M8. Non-interventional management of spinal disorders ( John Alchin) 
Definition
· Chronic pain: Pain that persists or recurs for longer than 3 months. 
· Chronic primary pain: CP with significant emotional distress and/or functional disability. Is multifactorial (biological, psychological, social factors contribute).
· Chronic secondary pain: cancer, post-cancer treatment, post-surgical, post-traumatic, MSK, visceral, neuropathic, headache, or orofacial pain. 

Acute LBP 
· Patient education & advice to remain active
· Individual patient education not effective for pain, but effective to reassure patient. 
· NSAIDs has benefit 

Imaging in ALBP
· Do not order x ray or other imaging for ALBP unless red flags 
· Early MRI without indication has a strong iatrogenic effect in acute LBP. 
Paracetamol for ALBP: no difference to placebo. Median time to recovery days similar to placebo group.
Paracetamol + ibuprofen for acute pain:    as good as codeine + Panadol. 

Prevalence of disability:  LBP is leading cause. 

Mechanistic pain descriptors 
Nociceptive pain: 
· Pain due to threatened or actual tissue damage causing activation of normally functioning nociceptors
· 2 types: high intensity stimulus in the absence of inflammation. Low intensity stimulus with inflammation. 
Nociplastic pain: 
· Pathological change in function on nociceptive pathways with clinical and psychophysical findings that suggest altered nociception with:  No evidence of actual or threatened tissue damage causing the activation of normally functioning nociceptors. No evidence for disease or lesion of the somatosensory system causing the chronic pain (not neuropathic) 

Evidence for analgesic efficacy: bimodal (being either very good (>50%) or poor ( <15%) ). 
Responders vs Non-responders:     Responders (a minority), Non-responders (the majority). 
Minimise side effects: if analgesic trial failure, deprescribe. 

Treatments for CLBP
Strongest recommendations
1. Exercise: any type
2. CBT or mindfulness-based stress reduction: clinically meaningful pain reduction (30-60% at 18-52weeks vs control) 
Treatment with evidence of benefit (can try).
1. Oral NSAIDs 
2. SNRI (duloxetine)  ( not funded. But venlafaxine is funded in NZ) 
3. Spinal manipulation
4. TCAs ((RR for a 10/100 point improvement= 11.17) : less effective.
Treatments with unclear evidence of benefit (avoid) 
1. Acupuncture
2. Rubefacients (often capsaicin containing) 
Treatment with evidence of No Benefit (avoid) 
· Corticosteroid injections ( epidural injections) 
Treatments where harms likely exceed benefits (avoid) 
1. Opioids
2. Cannabinoids 

Placebo: greater pain reduction, and disability & depression scores reduction. 
      Meta-analysis: placebo effects can influence chronic LBP intensity and disability. 
