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Hva er Smerte?

Definition

* “An unpleasant sensory and
emotional experience associated
with, or resembling that associated
with, actual or potential tissue
damage,”

*  (“An unpleasant sensory and emotional
experience associated with actual or potential
tissue damage or described in terms of such
damage”)

Pain is always a personal experience that is
influenced to varying degrees by biological,
psychological, and social factors.

Pain and nociception are different phenomena. Pain
cannot be inferred solely from activity in sensory
neurons.

Through their life experiences, individuals learn the
concept of pain.

A person’s report of an experience as pain should be
respected.

Although pain usually serves an adaptive role, it may
have adverse effects on function and social and
psychological well-being.

Verbal description is only one of several behaviors
to express pain; inability to communicate does not
negate the possibility that a human or a nonhuman
animal experiences pain.
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Flere omrader i hjernen
somer med i
smertepersepsjon dvs det
er ikke et ,,smertesenter*:

* Thalamus: spredning av signaler
fra ulike omrader i hjernen

* Cerebral cortex:
smertepersepsjon

* Det limbiske systemet:
emosjonelt innhold

# PAG-substansen (Peri-
Aqueductal Grey): nedadgaende
modulering av smerte
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lkke et «<smertesenter», men flere omrader som sannsynligvis
er forbundet med forandre og utgjor en «smerte-matrix»

http://www.nature.com/nrneurol/journal/v5/n4/fig_tab/nrneurol.2009.28 F1.html



The pain matrix

Functional measures
A. Brain areas functionally related to pain processing.

W Sensory

W Aftectve
(1) Early Identification
W Cognitive
k8 kX | (2) Recogniton & Immedate Reacton
| N BN | {3) Evaluation & Sustained Behaviore

B. Example of functional MRI response to painful stimulation.

http://www.londoncitynights.com/2013/01/measuring-pain-how-much-does-it-hurt-at.htmi



Smerte og Nosisepsjon

* Nosisepsjon er de
elektriske signalene som
oppstar ved aktivering av
nosiseptorene og ledning
av disse via de perifere
nervene og ryggmargen
til hjernen.

\

Smerte (IASP) er en
ubehagelig sensorisk og
emosjonell opplevelse som
assosieres med, eller som
ligner den assosiert med
reell eller potensiell
vevsgdeleggelse.



Vanligvis er det samsvar mellom nosisepsjon
og smerte, men det er mulig a ha mye
nosisepsjon og ikke oppleve smerte og




Ulike typer smerte

* Nosiseptiv smerte:

*  Smerte som oppstar pga aktivering

av nosiseptorene

* Nevropatisk Smerte:
* Smerte som oppstar pga skade

eller sykdom i det
somatosensoriske nervesystemet
*  Sentral

* Perifer

* Nosiplastisk Smerte

*k

Smerte pga endret nosisepsjon
tiltross for ingen apenbar
vevskade/nerveskade/sykdom (altsa
hverken nosiseptiv eller nevropatisk
smerte)

* Langvarig smerte:

* Smerte som varer mer enn
3 maneder

* pga uhelbredelig kreft og
andre alvorlige sykdommer
med kort (uker til
maneder(ar))

* Pga andre ikke-dgdelige
tilstander (med tilnaermet
normal forventet levetid)



Ulike typer smerte

-Smertebehandling

osiseptiv smerte:

* «Vanlige smertestillende * «alt»; allemr
som paracet, NSAIDs, Smertestillende
opioider etc medikamenter, perifere og
* Nevropatisk Smerte: sentrale blokader og i
+ Medikamenter mot gkende grad OgSé ikke-
nevropatiske smerter medikamentelle tiltak
(gabapentanoider « Alt som kan hjelpe

(lyrica/neurontin), SNRlene
(cymbalta/efexor), TCA
(sarotex/Noritren))

pasienten a raskest mulig
na tilbake til best mulig
funksjonsniva.
* Nosiplastisk Smerte
* Lite evidens for
medikamentell effekt



A classification of chronic pain for ICD-11
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Figure 1. Organizational chart of Task Force, IASP, and WHO interactions. The IASP Task Force was created by the IASP council ¢
consultation of the chairs (R.D.T. and W.R.) with WHO representatives in 2012. The Task Force reports to the IASP Council on ar

Sciences, University of Dundes, Scotland, * Section of Clinical Oral Physiology,
Schoal of Dentistry, Aarhus University, Denmark, * Department of Dental Mecicine,
Karolinska bnstitute, Huddnge, Swedan, * Research Group Health Psychalogy,
University of Leuven, Leuven, . ¥ Department of Clinical Psychological
Science, Maastricht Unhversity, Maastricht, the Netharands, * Tha Neurological
Institute; Taipe Viterans Ganeral Hospital and Faculty of Mecicine, National Yang-
Ming University School of Medicing, Taipei, Taiwan

*Carmasponding author, Address: Klinische Psychologis und Psychotherpi,
Fachberaich Psychologie, Phifpps-Universitit Marburg, Gutenbergstraia 18,
35037 Marburg, Germany. Tal.: +49 (0)6421 282-4045; fax: +49 (06421 282-8904.
E-mai address: abarke@gwag.de (A Barke).

PAIN 156 (2015) 1005-1007

©2075 hternational Association for the Study of Pain, Ths is an open-gecess arficle
distributad under the tems of the Creathe Commons Attribution-NonCommercial-
NaDerivatives 3.0 Licanss, whers it is pemissibia to download and share the work
provided it is propery cited. The wark cannot be changed in any way or used
commencialy.

http://dix.doi.org/10. 1097/, 0ain, 0000000000000 60

June 2015 + Volume 156 « Number &

priority to pain eticlogy, followed by undertying pathophysiological
mechanisms, and finally the body site. Developing this multilayered
classification was greatly facilitated by a novel principle of assigning
diagnaostic codes in /CD-11, termed “multiple parenting.” Multiple
parenting allows the same diagnosis to be subsumed under more
than 1 category (for a glossary of ICD terms refer to Table 1). Each
diagnosis retains 1 category as primary parent, but is cross-
referenced to other categories that function as secondary parents.

The new ICD category for "Chronic Pain" comprises the most
common clinically relevant disorders. These disorders were
divided into 7 groups (Fig. 1): (1) chronic primary pain, {2) chronic
canger pain, (3) chronic postiraumatic and postsurgical pain, (4)
chronic neuropathic pain, (5) chronic headache and orofacial
pain, (6) chronic visceral pain, and (7) chronic musculoskeletal
pain. Experts assigned to each group are responsible for the
definition of diagnostic criteria and the selection of the diagnoses

‘www. painjournalonline.com 1003

Appendix Structure of the chapter on chronic pain

Chronic pain (persistent or recurrent pain lasting longer than 3
months)

1

2:

w

Chronic primary pain

1.1. Widespread chronic primary pain (including fibromyalgia
syndrome)

1.2. Localized chronic primary pain (including nonspecific back
pain, chronic pelvic pain)

1.x. Other chronic primary pain

1.z. Chronic primary pain not otherwise specified

Chronic cancer pain

2.1. Chronic pain due to cancer and metastases

2.2. Chronic chemotherapy-induced pain (primary parent:
chronic neuropathic pain)

2.3. Chronic pain due to cancer surgery (primary parent:
chronic postsurgical and posttraumatic pain)

2.4. Chronic pain due to radiotherapy

2.x. Other chronic pain related to cancer

2.z. Chronic cancer pain not otherwise specified

. Chronic postsurgical and posttraumatic pain

3.1. Chronic postsurgical pain

3.2. Chronic posttraumatic pain

3.x. Other chronic postsurgical and posttraumatic pain

3.z. Chronic postsurgical and posttraumatic pain not otherwise
specified

4. Chronic neuropathic pain

5.

6.

7

4.1. Peripheral neuropathic pain

4.2. Central neuropathic pain

4.x. Other neuropathic pain

4.z. Neuropathic pain not otherwise specified

Chronic headache and orofacial pain

5.1. Chronic primary headaches*

5.2. Chronic secondary headaches*

5.3. Chronic orofacial painst

5.z. Headache and orofacial pain not otherwise specified*

Chronic visceral pain

6.1. Chronic visceral pain from persistent inflammation

6.2. Chronic visceral pain from vascular mechanisms

6.3. Chronic visceral pain from obstruction/distension

6.4. Chronic visceral pain from traction/compression

6.5. Chronic visceral pain from combined mechanisms

6.6. Chronic visceral pain referred from other locations

6.7. Chronic visceral pain from cancer (primary parent: chronic
cancer pain)

6.8. Functional or unexplained chronic visceral pain (primary
parent: chronic primary pain)

6.x. Other chronic visceral pain

6.z. Chronic visceral pain not otherwise specified

Chronic musculoskeletal pain

7.1. Chronic musculoskeletal pain from persistent inflammation




Behandling av langvarig non-

malign smerte

\\

-NB: @kt funksjon (fysisk og/eller psykisk) er

hovedmadalet




Behandling ved langvarig non-malign
smerte

psykisk) er hovedmalet

# |kke-opioide anagetika (paracetamol,
NSAIDs/COXiber)

* Medikamenter mot nevropatiske smerter
(Antiepileptika, TCA/SNRI, gabapentanoidene)
* Opioider

* lkke-medikamentelle tiltak
* Avledning, Avspenning, (Hypnose)
* TENS, Triggerpunktsbehandling,

CognitiveBehaviouralTherapy (spesielt Acceptance and

Commitment Therapy), «Mindfullness»
*  Blokader/intervensjon

# Livstilsendringer (vektreduksjon, gkt fysisk
aktivitet rovkec<hitt etc)



Anestesiologiske/Nevrokirurgiske

teknikker
\‘

« « Regionale nerveblokader

+ o Systemiske blokader (lokalanest. iv)

+ o Sympaticusblokader (guanetidin

+ regionalt, g. stellatumblokade, fentolamin

# 1V..)

+ o (Perkutan nervestimulering)

« o Termolesjoner (radiofrekvens-denervering,
+ kryobehandling)

+ o SCS (ryggmargstimulering)



Seksjon Smertebehandling og

Palliasjon
\‘

* Poliklinikk for pasienter med langvarig non-malign
smerte (leger(anestesi/fysmed, psykologer, fysioterapeuter)
* Henvisning fra fastlege

* Akutt smerteteam (leger (anestesi/fys med), sykepleiere, psykologer
og fysioterapeuter)

* Tilsynsforespgrsel via dips

* Palliativt team (leger (anestesi/onkolog/gynekolog/lungelege), sykepleiere,
prest, sosionom, fysioterapeut, psykologer

* Henvisning via Dips



PERSPECTIVE

ADDRESSING THE OPIOID EPIDEMIC

Addressing the Opioid Epidemic — Opportunities
in the Postmarketing Setting

Bruce M. Psaty, M.D., Ph.D., and Joseph O. Merrill, M.D., M.P.H.

1502

he Food and Drug Adminis-

tration (FDA) recently devel-
oped a multipart action plan in
response to the opioid epidemic."
As part of that initiative, it invited
recommendations from the Na-
tional Academy of Medicine about
a regulatory framework that might
allow public health id

“titrate-to-effect” principle was
applied, and a numerical rating
became the chief metric. Pain
came to be known as the “fifth
vital sign.”

In this setting, the combina-
tion of aggressive marketing of
prescription opioids by manufac-

in fines. But evidence-based treat-
ment for opioid addiction in pa-
tients whose addictions derived
from treatment for chronic pain
has been slow to emerge. And
promotional efforts continue —
even now, a manufacturer’s cou-
pon for 80% off OxyContin is
ilable online.

to be factored into drug-approval
decisions. The FDA, however, may
already be able to take some
public health-related actions in
the postmarketing setting, includ-
ing those related to the generation
of evidence and the regulation of
marketing.

The preapproval evaluation of
drugs is meant to ensure that
they are safe and effective for their
intended use. Nonetheless, wide-
spread use of approved drugs
often leads to identification of
safety issues, including rare ad-
verse events that may not be de-
tected in preapproval trials. Black-
box warnings are not uncommon,
and a small percentage of drugs
are withdrawn from the market.
Prescription opioids, however, are
outliers when it comes to safety:
since 1999, they have been impli-
cated in 165,000 overdose deaths.

By the mid-20th century, legal
restrictions on opioid prescribing
had led to widespread undertreat-
ment of pain. In the late 1980s
and early 1990s, it was argued
“largely on moral grounds” that
opioids should be available for
chronic pain.? The management
model that was adopted was
based on the success of opioids
for acute and end-of-life pain: a

turers, by pro-
fessors, and endorsement by pain
societies contributed to a cultural
transformation. The long-standing
convention of trying to avoid opi-
oids for chronic pain gave way to
a new culture in which the drugs
were favored for chronic noncan-
cer pain, despite a lack of evidence
to support their use.

A 2009 article summarized the
promotion of OxyContin (oxyco-
done) by Purdue Pharma between
1996 and 2001." Those efforts in-

In the United States, direct-to-
consumer advertising promoting
“a pill for every ill” has helped
create an epidemic of prescription-
drug use, with U.S. sales reach-
ing $425 billion in 2015. As part
of that trend, a whole generation
of physicians was trained to turn
readily to opioids when patients
talked about pain. Between 1999
and 2009, both opioid sales and
opioid-related deaths increased
fourfold. In the process, some

cluded hosting 40 all
paid speaker-training conferences
for 5000 practitioners, as well as
20,000 pain “educati

clinics lly became pill
mills. At our clinic in Seattle, the
low threshold for prescribing opi-
oids d some young, healthy

Purdue used physician profiling
to target high-volume opioid pre-
scribers with sales representatives
who were encouraged by a gener-
ous bonus system. Branded pro-
motional items and free starter
coupons for patients were avail-
able. The company also misrep-
resented the addiction risk posed
by OxyContin in its materials for
patients and physicians.’

The campaign paid off: annual
sales increased from $48 mil-
lion to $1.1 billion. Misleading
statements about addiction risk
amounted to misbranding, and
they eventually cost the manufac-
turer and executives $634 million

NENGLJ MED 376,16 NEM.ORG  APRIL 20, 2017

The New England Joumal of Medicine

drug users who considered it an
easy place to obtain narcotics.
Even today, the risk-benefit
profile of opioids used for chronic
pain remains unknown. A recent
review identified no studies last-
ing longer than 1 year that evalu-
ated pain, function, or quality of
life as a primary outcome.* The
harms associated with opioid use,
h , are well d d
and often dose-dependent. They
include abuse, addiction, hyper-
algesia, overdose, fracture, pneu-
monia, erectile dysfunction, motor
vehicle crashes, cardiovascular
events, and death. Drug labels
need to point clearly to the known

Downloaded from nejm.org by Ove Fumes on April 22. 2017. For personal use only. No other uses without permission.
Copyright © 2017 Massachusetts Medical Society. Al rights reserved.



risen
Antall amerikanere som dgr av

opioidoverdose arlig har gkt fra ca
5000 i 2000 til ca 60000 i 2017.
Tilsvarer ca 160 personer hver dag.

Til sammenligning der 9000 arlig i
hele europa
Til sammenligning der det i trafikken

ca 30 000 og det samme av
skyteepisoder arlig i USA.

For forste gang pa 100 ar falt
forventet levealder i USAi perioden
2014 (78.8 ar), 2015 (78,7 ar), 2016 og
2017 (78,5 ar).

FOTO: BRIAN SNYDER / REUTERS BILDETEKST ®

NEW YORK (Aftenposten):
Narkoepidemien i USA niadde en ny topp i /
2017. Dgdstallene har steget til /
katastrofale hgyder gjennom to tiar. Na |
vil president Trump at noen skal bli \
holdt ansvarlig. \‘\\
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Painnsiden av opioidkrisen i
USA

MARTINSBURG, WEST VIRGINIA (NRK): Det
finnes knapt noen som ikke er bergrt av narko-
krisen i det lille samfunnet i en av de hardest
rammede delstatene i USA. NRK besogkte en
familie der tre generasjoner har blitt avhengige.
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FRYKTER OPIOID-KRISE | NORGE:

Smertestillende fra
legen ble starten pa
et rushelvete

Video Underholdning S

Sporten

* Ingen «krise» enda, men

* «4-dobling» i foreskrivning av
tramadol og «7-dobling» i
foreskrivning av oksykodon
siste 10 ar

AVHENGIG AV LEGEMIDDEL: Smertebehandling for
gallestein forte til ta «Trine» ble rusavhengig. Rusen

gdela en stor del av livet hennes. Foto: Privat/Scanpix
t
Bruken av sterkt avhengighetsdannende lende funn av Okskadon Og
opioider gker kraftig, og legemidler forarsaker fenta nyl | bIOd hOS de som
flere overdosedgdsfall enn heroin. Eksperter
Seveer el lienleleening overdoserer (Rapport fra Seraf —Senter
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ved-langvarige-ikke-kreftrelaterte-smerter

Terapianbefaling:
S Bruk av opioider ved
o behandling av langvarige,
non-maligne smerte-
- tilstander
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a AYTARaAaVTA
De fleste som oppsaker helsevesenet pga av langvarige smerter skal ikke ha

kontinuerlig medikamentell behandling, og slett ikke fast bruk av opioider.

kortvirkende, svake opioider og man velger & oke dosen utover minste

smertemestring.
LI En A an ki Snemmn mbe bt mact Rahandlin g asib b acmindib mnnantalla deankontinuerlia dose.

| hovedsak er det bare de som har sterke smerter med pavisbar somatisk arsak, som
artrose og ved noen nevropatiske smertetilstander, som bgr fa opioider.
Pasientens livskvalitet og fysiske og psykiske funksjonsevne ma vaere vesentlig
redusert pa grunn av smertetilstanden.

+ Nar smerter som benanciss med OploIer vevarer lengre enn forventet, bor man ete

. Pasientens livskvalitet og fy5|ske og psykiske funkspnsevne ma veere vesentlig gjentatte rekvireringer noye revurdere pasientens smertesituasjon, funksjon,

Pasienter med uspesifiserte smertetilstander og alvorlige psykososiale problemer ma
ikke starte slik behandling

hypnotika bor slutte med slik medikasjon ter de begynner med langtidsbehandling uamaago! per aegr, IMa Qe samime OverveIigisens gjores som nvis mar veiger a sxine
med opioider. aver til lengevirkende, sterke opioidpreparater

. Hvis annen lege enn pasientens faste lege vurderer slik behandling, ma dette dreftes
med fastlegen pa forhand. Onnfalaine av aninidhahandline

Hvis annen lege enn pasientens faste lege vurderer slik behandling, ma dette draftes
med fastlegen pa forhand.

VIST VI PaiSIi Sl 1al SHUITLIIVINVAITL UY WSUITL 1YDIDN, PRYNISN VY SUIAl IUTINSJUIT Uy M1 MISIQUSN, U un.

meningsfylt smertelindring. . Tilstrekkelige hyppige kontroll- og vurderingsintervaller avtales.

e Man ma pa forhand ha definert kriterier for bade a fortsette behandlingen og & trappe *  En godt informert pasient ma veere medansvarlig for overvaking av virkning og

ut behandlingen etter proveperioden. Bedret funksjonsniva er ofte viktigere enn bedre' | bivirkninger og for kontroll og oppbevaring av resepter og medikament.
smertelindrina. Hvis pasienten angir sterke smerter til tross for at dosen er okt til 100 mg morfin-

En prevebehandling pa 4-8 uker med et godt planlagt og kontrollert opioidregime kan
vise om pasienten far endret livskvalitet og bedret fysisk, psykisk og sosial funksjon og

meningsfylt smertelindring.

2

har utilstrekkelig effekt, kan det mest hensiktsmessige veere a starte direkte med opioidbehandling bar avsluttes. Det kan vaere aktuelt med vurdering og kvalifisert
lengevirkende, sterke opioider i stedet for kortvirkende. fﬁ;‘:}:g:‘s"lgsi“et:ﬁ;fag"g smertesenter pa universitetssykehus eller ved en
i Det er tm"g minst risiko for prOblematISk OPIOIderK nar man starter med lavest mulig . Om doseiusterina til et ba forhénd avtalt rimelia niva ikke air ansket effekt. eller det

Fortsatt behandling med opioider forutsetter at pasienten kan vise til gkt fysisk, psykisk
og sosial funksjon og bedre livskvalitet.

terapisvikt heller fore til nedtrapping av behandlingen enn til opptrapping av dosene.
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