwvovtag T GUOLKEC TOU LKAVOTNTEC

2& MOAAOUC AOOsVEIC N AVTIUETWITION WUXOAOYIKWY TTAPAYyOVIWV
KaI n EoTiaon oTnv Kivnon Kail oTn QUOIKN O0pacrnpiotnta
BonBacsi mep1ooOTEPLO ATTO 1ATPIKES Osparreisc!!

EULAR, Textbook on Rheumatic Diseases, 2012
Chou R, Ann Int Med, In the Clinic- Low Back Pain, 2014




TLodnyieg divoupue yia doknon;

* Hadpavela KoL N MOPATETAUUEVN OVATIOU O OXETL{OVTOL LLE XELPOTEPEC
ekBaoelc otnv ofeia, umoteia Kat xpovia oopuadyia

e Jeotelo oopuadyia kaAutepec ekBaoelc pe aoknon™

e Je lo)laAyla doknon Kal avanavon xwpic onpavtikn dtadpopa*

* Av 6ev umtapyouv onueio cofapncg unokeipevng maBoAoylagc:
— EvOappuvon yia 6co to duvato no pucloAoyikn dpaotnplotnra
ETUTPEMEL TO AAYOC Kol
— Emiotpodn otnVv £pyacia cUVTOUO (akdun Kat av urtdpyeL akopa dAyog)

*  Mrmopel apyLka va XPELAOTEL KATIOLA TTPOCAPLLOYI] TNC EPYACLOC

*Hagen KB, et al, Spine 2005;30(5):542—-6




European Spine Journal
https://doi.org/10.1007/s00586-018-5673-2

Clinical practice guidelines for the management of non-specific low
back pain in primary care: an updated overview

Crystian B. Oliveira'© - Chris G. Maher®?(® . Rafael Z. Pinto* - Adrian C. Traeger®*([® - Chung-Wei Christine Lin*?
Jean-Frangois Chenot®(© - Maurits van Tulder® - Bart W. Koes’®

Recommendations of clinical guidelines for treatment of low back pain
20ykplon dtadopwv katevBuvinpiwv odnywwv

Recommendations for ~ AFRI AUS BRA BEL CAN DEN FIN GER MAL MEX NETH PHI SPA UK USA % of

treatment {2015) (2016) (2013 2017y (2015) {2017) (2011  (2017) (2012)  (2011) {Z010) (2011) (2012) (2016) (2017)  agreement
1l outol 12
Aveiding bed rest X X - X X X X X X X X X
{92%)
Toutof 11
Acute LBP X X - X X X X X
{6d4%)
Any duration of 4 outof 11
- X X X X
SYmploms (36%)
Using patient
education - advive 1o 12 out of 14
X - X X X X X X X X X X X
maintain normal (68%a)
activities
Toutof 12
Acute LBP X - X X X X X X
(58%)
Any symplom Soutof12
b - X X X X X -
duration (42%)
Lising potient
e P 10 out of 14
education - X - X X X X X X X X X 1%)
(71%

reqryiiranee

Oliveira CB, et al, Eur Spine J, 2018



Mowa pappaka xpnotpornotovvatl otn oopualiyia;

MopAKETOLUOAN
M2AQ
MuoxoAapwTLKA
Ornoeldn
AVTIKOTAOALTTIKA
AVTLETUANTITIKA
KoptLkoeldn

Mowa eival arnoteAecRATIKG;

Oliveira CB, et al, Eur Spine J, 2018



Annals of Internal Medicine REVIEW

Systemic Pharmacologic Therapies for Low Back Pain: A Systematic
Review for an American College of Physicians Clinical Practice
Guideline

Roger Chou, MD; Richard Deyo, MD, MPH; Janna Friedly, MD; Andrea Skelly, PhD, MPH; Melissa Weimer, DO, MCR;
Rochelle Fu, PhD; Tracy Dana, MLS; Paul Kraegel, MSW; Jessica Griffin, MS; and Sara Grusing, BA

Oplopoi HEYEOOUC AMOTEAEGUATIKOTNTOG

Table 1. Definitions for Magnitude of Effects, Based on Mean Between-Group Differences

Slight/Small Moderate Large/Substantial
Pain
5-10 points on a 0-to 100-point VAS or >10-20 points on a 0- to 100-point VAS or >20 points on a 0- to 100-point VAS or
the equivalent the equivalent the equivalent
0.5-1.0 points on a 0- to 10-point >1-2 points on a 0- to 10-point numerical >2 points on a 0- to 10-point numerical
numerical rating scale or the equivalent rating scale or the equivalent rating scale or the equivalent
Function
5-10 points on the ODI >10-20 points on the ODI >20 points on the QDI
1-2 points on the RDQ >2-5 points on the RDQ >5 points on the RDQ

Pain or function
0.2-0.5 SMD >0.5-0.8 SMD >0.8 SMD

ODI = Oswestry Disability Index; RDQ = Roland Morris Disability Questionnaire; SMD = standardized mean difference; VAS = visual analogue scale.

Chou R, et al, Ann Intern Med, 2017, doi:10.7326/M16-2458



Annals of Internal Medicine

Systemic Pharmacologic Therapies for Low Back Pain: A Systematic

REVIEW

Review for an American College of Physicians Clinical Practice

Guideline

Roger Chou, MD; Richard Deyo, MD, MPH; Janna Friedly, MD; Andrea Skelly, PhD, MPH; Melissa Weimer, DO, MCR;

Rochelle Fu, PhD; Tracy Dana, MLS; Paul Kraegel, MSW; Jessica Griffin, MS; and Sara Grusing, BA

Oéeia Ocpualyia

Table 2. Pharmacologic Therapies Versus Placebo for Acute Low Back Pain

Drug ’ Qain)

Magnitude of Evidence SOE Magnitude of Evidence  SOE
Effect Effect
Acetaminophen No effect 1 RCT Low No effect 1RCT Low
‘ NSAIDs Small (pain intensity); no effect 1SR(4RCTs), 1RCT  Moderate Small 2RCTs Low ‘
(pain relief)
Opioids No evidence - - No evidence - -
{Skeletal muscle relaxants  Pain relief: relative risk, 1.72 (95% CI, 1 SR(4 RCTs), 1 RCT  Moderate No evidence - - ]
1.32-2.22) at 5-7. d
Benzodiazepines Unable to estimate 2 RCTs Insufficient  Unable to estimate 2 RCTs Insufficient
Antiseizure medications No evidence - - No evidence - -
Systemic corticosteroids No effect 2 RCTs Low No effect 2 RCTs Low

NSAID = nonsteroidal anti-inflammatory drug; RCT = randomized, controlled trial; SOE = strength of evidence; SR = systematic review.

Chou R, et al, Ann Intern Med, 2017, doi:10.7326/M16-2458
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Table 3. Pharmacologic Therapies Versus Placebo for Chronic Low Back Pain

<> T

Magnitude of Evidence SOE Magnitude of Evidence SOE
Effect Effect
Acetaminophen No evidence = - No evidence - =
— NSAIDs Small to moderate 1SR (4 RCTs), 2 RCTs Moderate Nonetosmall 4RCTs Low
—» Opioids (strong opioids) Small 1 SR (6 RCTs), 4 RCTs Moderate Small 1 SR (4 RCTs), 4 RCTs Moderate
— Opioids (buprenorphine patch or Small 3 RCTs Low Unable to 3RCTs Insufficient
sublingual) estimate
— Tramadol Moderate 1 SR(5RCTs), 2RCTs Moderate  Small 1 SR (5 RCTs), 2 RCTs Moderate
Skeletal muscle relaxants Unable to estimate 3RCTs Insufficient - - -
Benzodiazepines: tetrazepam Failure to improve at 10-14 d: 1 SR (2 RCTs) Low - - -
relative risk, 0.71 (95% Cl,
0.54-0.93)
Tricyclic antidepressants No effect 1 SR (4 RCTs) Moderate  No effect 1SR (2 RCTs) Low
Antidepressants: selective serotonin  No effect 1 SR (3 RCTs) Moderate - - =
reuptake inhibitors
— Antidepressants: duloxetine Small 3 RCTs Moderate  Small 3RCTs Moderate
Gabapentin/pregabalin Unable to estimate 2 RCTs Insufficient Unable to 2RCTs Insufficient
estimate

NSAID = nonsteroidal anti-inflammatory drug; RCT = randomized, controlled trial; SOE = strength of evidence; SR = systematic review.

Chou R, et al, Ann Intern Med, 2017, doi:10.7326/M16-2458
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Table 4. Pharmacologic Therapies Versus Placebo for Radicular Low Back Pain

orug iyt Cran iyt Crunction)

Magnitude of Evidence SOE Magnitude of Evidence SOE

Effect Effect
NSAIDs Unable to estimate 1 SR (2 RCTs) Insufficient - - -
Benzodiazepines: diazepam Relative risk, 0.5 (95% Cl, 0.3-0.8) for 1 RCT Low No effect 1RCT Low

pain relief

Antidepressants: duloxetine Unable to estimate 1RCT Insufficient Unable to estimate 1RCT Insufficient
Systemic corticosteroids No effect 6 RCTs Moderate No to small effect 6 RCTs Moderate
Gabapentin/pregabalin Unable to estimate 5RCTs Insufficient Unable to estimate 5RCTs Insufficient

NSAID = nonsteroidal anti-inflammatory drug; RCT = randomized, controlled trial; SOE = strength of evidence; SR = systematic review.

Chou R, et al, Ann Intern Med, 2017, doi:10.7326/M16-2458
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Recommendations of clinical guidelines for treatment of low back pain
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Recommendations for AFRI AUS BRA BEL CAN DEN FIN GER MAL MEX NETH [FHI SPA UK USA %% of
treatment 20015y (2016) (2013 (201T)  (2005) 20Ty (2000)  (2007) 2012y (2011) (2000 (2001)  (2012) (2006} (201T)  agreement
a Prescription of NSAIDs ‘n
L out of 15
C Jfar any symptom X X X X X X X X X X X X X X
> . (93%)
duration
Tnsuefficient doa x 1 outof 13
regarding NSAIDs for [T%)
chronic LEP
Prescription of 8 out of 14
- X X X X X X X X
paracetamol (57%)
4 put of 8
(a8 Acute LBP - X X X X
L (50%)
-
> Joutof 8
Chronic LBP - X X X
(37%)
Any sympiom Joutof 8
¥ symp i X X X
duration (37%)
<
= Agrarinsi the
<< ) ) 5 out of 14
- prescripiion of - X X X X X
{36%)
paracetamol
13ouof 15
Using apioids X X X X X X X X X X X X X
(87%)
Soutof 13
o Acute LBP X X X X X X X X
w (61%)
-
> : Soutof 13
Chronic LEP X X X X X
(38%)
Any duration of X % 2outof 13
symptoms (23%)
Agerinsy the Iouiol 15
X X X
|<_: prescription of apioids (23%)
§ Zoutol 3
Acute LBP X X
(60"
Chronic LBP X | out of 3
{33%)

Oliveira CB, et al, Eur Spine J, 2018
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2UVOALKN EKTLNON

NopakeTapdAn Agev elval amoTeAECUATIKA
MzZAD Méetpla amoteAeopaTIKOTNTA
(uelwon évtaong-oxtL Udeon novou)
MuoxaAapwTlka Meploplopévn xpron Xpovika (emi avemnapkoulg
anoteAéopatog Twv MZAD), mpokaAoUV KATACTOAN
OmnosLdn 2"S ypa UG Oeparmeia og eMIAEYUEVA TIEPLOTATLKA,
Kivbuvocg e€aptnong
AvTiKaTtaBAuTTikA MwpO amotéAeocpa o€ xpovia oodualyia
AVTLETUANTTTIKA Xwplc anotéAeoua
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Recommendation 1 (Grade: strong Recommendation):

Given that most patients with acute or subacute low back pain improve over time
regardless of treatment, clinicians and patients should select nonpharmacologic
treatment with superficial heat (moderate-quality evidence), massage, acupuncture,
or spinal manipulation (low-quality evidence).

If pharmacologic treatment is desired, clinicians and patients should select
nonsteroidal anti-inflammatory drugs (NSAIDs) or skeletal muscle relaxants
(moderate-quality evidence).

Qaseem A, et al, Ann Intern Med. 2017; doi:10.7326/M16-2367
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Recommendation 2 (Grade: strong
Recommendation):

For patients with chronic low back pain
(LBP), clinicians and patients should
initially select nonpharmacologic
treatment with exercise,
multidisciplinary rehabilitation,
acupuncture, mindfulness-based stress
reduction (moderate-quality evidence),
tai chi, yoga, motor control exercise,
progressive relaxation,
electromyography biofeedback, low-
level laser therapy, operant therapy,
cognitive behavioral therapy, or spinal
manipulation (low-quality evidence).

Recommendation 3 (Grade: weak
recommendation): In patients with chronic
LBP who have had an inadequate response
to nonpharmacologic therapy, clinicians
and patients should consider
pharmacologic treatment with
* NSAIDs as first-line therapy, or
e tramadol or duloxetine as second-line
therapy.
Clinicians should only consider opioids as
an option in patients who have failed the
aforementioned treatments and only if the
potential benefits outweigh the risks for
individual patients and after a discussion of
known risks and realistic benefits with
patients (moderate-quality evidence)

Qaseem A, et al, Ann Intern Med. 2017; doi:10.7326/M16-2367



EmeBOTIKEC LN XELPOUPYLIKEC MAPEUBACELC

* EmwokAnpidia €yxuon KopTLKOELOOUC

— Movo og unoéeia N xpovia oopuadyia pe pllondbeLa, LE ETILUOV
£VTOVOU TTOVOU TIOPA TN oUVTNPNTLKY Beparmneia >6eBSopAdEC

— Mapodbiko amnoteAeopa!
— OxL og oeia oopuaAyia, OxL o OTIOVOUALKN OTEVWON

* AAAec pEBodoL: Ta otoxeia TNC BLBAloypadiac dev delyvouv
QTTOTEAEOUOTLKOTNTA KOl EV CUVLOTWVTOL:

— evOOOLOKLIKEC EYXUOELG, eyxUoELC ota facets, OTLC LEPOAQYOVLEC, OTOV
aroeldn pu, evdodiokikn nAektpoBepuikn Bepareia (IDET),
Stadepuikn evbodilokikn RF Bepuomnnéia (PIRFT), RF amovelpwon,
npoAoBeparneia, eyxUoelc aANOVTLKN G TOELVNC

UpToDate, 2019



Moiec Eivan ot Evoeiéeic Xetpoupykne Emepfaonc;

Evbeiéelc emeiyovoac emepBaonc:
e JUvOépoMO Lmoupidog

— Awatapaxec Asttoupylac oplyKTtApwy EVIEPOU-0UPOSOXOU KUOTNG
— YnowoOnola pe katovourn «oeAag»

* loxlaAyia pe coBapec N EEEALOOOUEVEC KLVNTIKEC SLATAPOXES

— ETEPOTMAEUPEC N AUPOTEPOTIAEUPEC



Moiec Eivan ot Evoeiéeic Xetpoupykne Emepfaonc;

EmAektikec evdeiéelc emepuPBaonc (1N emeiyovosc):

AloKOKNAAN:

* Abuvapulia paylaiac éktaoncg MNAK 3 peyaiou daktulou, (n Ara aduvapia
dev amoteAel amoAutn EvoeLen)

e Emipovo €vtovo aAyoc, aoBeveic mou ermtBupouv (oxL ptv Tig 6 eBdouadec)

* AvOLKTH SLOKEKTOUN 1N ULKPOOLOKEKTOUN

2TLOVOUALKN OTEVWON Xelpoupyeio (évavtt suvTnpNTKAC aywync):
e g EMIPOVO OUUTTTWHOTO * KaAUTEPO Bpaxunpobeopo anoteleopa,
e [leTtaAeKTOUN T

al * ywpic dtadopd petd amo 1-2 kal MAEoV TN

Mn £6kR ooduaAyia
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Abstract

Lumbar disc herniation (LDH) is highly associated with inflammation in the context of low back pain. Currently,
inflammation is associated with adverse symptoms related to the stimulation of nerve fibers that may lead to pain.
However, inflammation has also been indicated as the main factor responsible for LDH regression. This apparent
controversy places inflammation as a good prognostic indicator of spontaneous regression of LDH. This review
addresses the molecular and cellular mechanisms involved in LDH regression, including matrix remodeling and
neovascularization, in the scope of the clinical decision on conservative versus surgical intervention. Based on the
evidence, a special focus on the inflammatory response in the LDH context is given, particularly in the monocyte/
macrophage role. The phenomenon of spontanecus regression of LDH, extensively reported in the literature, is
therefore analyzed here under the perspective of the modulatory role of inflammation.

Keywords: Low back pain, Spine, Intervertebral disc, Immunomaodulation, Macrophages
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Fig. 2 Representative proposed mechanism of LDH resorption. Both herniated IVD tissue and macrophages produce tumor necrosis factor alpha
(TNF-a), monocyte chemoattractant protein (MCP)-1, matrix metalloproteinases (MMPs), interleukin (IL)-6, IL-8, prostaglandin E2 (PGE2),
cyclooxygenase 2 (COX2), and nitric oxide (NO), which contribute to the inflammatory reaction and resorption of the herniated tissue. Vascular
endothelial growth factor (VEGF) induces blood vessel ingrowth and neovascularization, which support immune cell mobilization to hernia site.
Insert: in rat model of IVD herniation, CD68" macrophages localized within hernia (delimitated by dashed line), which include a blood vessel
(arrow). Scale bar: 100 um. Image used elements from Servier Medical Art; insert: unpublished
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Cunha et al. Arthritis Research & Therapy, 2018; 20:251
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