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Disposition

Vad ar smarta?

Hur behandlas langvarig smarta?
_ite om forskning!

~ika!

Vilka ar vi pa Smartcentrum och vad gor vi?

Fragestund!
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Smarta

"Smdirta dr en obehaglig sensorisk och
emotionell upplevelse forenad med
vavnadsskada, eller beskriven i termer av
sadan skada. Smdrta dvr alltid subjektiv och
kan upptrdda i franvaro av vdavnadsskada’.

(def enligt International Association for the Study of Pain)
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AKUT SMARTA

Oro/Stress/Angest

Earligt?
Skyddssystem Al Smartal eard?
Hur ont?

Var?

Meningsfull

Upplevelse av smartan
Personlighet

Minne

Erfarenheter

Soka vard
Operation/Gips/Sy
Lakemedel
Ovningar/Rehab
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Smartsignalens vag fran perifer vavnadsskada till hjarnbarken

Angest, radsla, stress

Hjarna i Talamus
genomskarning

Broms

Hypotalamus

Orsak-betydelse

A-beta fibrer-beroringsfibrer

. . PAG
Karnor med neurotransmittorer

Intensitet och lokalisering

Nucleus raphe

DNIC magnus (NRM) ‘
> Hjarnstam
< Formatio
reticularis
Ganglion
A- och C-fibrer \ T~ Ryggmirg
Smartreceptor

(nociceptor)



Langvarig smarta

Ni tror bara att
smartan sitter i
huvudet?

Jag vill ha en
medicin som
funkar!

Min granne har
fatt en medicin
som heter x. Kan

Jag tal mycket jag ocksa fa den?

smarta, men
anda gor allt sa

ont, varfor? Varfor gar inte

min smarta over?

Kanns som att
ingen lyssnar pa
mig och tar mig
pa allvar.

Ni sager att det
bara beror pa

stress! Hur ska jag trana?

Vad jag an gor sa
far jag mer ont.

Kan jag inte fa en

blockad?




LANGVARIG SMARTA .
Inte meningsfull

Egen sjukdom

Konskvenser:
Fysiska
Psykiska
Sociala
Existentiella
Ekonomiska

Manga atgarder
som fungerzr vid

akut smaita
fungerar inte vid
langvarig smarta.
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Akut smarta vs langvarig smarta

Meningsfull smarta Meningslos smarta

4

Skyddar fran ytterligare skada-ldakning Fysiska, psykiska, sociala och existentiella konsekvenser

v



Smartmekanismer

* Nociceptiv smarta
Vavnadsskada eller —irritation. Retning av nociceptorer i hud,
muskulatur, benhinnor (somatisk smarta) eller inre organ(visceral
smarta). Somatisk smarta ar ofta latt att lokalisera och ar tydlig och
distinkt tillskillnad fran visceral smarta dar det ofta ar tvartom.

* Neuropatisk smarta

Skada eller sjukdom som innefattar det perifera och/eller centrala
somatosensoriska nervsystemet.
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Smartmekanismer

* Nociplastisk smarta
Forandrad nociception orsakad av stérd smartmodulering,
kombinerat med avsaknad av tecken pa pagaende eller hotande
vavhadsskada, eller skada eller sjukdom i det somatosensoriska
nervsystemet. T.ex langvarig landryggsmarta, IBS, fibromyalgi.

* Psykogen smarta
Bakomliggande allvarlig psykisk ohalsa ar orsaken. Tex djup
depression



Smartteckning

MMM XXXX TR
MMM XXX TET
Molande Briinnand Ilande Tryckande
o m R SSS BBB
m nrm e SSS BBB
Stickande
Huggande, skiirande | »sockerdricka” Muskelkramp Bultande
DDD
DDD -
Ovrigt

VAND!

Normal dygnsvariation av smiirtan
Ange med ett kryss hur din sméirta dr i allménhet pi morgonen vid uppstigandet

klockan 12.00, klockan 18.00 samt nattetid (om du ir vaken). Undvik att beskriva
dagar med ovanligt svir smirta eller sméirtfrihet.

Pinande
Svar smirta
Mattlig
Litt smirta

Ingen smiirta

06.00 12.00 18.00 24.00

Vad kar smirtan?

Vad lindrar smirtan?

Tidigare behandling:

Nuvarande smirtstillande likemedel:




Andra begrepp inom smartfysiologi

Portteorin (Melzak &Wall

1965)

Dermatom, sklerotom,
myotom, viscerotom

Fellokalisering av smarta-
t.ex refererad smarta

Sensitisering

/{Medial brachial
~A~ Intercostobrachial
Medial

antebrachial

Lateral
antebrachial

\_ Lateral cutaneous
Posterior cutaneous

— Intermediate cutaneous
\— Medial cutaneous

Obturator

—Patellar plexus

+— Superficial fibular

Sural

Superior lateral cutaneous
Medial brachial cutaneous
Intercostobrachial
Posterior cutaneous of arm

Posterior antebrachial
cutaneous

— Lateral antebrachial
cutaneous

Lateral cutaneous
branches

Medial cutaneous
of forearm

Posterior divisions
of lumbar nerves

\— Lateral femoral cutaneous

~— Branches of posterior
F femoral cutaneous

Anterior femoral

- Lateral sural cutaneous

Medial crural branches of saphenous

Superficial fibular

Sural nerve

Branch from tibial
Lateral plantar
Medial plantar
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Mer om smarta och hjarnan

Smarta ar ett otillforlitligt matt pa féorekomst eller grad av vavnadsskada — bada kan existera utan den
andra.

Det finns inget enskilt ‘smartcentrum’ i hjarnan. Smarta ar en komplex upplevelse som involverar flera
omraden i hjarnan over tid.

Smarta kan paverkas av vad du ser, hor, doftar eller ror, saker du sager, saker du tanker och tror, saker
du gor, platser du aker till, manniskor i ditt liv och saker som hander i din kropp.

Vid hot ar kroppen kapabel att aktivera multipla skyddssystem inkluderande immunsystemet,
endokrina systemet, motoriska systemet, autonoma, respiratoriska, kognitiva, affektiva och
smartsystemet. Vilket som helst eller alla kan bli 6verbeskyddande.

Att lara sig om smarta ar en sorts behandling. Nar du forstar varfor du har ont sa har du mindre ont.

Nar du forstar mer om smarta kan du borja planera och utforska olika vagar till forandring.

m region
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Nu blire film

m region
vasterbotten



Hur behandlas o

langvarig smarta?
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Behandling vid akut smarta

T.ex. akut smarta i muskler, leder eller vavnader runt om lederna

- Smartanalys
- Smartlindring (Akupunktur, TENS)

- Aterstilla funktionen

4
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Behandling och rehabilitering vid langvarig
smarta

Bio-psyko-social modell

Psykologiska Sociala
faktorer faktorer




Rehabilitering vid langvarig smarta

B




Rehabilitering vid langvarig smarta

Mindre psykologisk belastning
Battre hanteringsstrategier

Mindre radsla

Okat socialt deltagande inkl. arbete

Forbattrad halsa och livskvalitet




Rehabilitering vid [angvarig smarta

MMR sker oftast i grupp och innehaller ofta:
- Undervisning

- Fysisk traning inklusive motorisk kontroll
- Psykologiska interventioner

- Atgarder for arbetsatergang




Rehabilitering vid [angvarig smarta

Fysisk aktivitet — akuta effekter

1) smartlindrande effekt

2) forbattrad prestationsformaga, forbattrat stamningslage, minskad
stresskanslighet och forbattrad somn

3) positiva effekter pa livsstilsrelaterad ohalsa



Multimodal rehabilitering-utvardering
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MMR i Vasterbotten och Ostergotland

Tva studier av patienter som deltagit i MMR i Vasterbotten och
Ostergotland:

- Kvalitativ studie- intervjuer som analyserats
- Kvantitativ studie — 1-arsuppféljning

Probability of not being on sickness absence (sick leave and sickness compensation/disability
ension) at 1-year follow-u

Univariate logistic regression Multiple logistic regression
n OR (95% CT) p-value n=193 |OR (95% CI) p-value
Variables at baseline
Sex 234 0.686 (0.328-1.434) 0.317
Age 234 0989 | (0.966-1.013) | 0.366
Education 234 1.011 (0.533-1916) | 0974
Pain intensity last week 232 0.836 | (0.719-0.973) | 0.021 0.923 (0.759-1.23) 0423
HADS-A 231 1.006 | (0.952-1.063) | 0.825
HADS-D 230 1.002 | (0.944-1.064) = 0.945
FRI 233 0.965 (0.949-0.983) | <0.001 0.982 (0.957-1.007) | 0.152
CPAQ-AE 224 1.016 (0.993-1.040) 0.174
CPAQ-PW 220 0.999 | (0.970-1.030) | 0.952
PCS 232 1.009 | (0.985-1.033) | 0473
LiSat-life 232 0.976 | (0.554-1.718) | 0.933
LiSat-vocation 227 1.801 (0.901-3.565) | 0.091 0599 | (0.278-1.289) | 0.190
EQ5D-VAS 229 1.010 | (0.996-1.024) | 0.161
Self-rated work ability 232 1272 (1.144-1.415) | <0.001 1.193 (1.209-1.059) 0.005

Likelihood of work within 6 months 201 0.845 (0.708-1.008) | 0.061 1.060 (0.895-1.254) | 0.500
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"THE ACCEPTANCE”™ OF LIWVING WITH CHROMNIC PAIN — AN OMNGOIMNG
PROCESS: A OQUALITATIVE STUDY OF PATIENT EXPERIENCES OF MIULTIMIOD AL

BEEHAEBILITATION INM PRINMIARY CARE

Elisabeth PIETILA HOLMMER, RPT, MSc:, Britt-Marie STALMNACKE, MD, PhD:, Paul ENTHOWEM, RPT, PhD= and Gunilla

STEMNEBERG, RPT, PhD=

From the ‘Department of Community Medicine and Rebhabifitation, Rehabilitation Medicine, Umel Liniversity, UimesS, “Department of
Medical and Health Sciences, Linkdping University, Linkdping and *Departmrent of Community Medicine and Rehabilitation, Physiotheraoy.,

Umed University, Umel, Sweden

Dbhjective: To explore patient experiences of partici—
pating im multimodal pain rehabilitation in prinmaey
=1 T-1

Subjects: Twelve former patients (7 women and S5
myemnm) in multimodal rehabilitation in primary care
were interviewed about their experiences of mwolti-
mio-dal rehabilitation.

Methods: The interviews were analysed usimg guali-
tative content analysis.

Results: Analysis resulted in 4 categories: (i) from
discredited towards cbtaining redrecss; (§ii) from an-
certainty towards knowledge; (iii) from loneliness
towards togetherness; and [iv]) Tacceptance of pain™:
an ongoing process. The results show that hawing
obtained redress, to obtain knowledge abowt chronic
pain, and to experience fellowship with others with
the same condition were halpful in the acceptance
process. Howewer, there were patients who found
it difficult to reconcile themselves wwith a life with
chronic pain after multimodal rehabilitation. To find
what was “"wrong™ and to hawve a medical diagnosis
and cure were important.

Conclusicrn: Patients in primary care multimodal re-
habilitation experience a complex, ongoing process
of accepting chromnic pain. Four important categories
weare described. These findinmgs will help others to
understamnd the experience and perspective of pa-
tients wwith chronic pain who engage in multimmodal
rehabilitation.

Key words: chromic pain; multimodal rehabilitation: primary
healthcare.

Accepted Sep 21, 2017; Epub ahead of print Oct 27, 2017
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Pain iz a complex multifaceted condition, since it is
influenced by, and interacts with different physical_
emotional psvchological and social factors. In addition
to an mdividual’s daily function, activity and partici-
pation, these problems often result in high economic
costs for society. The costs include high wtilization of
healthcare resources, long-term sick leawve, absence
from work, and lost productivity (6. 7). A growimng
body of evidence supports multimodal rehabilitation
(MWMMWAR), compared with vnimodal rehabilitation, for
the treatment of patients with chronic pain. MHhJIR has
been shown to have long-term and positive effects on
return to work and sick leave (1, 3, 8—117).

MMFE. is based on a bio-psychosocial model that
considers somatic, psychological, environmental and
personal characteristics. MME includes a combination
of physical and psychological interventions performed
by an interdisciplinary team with a common goal, over
a lengthy period of time. The patients collaborate ac-
tively with the team in goal-setting and reaching the
goals (1)

MMBAR. has tradiftionally been provided in specialty
care, but after the introduction of the Swedish rehabili-
tation warranty in 2008 MMMIER programmes have also
been performed i primary healthcare for patients with
less complex chronic pain. There is limited research
into how BRARME works in primary care (1). In a previons
study healthcare professionals perceived MMRE 1o be a
helpful treatment for patients with chronic pain {12).
In another primary care studv, patients attributed the
staff with having an important role i understanding
individual needs and confidence-inspiring alliances
{13). Ekhammar et al {14). studied experiences of
change related to MBME and found that, after DIMNR
patients felt a sense of “increased living space™. Since

- E T T o R (T T Pt B | P



Kategorier

Underkategorier (exempel)

Fran misstro till upprattelse

Fran osakerhet till kunskap

Fran ensamhet till gemenskap

”Accepterande” av smarta ar en pagaende
process

Fore MMR, blev jag misstrodd

Alla tror att smarta ska ga att fixa
MMR gav upprattelse

Personalens forhallningssatt var viktigt

Vill veta vad som ar fel
MMR gav kunskap

Minskad radsla och angest efter MMR
Forklaringar om smarta ger trygghet

Trygghet och gemenskap 1 gruppen
Dela erfarenheter och upplevelser
Grupp inget for mig

Tillater inte smartan att ta kontroll over mitt liv
Andrat beteende efter MMR

Svart att forlika mig med smartan

Jag vill bli botad
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LONG-TERM OUTCOMES OF MULTIMODAL REHAEBILITATION IN PRIMARY CARE

FOR PATIENTS WITH CHRONIC PAIN

Elizabeth PIETILA-HOLMMER, RPT, PhD?, Paul ENTHOWEN, RPT, PhD==, Bjérn GERDLE, MD, PhD=, Peter MOLANDER,

RP, PhD=+ and Britt-Marie STALNACKE, MD, PhD*

From the ‘Department of Community Medicine and Rehabilitation, Rehabilitation Medicine, Umes University, UmeS, *Fain and Rehabilitation
Centre and, Department of Medical and Health Sciences, Faculty of Medical and Health Sciences, *Department of Medical and Health
Sriences, Physiotherapy and “<Department of Behavioural Sciences and Learning, Linkdping University, Linkdping, Swedern

Objectives: To investigate the outcomes one year
after multimodal rehabilitation programmes in pri-
mary care for patients with chronic pain, both as a
whole and for men and women separately. A second
aim was to identify predictive factors for not being
on sickness absence at follow-up after one year.
Methods:; A prospective longitudinal cohort study
of 2324 patients, 24 men and 200 women, age range
18-65 years, who participated in multimodal re-
habilitation programmes in primary care in 2 Swe-
dish county councils. Pain, physical and emotional
functioning, coping, health-related quality of life,
work-related factors, sickness absence (sick leave,
sickness compensation/disability pension) were
evaluated prior to and one year after multimodal re-
habilitation programmes.

Results: Patients showed significant improvements
at L-year follow-up for all measures (all p<0.004)
except satisfaction with wocation (p=0.060). The
proportion of patients on sick leave decreased signi-
ficantly at follow-up (p=0.027), while there was no
significant difference regarding the proportion of pa-
tients on sickness compensation/disability pension
(P =0.087). Higher self-rated work ability was asso—
ciated with not being on sickness absence at 1-year
follow-up (odds ratio (OR) 1.19, 95% confidence in—
terval (CI) 1.21—-1.06, p=0.005).

Conclusion: This study indicates that multimodal re-
habilitation programmes in primary care could be
beneficial for patients with chronic pain, since the
outcomes at 1-year follow-up for pain, physical and
emotional functioning, coping, and health-related
quality of life were positive. Howewver, the effect si-
zes were small and thus further development of mul-
timodal rehabilitation programmes is warranted in
order to improve the outcomes.

Key words: multidisciplinary; rehabilitation: pain; primary
care; eubtcome; sex.
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hronic pain, defined as pain lasting more than
3 months, is a common disorder which has far-

(LAY ABSTRACT A
For patients with chronic pain, studies hawe shown that
multimodzl rehabilitation programmes at specialist care
lewvel hawve positive effects. Since there is limited know-
ledge about the long-term effects of multimodal rehabi-
litation programmes in & primary care setting this study
investigated the effects of multimodal rehabilitation
programmes in 224 patients with chronic pain, 24 men
and 200 women, age range 18-85 years, who participa-
ted in multimodal rehabilitation programmes in primary
care in 2 Swedish county councils. At 1-year follow-up
patiants reported small improvements in pain, physical
and emotional functioning, coping, and health-related
quality of life. The proportion of patients on sick lea-
we decreased, while there was no difference regarding
tha proportion of patients on sickness compensation/
disability pension. This study indicates that multimodal
rehabilitation programmes in primary care could be be-

\‘r_ieﬁlzial for patients with chronic pain. _/.l

reaching consequences both for the individval and
society (1). Chronic pain conditions are influenced by
physical, psychological, emotional and social factors,
and affect several aspects of life and everyday fun-
ctions, both during leisure and working time (1). For
society, chronic pain often gives rise to large economic
costs due to long-term sick leave, high utilization of
healthcare resources, and lost productivity (2). Chronic
pain conditions are complex, and approximately 20%
of the Swedish population reports chronic pain with
moderate to severe intensity, the majority consisting
of musculoskeletal pain (1, 3). Survevs have shown
that 20—40% of primary care visits are related to pain,
and approximately half of those are due to some form
of chronic pain (4).

For patients with chronic pain, several studies have
shown that multimodal rehabilitation programmes
(MMPFEPs) have more positive effects on perceived
pain, activity, function, and return to work, compared
with unimodal rehabilitation (1, 3, 5). According to
the International Association for the Study of Pain
(LASP)’s definition of MMREP as a part of interdisci-
plinary treatment (§), MMRP 15 provided by a multi-
disciplinary team that collaborates in assessment and
treatment based on the bio-psycho-social model of
chronic pain (1, 7) and that share common goals. The

This is an open access article under the CC BY-NC license. www.medicaljournals.se/jrm
Journal Compilation & 2020 Feundation of Rehabilication Information. ISSN 1650-1977 dai: 10.2340/16501977-2649



Langvarig smarta och lakemedel

Lakemedel ar inte en sjalvklar del vid behandling av langvarig smarta.
Nar lakemedel anvands ska de ses som en del i det multimodala omhandertagandet.
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Langvarig smarta hos vuxna
Huvudbudskap

» Lakemedelsbehandling ska i mojligaste man valjas utifran
smartmekanism — j eller
— och smartgenererande strukturer.

e Utvardera insatt lakemedelsbehandling. Vid utebliven
eller otillracklig effekt ska behandlingen omproévas.

* Innan ev behandling med opioider inleds ska risken for
beroendeutveckling och problematiskt bruk varderas och
en vardplan upprattas. Den forskrivare som pabadrjar
opioidbehandling ar skyldig att folja upp medicineringen
tills den formellt dverlamnas och accepteras av annan
forskrivare.

Vi
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Lakemedelsbehandling

Neuropatisk smarta

Stark rekommendation for:

* Gabapentin

* Pregabalin (Lyrica)

e Amitryptilin (Saroten)

e Duloxetin (Cymbalta)
Svagare rekommendation for:
* Tramadol (Tradolan)

* Lokalbehandling med plaster (Lidokainplaster,
Kapsainsinkram/plaster)

Svagast rekommendation for:
e Opioider (Morfin, Dolcontin, Oxykontin, Oxynorm)

m region
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Lakemedelsbehandling

Nociplastisk smarta

* Begreppet smarta ar relativt nytt och omfattar tillstand

som t ex generaliserad langvarig smarta, langvarig ryggsmarta och
irritabel tarm (IBS). Lakemedelsbehandlingen liknar den vid
neuropatisk smarta, d.v.s. TCA, SNRI och Gabapentinoider.

* Opioider bor undvikas.
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Lakemedelsbehandling
Opioider

Smarttillstand dar opioidbehandling inte ar lamplig

Nociplastisk smarta
Spanningshuvudvark
Dysfunktionella tillstand i mag-tarmkanalen och lilla backenet

Primara psykiatriska tillstand som depression, angest och
posttraumatiskt stressyndrom

Unga vuxna I6per i hogre grad risk for beroendeutveckling, kognitiva
och hormonella storningar.

 J¢5
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Lakemedelsbehandling
Opioider

Risk for beroendeutveckling!
Biverkningar:

Upptrappning av dos.

Forstoppning och muntorrhet mot vilket det inte sker en tolerans-
utveckling och alltsa maste forebyggas.

lllamaende, yrsel, trotthet och klada ar vanliga biverkningar i
inledningsskedet.

Hormonrubbning, kognitiv paverkan, svettning och opioidinducerad
hyperalgesi; oftast efter langre tids behandling, fr.a. med
langverkande preparat. Kroniska buksmartor som forvarras under
dkande opioidbehandling — Narcotic Bowel Syndrome.

m region
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Pagaende forskning

* Trotthet och kognitiv paverkan vid langvarig smarta.
* Halsoekonomi

* NRS-Nationella registret 6ver smartrehabilitering
* subgrupper/diagnosgrupper

* Neuropatisk smarta orsak- Neuroférbundet

* Nationell oversyn av rehabiliteringsinsatser vid multimodal
rehabilitering






Organisation

3 Rehab Lakare 1 Rehab Lakare 1,5 Smartlakare

4 sjukgymnaster 1 sjukgymnast 2 sjukskoterskor
4 psykologer 1 psykolog

4 arbetsterapeuter 2 sjukskoterskor

3 socionomer 1 medicinsk sekreterare

4 medicinska sekreterare m region
vasterbotten



Smartcentrums uppdrag

Bedomning och rehabilitering av langvariga smarttillstand

Beddmning och behandling vid komplicerade smarttillstand
Handlaggning av iatrogent opioidberoende

Behandling av cancersmarta

Diagnostiska rotblockader

Konsultation- inneliggande patienter med komplicerade smarttillstand
Utbildning

Samverkan
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Besoksparkering
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Reh?biliteringsprogram

‘rtenhete 2.

- region
T \\ = — vasterbotten




Tack for uppmarksamheten!




