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The current Medicine
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MEDICINE PRACTICES SCIENTIFIC AUTHORITIES
disease-centered evidence-based medicine (*)
doctor_centered guidelines / recommendations (*)
patient_centered university and teaching
(ADHERENCE) scientific societies
nursing/counselors/caregivers \ / (*) also: experts’ opinions / personal experiences
volunteers \/
MEDICINE OF COMPLEXITY
4 ~
RESEARCH N ADMINISTRATION
chaos_/fate_biology feasibility
technology sustainability
genetic variability rules and laws
pharmacogenetic spending review
\ 4
NARRATIVE MEDICINE

diagnostic / therapeutic patient_doctor alliance




Vieaicine or Compiexity ana Narrative

Medicine

Medicine of Complexity

Narrative Medicine

the modern Medicine

a new way towards an olistic
approach to Patient and its
clinical situation
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Coaccioli S.

Medicine of Complexity: the Modern Internal Medicine
Clin Ter 2010: 161(1):9-11

Complexity bears its methodological and doctrinal
contribution to the general health and medical
assistance management, as well as to the clinical
context and medical training.

The science of complexity has suggested as alternative
model in which the disease as well as the patient’s
general well-being are the result of a complex
Interaction between various elements of the entire
system, dynamic and unique, of the individual.
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Coaccioli S.
The Narrative Medicine: modern communication

between Patient and Doctor
Clin Ter 2011;162(1)

In the Modern Medicine the ability to communicate represents a
true and unique operative methodology which is the basis of Narrative
Medicine.

This type of approach does not represent an alternative to the
traditional model, but rather expands its boundaries while preserving
its scientific base: where the feelings, expectations, and desires of the
Patients and his interpretation of the disease, more or less obvious,
are read in the broad context in which the Patient himself exhibits.

The Modern Narrative Medicine is a holistic approach to the
complexity of the method known as the most effective and most
efficient — not only in the patient-centred medicine, but also in the
iImprovement of services rendered to the human being as well as the
society at large.
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The Anamnesis of Pain

* Pain History

* Hystory of Previous Health Problems
* Psychiatric Comorbidities

* Psychosocial Factors

* Risk of Addiction

 Assessment and Function

 @Goals

* Physical Exsamination

* Follow-up Visits
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The Anamnesis of Pain: pain history

* Details of pain hystory and associated symptoms
e Details of previous consults and investigation
* Previous treatments tried and details of outcomes

* Current medications, including OTC medications and
other (complementary medicine) treatments
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1he Anamnesis of Fain: previous neaitn
problems

e Comorbidities that could influence the manifestation of
pain syndrome (dementia, diabetes et al.)

 Comorbidities that could influence treatment (renal
failure, CV diseases, sleep disturbance)
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1he Anamnesis oT Fain: psycniatric

comorbidities

Anxiety

Depression

Bipolar disorders
Post-traumatic stress ¢

isorder (PTSD)

Adult attention deficit

nyperactivity disorder (ADHD)
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1ne Anamnesis o1 Faln:. assessment or
function

* To determine the impact of pain on a person’s life and
provide a baseline for follow-up assessment

* |t should cover all the relevant areas and usually includes
impact of pain on domains such as employment, social,
recreational, family, or home responsabilities.

* |t should assess self care, sleep, and ideally evaluate the
overall quality of life.
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The Anamnesis of Pain: follow-up visits

 To review goals achievement
 To review «homework»

* Need to document (the five As):
* Analgesic response
* Activity response
 Aberrant drug related behaviour
* (new) Action plan of care
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The Anamnesis of Pain: methodology

The format for documentation of a multidimensional pain
assessment is recommended.

It serves to ensure that all the various dimensions of pain
have been assessed and serves to facilitate communication
with the patients as well as the other clinicians.
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rain. viethoaology or investigation:
Cronology

* The arise of pain (acute vs chronic)

* How long pain persists

* |s pain recurrent ?

* Is pain persistent ?

* Is pain present during day-time ?

* |s pain present during night-time ?

* The excercise get better the pain / reduce the pain ?

* The excercise make worse the pain / increase the pain ?
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rain. viethoaology or investigation:
Cronology

Acute vs. Chronic Pain

e ] oo

* Sudden, sharp, * Gnawing, aching, diffuse
intense, localized * No definite beginning or end
* Usually self-limited « Varies in intensity;
(<6 months) may remit briefly
* May be associated with | Associated with
physiologic changes | psychological and
(e.g., sweating, | social difficulties
increased heart rate, « Acute pain may be
elevated blood pressure) superimposed
Siddall PJ et ol. In: Cousins M), Bridenbaugh PO (eds). Neural sn‘ockads in Cn'.nf: ond Manageme totm <.&d. Lippincott Williams & Wilkins;

Philadelphia, PA: 1998; Thienhaus O, Cole BE. Classification of pain. rR. P M noge ment:‘ ?

_CRC Press; Boca Raton, FL: 2002. stefano.coaccioli@unipg.it



Fain. iiethodology ofr Iinvestigation: &
Topography

Sclerotome Pain Referral Patterns
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Fain. vMiethoaology or Iinvestigation:
Topography
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Pain. Methodology of Investigation:
Associated Symptoms

e Cardiovascular
* Pulmonary

* Abdominal

* Urinary

* Migraine

e Mood

* Depression

e Self-esteem
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rain. viethoaology or investigation:
Evaluation

Visual Analog Scale Word Descriptor Scale
t t t $ t i
No Mild Moderate Severe Very Worst o No pain
pain pain pain Pain severe possible
pain pan 1 Mild pain
} ! } } ! : i ] 2 = Distressing pain
O 1 2 3 4 5 S 7 8 9 10 3 = Severe pain
Nq Moderate WOI“S‘ 4 Horrible pain
[ pain ' pain - 5 = Excruciating pain
} i
No Worst
pain possibe
pain
Graphic Scale Verbal Scale
“On a scale of 0 to 10, with
g —— —_— a O meaning no pain and 10
@ @ @ @ @ meaning the worst pain you
— ~— : ' S — can imagine, how much pain
are you having now?”

Functional Pain Scale

No pain

= Tolerable and pain does not prevent any activities

= Tolerable and pain prevents some activities
Intolerable and pain does not prevent use of telephone, TV viewing, or reading.
Intolerable and pain pravents use of telephone, TV viewing, or reading.

= Intolerable and pain prevents verbal communication stefano.coaccioli@unipg.it 1
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rain. viethoaology or investigation:
Evaluation

P-Q-R-S-T FORMAT

v'PROVOCATION: how the injury occurred &
what activities increase or decrease the pain

v'QUALITY: characteristics of pain
v'REFERRAL/ RADIATION

= Referred: site distant to damaged tissue that
does not follow course of peripheral nerve

= Radiating: follows peripheral nerve, diffuse
pain

stefano.coaccioli@unipg.it !ﬁ -4



rain. viethoaology or investigation:
Articular Pain

Etiology of Joint Pain

Mono-articular Pain
* Trauma : ( overuse — fractures — hemarthrosis).

* Internal derangementor intra-articular trauma
(Meniscus injury — ligament tear)

* Infectious or Septic arthritis (eg, bacterial, fungal, viral,
mycobacterial, spirochetal, parasitic).

* Reactive arthritis (Aseptic inflammatory arthritis).
* Crystal-induced disease (gout or pseudogout)

* Periarticular syndromes (eg, bursitis, epicondylitis,
fasciitis, tendinitis, tenosynovitis)

stefano.coaccioli@unipg.it JQ



rain. viethoaology or investigation:
Articular Pain

I. Articular or Nonarticular ?

« Articular pain is localized to a specific joint, both
passive and active Range Of Motion (ROM) are
restricted in all planes.

« Nonarticular pain originates from periarticular
structures (tendon or bursa), only active ROM is
restricted in the plane of involved structure.

- Diffuse nonarticular conditions: g¢eneralized
hypermobility and fibromyalgia (diffuse aches
and pain)

stefano.coaccioli@unipg.it JL -4



rain. viethoaology or investigation:
Articular Pain

Patterns of pain

Degenerative joint pain: pain on joint use, stiffness after
inactivity, pain at end of day after Use (osteoarthritis)

Inflammatory joint pain: pain and prolonged stiffness in the
morning, at rest, and with use (Inflammatory arthritis)

Mechanical joint pain: pain related to joint use only
(unstable joint)

Bone pain: pain at rest and at night (Tumor, Paget’s, fracture)

Neuropathic :diffuse pain and paresthesia in dermatome,
worsened by specific activity (root or peripheral nerve
compression)

stefano.coaccioli@unipg.it Jﬁ -4



rain. viethoaology or investigation:
Articular Pain

Patterns of Diagnostic Importance
Pattern of joint involvement

* Simmetrical MCF and PIF joints
* Rheumatoid Arthritis

 Asymmetrical DIP joints
» Seronegative Arthritides

* Spine involvement
* Seronegative Arthritides

* Involvement of DIP, as well as big joints and spine
e Osteoarthritis

* History of acute inflammation (mono-oligo-articular)

* Acute Gout
* Chondrocalcinosis (Pseudogout)

stefano.coaccioli@unipg.it ({T&3



Pain. Methodology of Investigation: QoL
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Hobbies/
Interests

Religious/Spiritual
Philosophical

Concems

Friends & colleagues

Family,
Relationships

Community
Activities

ST . . é"k E%A
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rFain. viethoaology or investigation: Ked
Flags

* Systemic signs and / or symptoms
* Fever

* Loss of body weight
* Loss of appetite
* Aspecific laboratory data: ESR, CRP, total iron,

anemia of chronic disorders
et al.

stefano.coaccioli@unipg.it



Contents
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Anamnesis ot rFain: laKke-rniome
Messages

* Personal History
 Associated Diseases and Associated Therapies

e Carefully Anamnesis of Pain
 Evaluation of Pain and Characteristics of Pain

e Evaluation of Systemic Signs and Symptoms
 Consider Red Flags

stefano.coaccioli@unipg.it



ARTHRITIDES
of PERIPHERAL JOINTS
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Rheumatic Diseases:
degeneratives and inflammatories

Damaged Joint

- Periarticular

Periarticular \ TP ¥
rosis Degeneration osteoporosis

osteoporo > ‘

of cartilage

N

tlammation

h |
of synovium /j§ 9
| \__/\f.—/

N
» Erosion

:/-

: o o\ |

ovial fluid |\

f -
Ligament

laxity
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DD: inflammatory vs degenerative symptoms

Inflammatory disease is

——)

Less likely More likely

Pain after use/at end of day Pain worse after rest/in morning
Morning stiffness for <30 minutes Morning stiffness for >30 minutes
No night-time pain Night-time pain troublesome*

No systemic symptoms Systemic symptoms present*®
Chronic symptoms Acute/subacute presentation

* Bear in mind that night pain and systemic symptoms can be indicative of other
serious pathology including cancer, infections etc.

Stefano Coaccioli, unipg g/ 8¢5



Osteo_Myo_Articular Pain

Symptoms and Signs mechanic  'nflammatory
Pain at rest No Yes
Pain at wake up No Yes
Pain on movement Increases Reduces
Morning stiffness No Yes
Stiffness after inactivity Variable Yes
Signs of inflammation No Yes
Variability due to environmental change yes No

Stefano Coaccioli, unipg @gﬁ



What Causing Chronic Pain ?

Autoimmune and
Inflammatory
Disorders

* e.g. rheumatoid arthritis, lu
» 2 - 3 % of population

Idiopathic Pain

Syndromes

+ e.g. fibromyalgia,
headaches, irritable
bowel

*15-20% of
population have sx.

severe enoughto
Mechanicalor & seek medical
“Wear-and-tear” attention
Disorders * frequently co-exist
« e.g. osteoarthritis with inflammatory
* prevalence very age- apd mechanical
dependant disorders

Stefano Coaccioli, unipg /82



Contents

Osteoarthritis

Rheumatoid Arthritis
Spondiloarthritides
Microcrystal Arthritis

Stefano Coaccioli, unipg @gx



The Osteoarthritis Syndrome

-~

primary _
generalized OA OA of the spine
/"“"”7 =] >—\-"‘*~.\_ \

of the hands

\ e -— 0 "u
secondary OA ' ‘ — ¢
N / NN\ erosive OA

\‘. /
\
\. J

e N /
Y primary OA
OA of the of the hands
vertebral discs




The Osteoarthritis Syndrome

OSTEOARTHRITIS

Healthy joint Osteocarthritis Stefano Coaccioli, unipg




OA: pathogenesis

Chemiokines

Stefano Coaccioli, unipg




OA: pathogenesis

Ligamem

racuiatning

LOMS

Ssyrnovial (joinmt)
cawvily (contlains

synowvial flua)

carnilage

FPaernosteum

Arthcular
capsule.

Hbhrous capsu' e

Synovial
moemorans
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OA of the knhee

STAGE OF KNEE OSTEOARTHRITIS
l I 1 v

Dosbtiv Nikz Vicderane Sevece
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OA of the hands
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OA of the hands

—
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OA of the coxofemural joints
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OA of the spine (lumbar)
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OA of the spine (cervical)
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Osteoarthritis: treatment

- PCM pain
* NSAIDs flares of inflammation
« WEAK OPIOIDS pain
« STRONG OPIOIDS pain
« ADJUVANTS pain

« CHONDROPROTECTIVE AGENTS DMARDs (?)

Stefano Coaccioli, unipg ‘ﬂf



It's coffee

TIME
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Progressive changes in joints

e Stage I:

» Inflammation of the synovial membrane spreads to articular
cartilage & other soft tissues.
» Limitation of joint movt with pain & muscle spasm

PR T
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Osteo_Myo_Articular Pain

Symptoms and Signs mechanic jnflammatory
Pain at rest No Yes
Pain at wake up No Yes
Pain on movement Increases Reduces
Morning stiffness No Yes
Stiffness after inactivity Variable Yes
Signs of inflammation No Yes

Variability due to environmental change yes No

Stefano Coaccioli, unipg g $¢3



Natural history — the disease in the years

early RA intermediate RA late RA

| ;

] == |nflammation

Disability

Rx progression

severity (arbitrary units)

0 5 10 15 y{\ 25 30
years of disease

RALE

~ 9
2 &
B 5

)

Graph: Adapted from Kirwan JR. J Rheumatol. 2001;28:881-886. L
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intermediate

Stefano Coaccioli, unipg




Preclinical phase Clinical disease onset Established disease

| | I |

f

Ostenclact “

Infliximab

Etanercept

Adalin'\umab Tocilizumab
Anakinra Certolizumab | | rjjymat
Canakinumab | | Golimumab [ eir iiimab

L

TNF
000
L

Abatacept

> e

Macrophage

Secukinumab /'
Ixekizumab — 00 Autoantibodies
Brodalumab . Rituximab
TRENDS In Pharmacological Sciences

Nat Rev Rheumatol. 2012 November : 8(11): 656—664.
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The Role of TNF.a
in the Pathogenesis of Rheumatoid Arthritis

Macrophages | Pro-inflammatory cytokines

T Chemokines Increased
> InHiammauon

TNF.a

_ 1 Adhesion molecules Increased cell
P Endothelium Infiltration
\ 1 Vascular endothelial
N A 4 growth factor (VEGF) Increased

\ angiegenesis

Hepatocytes ! Acute phase response

- . : Artcular
Synoviocytes | Metalloproteinase synthesis cartiiage
degraadation:
Osteoclast _
Progenltors /l\ RANKL expression
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IL-17A is the Main Effector Cytokine in the IL-17 Family
and Drives Chronic Inflammation in RA and in SpA

K Chondrocyte /

Pro-inflammatory Cytokines and Chemokines

o : s ~ IL-1 ™
@ \ ﬁ > |TLNg e T > Inflammation
CRP
Neutrophil Macrophage
f IL-8
& — I\';":‘A'; """""""" > Inflammation
e | Neutrophil
5 | VT e .
£ | == N | ., Hyper-
‘ . IL-6 proliferation
Keratinocytes Chemokines
Macrophage IL-6 Matrix
: "“’q.;' o > Coa'\%kj/:gtion --------------- Destruction
Endothelial cell
IL-6
|K%-I-3(:Cee|:|ss - ~ Chemokines Vessel
-~ =9 Growth factors | Activation
o o = _ MMP
> Fibroblast
© Th17 ) a RANKL Bone
2 (CD4+) = MMP e o) pmmes »  Erosion/
_ . Osteoblast/ CElERtEsimis proliferation
osteoclast
T cytotoxic Cartilage
J MMP SN -
\ (CD8+) J > Damage

)

1. Lin A, et al. J Immunol. 2011;187:490-500; 2. Nestle F, et al. N Engl J Med. 2009;361:496-509; 3. Res P, et al. PLoS One. 2010;5:e14108;

4. Cai Y, et al. Immunity. 2011;35:1-15; 5. Miossec P, et al. N Engl J Med 2009;361:888—98



Rheumatoid Arthritis: treatment

- PCM pain

 NSAIDs pain and inflammation

« STEROIDS inflammation and DMARD

- DMARDs pathogenesis (weak activity)
« WEAK OPIOIDS pain

« STRONG OPIOIDS pain

« ADJUVANTS pain

 ANTI-TNFalfa molecules pathogenesis (strong activity)

 ANTI-CKs molecules pathogenesis (strong activity)

Stefano Coaccioli, unipg ~ﬂf
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Spondiloarthropathies

Undifferentiated
Spondyloarthropathy

Psoriatic
Arthritis

Ankylosing

Spondylitis

Acute
anterior

Colitis / uveitis
Crohn’s disease Reactive

arthritis

Stefano Coaccioli, unipg @g



Features
Age of onset

Male:female ratio
Peripheral arthritis

Spine involvement

Enthesitis
Dactylitis
Dermatological
manifestations

Uvertis
Other extra-

articular
manifestations

Familial
aggregation
HLA B27

Spondiloarthropathies

Ankylosing spondylitis

20-30 years
31

Asymmetrical lower

extremities

Symmetncal sacroiliitis
(1009%), delicate marginal
syndesmophytes: lumbar
spine and lower thoracic
spine involved initially

LUncommaon
LUncommaon
MNon-specific

Occasional

Aortic regurgitation,

conduction defects, upper
lobe pulmonary fibrosis,

lgA nephropathy
Common

90%

Reactive arthritis
20-30 years

5:1

Asymmetrical lower
extremities

Asymmetrical sacroiliitis,
hulky marginal
syndesmophytes

Common
Common

Keratodemna
hlennorrhagica, circinate
halanitis

Commaon
Aortic regurgitation

Common

80%

Psoriatic arthritis
35-45 years

11

Any joints

Asymmetrical sacroiliitis,

hulky marginal
syndesmophytes:
cervical spine
involvement most
commaonly

Commaon
Common
Psonasis

Qccasional
Aortic regurgitation

Common

40%

Enteropathic arthritis
Any age

1:1

Asymmetrical lower
extremities

symmetrical sacroiliitis,
delicate marginal
syndesmophytes

Less common
LUncommaon

Enthema nodosum,
pyoderma
gangrenosum

Qccasional
Aortic regurgitation

Common

30%




Spondiloarthropathies

Spondyloarthritis : Septic arthritis

» Bacterial role unproven A « Culturable pathogen in joint
s Adaptive immunity implicated « Microbial virulence

» Sacroiliitis > immune response

» Antibiotics ineffective « Monoarthritis

« Antuibiotics curative

HLA-B27 HLA-B27
related unrelated

« Pathogen in joint in CiReA,
not in post-enteric ReA
e Innate immunity implicated
« Asymmetric oligoarthritis
« Antibiotics may be effective
Reactive arthritis




Spondiloarthropathies

Healthy spine Ankylosing spondylitis

Healthy spine \
Body of ‘

A vertebra

\

? Ankylosing spondylitis

-_—

&‘ . ‘
"‘\ -
L\

5

o

y

\ - Inflammation Fusion of bones

.
.

1 of joints “Bamboo spine”

Ankylosing spondylitis is the most common of inflammatory disorders called spondylo-
arthropathies. Ankylosing spondylitis may lead to fusion between the spinal vertebrae
and the sacroiliac joints connecting the spine and pelvis. Left untreated or in advanced
stages, the result can be a hunched-forward posture and restricted chest expansion.
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Spondiloarthropathies
Inflammatory Enthesitis
4 +Periosteal

new bone
formation

*Subchondral bone
inflammation and
resorption

P

talw

Enthesitis et
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Sacroiliitis

asymmetric localization
of radioactive tracer
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Calcaneous spine
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Low Back Pain: Red Flags

Clinical red flags Organic pathology

Biomedical factors

Concurrent medical problems

latrogenic factors

Beliefs

Clinical yellow flags Coping strategies Psychological or
behavioural factors

Distress (predictors)

Iliness behaviour

Willingness to change
Occupational blue flags Family reinforcement

Work stat . .
‘ e Social and economic

_ : Health benefits and insurance factors
Socio-occupational black o
flags Litigation
Work satisfaction
Working conditions Occupational
Work characteristics factors

Social policy

Stefano Coaccioli, unipg £V




SpcC

»NSAIDS/COX2
»symptomatic relief but do not halt disease

» DMARDs — (eg methotrexate)

»some disease modifying effect but not against spmal
progression

» Ant1 TNF agents

»great promise

c) 2005, Robert A. Kalish, M.D.
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Microcrystal Arthritis: Acute Gout

* Acute gout is a painful
condition that typically
affects only one or a
few joints.

* The big toe, knee, or
ankle joints are most
often affected.

* Throbbing, crushing, or
excruciating pain

* Joint appears warm and
red. Fever may be
there.

Stefano Coaccioli, unipg ?ﬁgs



Acute Gout: pathogenesis

more crystals to form

Proteins lower [ " 7 ). g ('b Wh|||te BI:OOIC(’
pH mgkin? it - Jd £ cells attac
possible for &4 Dy
s

inflammation/pain

Proteins ‘call in’ - Crystals ‘pop’
more white - : o the cell
blood cells
and cause . ' |

Cell releases
proteins

DRJOCKERS.com

SUPERCHARGE YOUR HEALTH
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Acute Gout (podagra)

Swollen and

inflamed joint |/

Uric acid
crystals —
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Acute Gout (chiragra)
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Tophaceous Gout
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Gout: dietetic remedies

FOOD THAT SHOULD BE AVOIDED DURING GOUT

During acute attack white Do not consume leafy
flour, yeast products like vegetables like spinach,

. bread should be avoided. cabbage, brocoli etc.
Limit the intake of foods

that stimulate the
production of uric acid é} ' . 5
such as fatty fish, shell fish, Avoid alcohol- - .-J

meat, eggs and caffeine. ) M) Itincreases the

It increases the production * production of Keep away yourself from
of uric acid. L J . uric acid. cakes, pastries, sugar etc.

Stefano Coaccioli, unipg g/ 8¢5




Gout: therapy

* NSAIDs inflammation and pain
 COLCHICINE pathogenesis

* ALLOPURINOL prevention and pathogenesis
« FEBUXOSTAT prevention and pathogenesis
LESINURAD uricosuric effect

* ( avoid steroids ! )




Microcrystal Arthritis: Chondrocalcinosis

Stefano Coaccioli, unipg



Microcrystal Arthritis: Chondrocalcinosis
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Chondrocalcinosis: therapy

* NSAIDs
« COLCHICINE
 STEROIDS




LOW BACK PAIN



Low Back Pain: Key Concepts

LBP is an uncomfortable and painful sensation in the lumbar
and buttock regions originating from neurons near or
around the spine that are injured or irritated by one or
more pathologic spine processes or attributed as lumbar/
buttock pain but provoked by extra-spinal disorders.

LBP represents the most frequent clinical situation in the
developed countries, second only to common cold
syndrome. In the USA, LBP is responsible for more than 5%
of all physician office visits, and it is one of the most
common causes of pain and impairment in adults.
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Low Back Pain: Key Concepts

LBP often presents itself as an acute attack (acute LBP, aLBP), and it is
most common in the age range from 30 to 50 years. The natural history
of an alLBP concludes with complete recovery in almost 90% of cases
after 8 weeks, but a smaller percentage have repeated attacks as well
as develop chronic LBP (cLBP). In this case, cLBP leads to a huge
economic burden in terms of workday loss and medical resource usage.

The majority of patients shows a mechanical LBP (mLBP) that does not
require any investigation and/or specific therapy. By the way, the
responsibilities of physicians are to identify the minority of patients
affected by systemic LBP (sLBP): in other words, is mandatory to reveal
and to study the more serious and severe or potentially dangerous
sLBP, not only for quoad valetudinem (in terms of quality of life) but
even also for quoad vitam.
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Natural History of LBP

 Acute LBP
— inflammatory or neuropathic injury
— resolves spontaneously with minimal treatment
* Intermittent, relapsing LBP
— more challenging diagnostic and treatment dilemma

— precipitates symptomatic care and more aggressive
interventions aimed at specific underlying pathology

* Unremitting, recurring chronic LBP
— structural, neurophysiological, and biopsychosocial pathology
— requires management at all these levels
— major public health problem
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Nociceptive vs Neuropathic LBP

Nociceptive Mixed Type Neuropathic

Pain Caused by a Pain

Caused by activity in cor_nbinat.ioln of bo;h Initiated or caused by
neural pathways in pnmar;c/l |njur¥fant primary lesion or
response to potentially Bl GO o1 SCIE dysfunction in the

tissue-damaging stimuli nervous system

\ Degenerative
Sports/exercise disc disease

injuries Sciatica

ali':‘lffot I; :,::; Postoperative
pain Medial branch
Internal disc HNP* without HNP* with neuropathy
disruption nerve root nerve root
compression compression

*Herniated nucleus pulposus. Stefano Coaccioli, unipg



e
History

Any evidence of systemic disease?
e Age (especially >50), hx of cancer, unexplained weight loss, chronic infection
e Duration
e Presence of nocturnal pain
e Response to therapy

e Many patients with infection or malignancy will not have relief when lying
down

 note for arthritis patients — young age, nocturnal pain and worsening with rest are
common in AS
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Therapy

Chronic low back pain

 intensive exercise improves function and reduces pain, but is difficult to
adhere to

e anti-depressants: many with chronic LBP are also depressed
» ? maybe for those without depression (TCA)

e opioids
» small RCT showed better effect on pain and mood than NSAIDs

e No improvement in activity

- side effects: drowsiness, constipation, nausea

4R
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FIBROMYALGIA




Fibromyalgia

What Is Fibromyalgia?

* Fibromyalgia (FM) is a condition of chronic widespread
pain
— Primary components are widespread pain, body aches,
and tenderness
* Fibromyalgia patients often have heightened
sensitivity to pain (hyperalgesia); in addition,
nonnoxious stimuli may result in pain (allodynia)
— Other core symptoms include sleep disturbance and
fatigue

rcihirdt CS, et al. APS Clinical Practice Cuidafine Serun, No A, Glerview, IL; 2005 Hmnksson KO, J Sfodd Med 2003;|Suppl 4138994 Stiad R, @t al. Nt Cho Prace
). 6x) \ e

RAvumaral 2006;2:90-98. ‘Welle F, et al. Artheitys Meus. 1990.33:160-172 Gracely BH, ot il ArtAntts Rbwem 2002,46:1333-1343
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Fibromyalgia: symptoms

Fibromyalgia

Central —m———————

- Chronic headaches

- Sleep disorders

- Dizziness
Cognitive impairment
Memory impairment
Anxiety
Depression

Muscular

- Myofascial
pain

- Fatigue

- Twitches

Joints
- Morning
stifmess

Urinary
- Problems
urinating

Eyes
- Vision
problems

Joint of jaw
- Dysfunction

Systemic

- Pain

- Weight gain

- Cold symptoms

- Multiple
chemical
sensitivity

— Skin

- Various complaints

Chest region
- Pain

S Stomach

- Nausea

*_n-:/—Reproductive system

- Dysmenorrhea
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Fibromyalgia: tender points

Occiput:
bilateral, as the

. . subocciptal
Low Cervical: P

bilateral, as C5-C7

Second Rib:
bilateral, at
second
costochondral

Greater
Trochanter
bilateral, posterior
to the trochanteric
prominence.

Knees:
bilateral, at the
medial fat pad
proximal to the

joint line

Trapezius:
bilateral, at the
mid-point of the

upper border

Supraspinatus:
bilateral, above the
scapular spine near
the medial border

Lateral

Epicondyle:
bilateral, 2 ¢cm
distal to the
epicondyles

Gluteal:
bilateral, upper outer
quadrants of buttocks
in the anterior fold of

muscle
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Fibromyalgia: differential diagnosis

Conditions That Mimic

Low thyroid hormone levels (nypothyroldi :

[ »

Vitamin D insufficiency
Parathyroid disease (causing elevated blood calclum'level)
Muscle diseases causing muscle pain (such as polymyositis)
Bone diseases causing bone pain (such as Paget's disease)
Elevated blood calcium (hypercalcemia)

Infectious diseases (such as hepatitis, Epstein Barr virus, AIDS)

Cancer
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PATHOGENESIS OF FIBROMYALGIA
disfunctional sdr due to modified central sensitization

pro-algogenic CKs (IL-1B, IL-6, TNF-a) neurotrasmitters of inhibitory way
neurotrasmitters with nociceptive input discending pain control systems
(substance-P, NGF, BDF) (serotonin, norepinephrine, dopamine)

4‘("(-
B A
o\

SI (decrease)

STG, Insula, Putamen  Cerebellum Gracely’ 2002



Immune and glial cell
responses to peripheral
nerve injury

a) recruitment and
activation of
immune cells

b) glial cell reactions
- distal to the lesion
- dorsal root ganglion
- spinal cord
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In FM the
mastocytes are
associated with
blood vessels close
by tender points



Fibromialgia: red flags

Fibromyalgia Syndrome Clinical Reasoning Guide

“Classic” FMS

- Sleep disorder

- Anxiety

- Depression

- Alterations of CNS chemistry
- Neuro-endocrine imbalances

Organic

- Anemia

- Lyme disease

- Hypothyroidism

- Inflammatory
arthritides

- Dysglycemia

- Occult carcinoma

- Multiple sclerosis

with fatigue
and muscle
tenderness

“Pseudo - FMS”

The various disorders

that are misdiagnosed as FMS
1) Organic diseases
2) Functional disorders
3) Musculoskeletal disorders

Musculoskeletal

- Multiple TrPs

- Joint dysfunction

- Muscle imbalance

- Postural distortion

- Undiagnosed
disc/facet lesions

Functional

- Mitochodrial
dysfunction

- Toxicity

- Gl dysbiosis

- Nutritional
deficiencies

Schneider M, Brady D, Perle S.
i jya Ph in al- WA
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