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OcHOBHble AnarHo3bl y nayuer
c 6oneBbiIMU CMHAPOMaMHU B

ambynaTtopHOM NpaKTUKe 926 EDaEL ¢ 61 20po0e
Pocculickol ®edepauuu

bonb Paaukyno-

cneunanuctbl
B CNnHe natma

BCE

Hesponoru

PeBmaTtonoru
TepanesTbl

Xupypru /
TpaBMaToN0rM
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«MEPWOWAH» no oLeHke pacnpocTpaHeHHOCTM 60neBbiX CMHAPOMOB B ambynaTopHOM NpakTKe U TepaneBTU4eCcKnX
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Lopcaneusa — npuyuHa Nel no HempyodocrnocobHocmu 8 mupe




MayneHT c oCTpbiMK
6onamun B
NoACHULUeEe

* Ba)XHO pas3nunyarhb:
— OcTpble VS xpoHUyeckue

— HouwnuenTtmeHble VS
HeBponaTnyeckme VS
AnchyHKUMoHanbHble UTA
KOMBUHALMA UX!

* Ba)XHO 3HaThb:
— OCHOBHbIe nMpUHYyuUnsl ne4yeHns

JlekTop nonyyana roHopapsbl 3a
BbICTYMNSIEHUS C akaAeMUYECKUMMU
NeKuMsiMM 1 3a y4acTus B KNMHUYECKNX
nccnegoBaHUAX OT KOMMAHUA AKPUXUH,
AnnepraH, Actpa 3eHeka, AuunHo Kas,
banep, Bepar, Bepodapwm, eaeoH
Puxtep, Op.Peoauc, nceH, KPKA, Kbean,
INyna6ek, Mepa, Mepu, MukporeH,
HoapTtuc, lNuk-dapma, Ndansep,
Canpgos, Cn3cCudapma, Conodapm,
TeBa, ®peseHnyc-Kabu, LUTaga,
KOHudapm n gp.
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1611 KNUHUYECKNX peEKOMeHaaunn B nyonukaumsix 3a 11 nert

Ha aHrnmnckom, HemeuKoM, dopaHLy3CKOM, NOPTYraribCKOM, NCMAaHCKOM,
KUTaUCKOM UMW ronnaHackom sA3blka

o KpUTEPUAM BKITHOMEHUA NMPpoYnUTaHa 61 NoNHOTEKCTOBAs cTaTbs



B ntore otobpaHo

15 aKTyanbHbIX KAMHNYECKUX PEKOMEHAAUUN U3
cTpaH Adpukn, Actpanuun, bpasmnuu, benbrum,
KaHaabl, JaHunn, DnuHnavann, lepmanunm,
Manaun3nmn, Mekcukun, HnaepnaHaos, Puannnuy,
Ncnanuu, CLLUA n BennkobputaHmm






PA3/IMYAIOTCA OOKA3AHHDIE U
PEKOMEHZAOBAHHbIE METOZbI
NOMOLLU NALMEHTAM C

OCTPbIMU U XPOHUYECKMW

BONAMMU B MOACHULLE




OCHOBHble pe3y/bTaTb

* [ina nomouwm npu octpbix HBHYC [¢

— YBepuTb NaumeHTa B 61aronpuATHOM NPOrHO3€e ero COCTOAHUA

— MNMopekomeHA0BaTb BEPHYTLCA K 0ObIYHOM aKTUBHOCTM U XKU3HU

— OTKa3 oT NoCTeNnbHOro peXxmuma

— HMBI n chabble onnonabl Ha KOPOTKUIN MPOMEIKYTOK BPEMEHU ANS
CHATUA ocTpon 6onu (NnpeanoyTUTENbHbI HEMHBEKMOHHbIE POPMbI)



Accouuauus pesmaronoros Poccun, Poccuitckoe 06LecTBO No H3y4exuto 60au, Poccuiickas racTpo3HTeponoruye-
CKkas accoumaums, POCCHICKOE Hay4HOE MEAHLUHCKOE 06LLecTBO TepanesTos, ACCOLMALMUA TPaBMATONOr0B-0pTONE- .
noB Poccuu, Poccuitckas accounauus nannuaTuBHOR MeJULMHbI

PALWOHANIBHOE UCMOJIb3OBAHUE HECTEPOWUAHbIX
MPOTUBOBOCNANUTENDHBIX MPEMAPATOB.
KNUHUYeCKHE pexomMeHgaLnu

KOJINEKTUB ABTOPOB ApyTtonos puropuit lTanoBuY - 3aseayHLLMi kKadheapoil
NPONEJEBTUKM BHYTPEHHUX GONE3HeN 1 N1y4eBOi AuarHo-
cTukn OTBOY BO «Poccuickuit Hay4HO-MCCnefoBaTenb-
CKIIA MeAULMHCKWi yHuBepcuTeT um. H.. Muporosa»
Mu3azpasa Poccun’, rasHbIA BHELTATHIA CREUManueT
TepanesT [lenaprameHxTa 3apasooxpaxeHua f. Mocksbl,
4nen-koppecnozeHT PAH, OKT. Mef. Hayk, npodheccop

Kaparees Anppeit EBrexbeBuy - 3aseaytowui naopa-
TOpUeIn narochuanonorim 60 1 NOAMMOPGU3MA CKe-
NIETHO-MbILLEYHbIX 3a6onesatuit TBHY «HayyHo-uc-
CNeAoBATENbCKMI MHCTUTYT peBmaronorui um. B.A. Ha-
COHOBOW»', JJOKT. MeA. HayK

Hay4yHo-npaktnyeckas pesmatosnorus. 2018;56(npun.1):1-29



OCHOBHbI€E NMONOXEeHuUs,

xapaktepusyrouwime 3p¢peKTMBHOCTb
HeCTepouaHbIX
NpoTUBOBOCNANUTENbHbLIX NpenapaToB

1. Bce HINBI B agekBaTHbIX NPOTUBOBOCMANUTENbHbIX
Oo3ax (CpegHMx U MakCumarbHbIX TepaneBTUYeCKuX)

npu ANUTENbHOM NPUMEHEHUN UMEIOT PaBHbIN
obe3bonuBatoLnm noTeHunan (yposeHs
dokazamesnibHocmu 1a).




OcCHOBHbIE NMONOXeHUsA, XapakTepusyroLwue
3 peKTUBHOCTb HECTEPOUAHbIX
npoTMBOBOCNaNUTenbHbIX NpenapaTtoB

3. icnonb3oBaHne nHbekunoHHbix doopm HIBI (B/B 1 B/M BBEaeHME), a
Takke ObICTPOpPaCcTBOPUMbIX NpenaparToB A npuemMa BHyTPb MOXET UMETb
NpPenMyLLeCTBO B CKOPOCTU HACTynfieHna obesdbonneatowiero agpdpekra B
CpaBHEHUN C rnepoparnbHbIM NPMEMOM CTaHOAPTHLIX NpenapaToB (yYpPo8eHbL
dokazameribHocmu 1b).

B 10 ke BpemMa HET O4HO3HAa4YHbIX AaHHbIX O TOM, YTO npumeHeHune HIBI1 B
BUAE MHBEKUMIA UK BbICTpOpacTBOPUMbIX opM AN NpUemMa BHYTPb
NMeEeT NPEeNMyLLECTBO nepen rnepopansHbiMn oopMamMin Mo BbiPaXEHHOCTU
0be3bonuneatowero U NPOTUBOBOCNANUTENLHOIO AENCTBUS NPU NpoOBeaEHNN
nedeHns bonee 1 gHsA (ypoeeHb OokazamerisHocmu 1b).




OCHOBHbIe NONOXeHUA, Kacalowmeca HEGIIaI‘OHHHTHbIX
ABNEHUN, CBA3AHHDIX C npuemom HeCTepouaHbixX
npotusosoCnaanUTe/NIbHblX Npenapartos

1. Bce HINBI moryT BbI3biBaTb HA cO CTOPOHDI m: Ancnencuio
(6onb n guckom@opT B anuracTpasibHom obnactu), A3Bbl,
KpoBOTeYEHUA N NepPopaLmnIo BEPXHUX N HUKHUX oTaenoB KT,
HIOA, B TOM Yncne BCaeacTtBme noparkeHmsa TOHKoM Kuwku (HMBI-
3HTeponaTus), obocTpeHmne n ocnoxHeHuna B3K.

2. Bce HIMBI1 moryT BbI3biBaTb HA CO CTOPOHDI : Aecrabnnansaumio
Al n cepae4yHON HeAOCTAaTOYHOCTU, pa3BUTUE MepLaTENbHOM
apUTMMNIN, NOBbLILIAOT PUCK CepAeUYHO-cocyanCTbIX KatacTpod (MM,
NN) n cepaevyHo-cocyancTomn CMepTH.



Hay4yHo-npaktuyeckas pesmatosnorus. 2018;56(npun.1):1-29

Tabnwga 5 Anroputi Hasnasenus HIIBT

PHCK ocnOXHeHH 0CC
Hiaxi YMEDeHHbA H BbICOKHH 04eHb BbICOKHi"

KKT
ik [TioGeie HITB HTTBIT ¢ HanMeHbLLIM CEPABSHO-COCYMHCTEIM PUCKOM:
HAMPOKCEH, LIENEKOKCHS, HU3KG J03bl WEympochesa
(<1200 urfcyr) 10 BOSMOXHOCTH H3eras
HasHaseHuA Mobbix HIBN**

Yepentbii  Hecenexrugible HTIBIT + K, LienexoKcu6* wn Hanpokcen” + UK
coneTHBHbig HIBM

Boiconwt ~~ Lienexokcu wnn aropukoxcn + TH™*— Llengkokcu6™ + ITH***




MeXxxayHapoaHblie peKOMeHAaLM MM NOo NeYeHMIo
OCTPOM popcanrum

Annals of Internal Medicine-

LATEST ISSUES CHANNELS CME/MOC IN THE CLINIC JOURNAL CLUB WEB EXCLUSIVES AUTHOR INFO

{PREVARTICLE | THIS ISSUE | NEXT ARTICLE

REVIEWS 4 APRIL 2017

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

Roger Chou, , MI; Richard Deyo, MDD, MPH; Janna Friedly, MD; Andrea Skelly, PhD, MPH; Melissa Weirmer, DO, MCR; Rochelle Fu, Phiy; Tracy

Dana . MLS; Paul Kraegel, MSW; Jessica Griffin, MS; Sara Grusing, BA

Meton Pexomenganun YpoBeHB 10Ka3aTEJIBHOCTH

CoxpaHeHHe AaKTUBHOCTH PEKOMEH/I0BAHBI BbICOKMM

HIIBII PEeKOMEHI0BAHbI BbICOKMM

MuopeJjiakcaHThl PEeKOMEHI0BaHbI BbICOKMI

ManyanbHasi Tepanus (MArKue 5
PEKOMEHI0BaHa YMepeHHbIi

TEXH.)

AKYNYHKTYPa, MACCaK, CTPETYNHT PeKOMeHI0BaHbI HU3KNI

IMocTeJbHBbINA pesKuM He PeKOMEHA0BaH BbICOKMWI
Tpakunu HE PEKOMEH/10BAHbI BbICOKUM
AHTHKOHBYJIbCAHTBI He PEKOMEH/10BAHbI BbICOKWIA

AHTHIENIPECCAHTBI He PEeKOMEHI0BAHBI HU3KUI ‘

Koptuxocrepounanl cucremuo!!! He PeKOMEHI0BAHbI HU3KWI

Chou R, Deyo R et al..Systemic Pharmacologic Therapies for Low Back Pain: A Systematic Review for an American College of Physicians Clinical Practice Guideline. Ann Intern
Med. 2017 Apr 4;166(7):480-492. doi: 10.7326/M16-2458.
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PoccMMCKMEe peKOMeHaaLMM MO NeUYeHMIO
ocTpou 6onu B cnuHe

KNMWUHUYECHKWE PEKOMEHOAUUWN

IMapdenor B.A.', fixno H.H.', Kykymukun M.J1.2, Uypwkanos M.B.", lagsrios O.C.%, Toaosauera B.A',
Hcaiikna A.H.', Aukacos E.E.', Essukos I'.10.', Kaparees A.E.5, Xad6upos ®.A.°, [Ilupokos B.A.7
IDIAOY BO « Hepaiii Mockoeckutt cocyoapemeaennnlii meduuuncsute ynusepcumem ust. H.M. Ceuenosa
(Ceuenoeciuii yuuaepeumem)s Munzdpaea Poccuu, Mockea, Poccun; *DIEHY « HHH oowet namoiosuu u namoghuzuoso-
euirs PAH, Mockea, Poccusn; "DIEHY « Poccuiickuic Hayurvtit yenmp xupypeuu um. axad. B .B. [Tempoeckozos,
Mockea, Poccus; *I'BY3 «Hayuno-nparkmuieckuii neuxoneaponoctveckuit uenmp um. 3.11. Coaosvesa Hdenapmamenmd
3dpasooxpaens copoda Mocrkeavir»>, Mockea, Poccus, "PIBEHY « Hayuno-uccaedoedmeabotili HHCHHUBIYVRT PeeMdiosoiid
um. B.A. Hacoroeoit», Mockaa, Poccust; *KazaHork dst cocyOapem e dst MeOUUHCK A dkadenmiis — cpuniiai PLEOY 110
« POCCUTICIast MEOUUHHEIAsT aIcadeMUs HENPEPbIGHOZ0 NPOECCHORANBHOZ0 OBPAOGAHU>
Munsopaea Poccuu, Kasans, Poccus; "DIBEOY BO «Vpaibcictil 2ocyoapcmneennbiit MeoutHEKUL YHUGEPCUIEm»
Munzdpaea Poccuu, Fiamepundype, Poccus
119021, Mockea, ya. Poccorumo, 11; 125315, Mockea, va. barmuiickas, 8 "11999], Mockea, Adpurkocosckuit nep., 2;
T15419, Mociea, ya. Honckas, 43; 115522, Mockea, Kawupckoe wocce, 34A; 420012, Kazans, va. bymaepoaa, 36;
620028, Examepunoype, ya. Penuna, 3

OcTpana HecneununyecKan (CKeneTHo-MbllevyHasd)
noAcHu4yHana bonb.
Pekxomenpauum Poccuiickoro obujecrea
no Mmay4yenuro 6onu (POUB)

PekoMeHnnamuH
Wndopmarius 115 nanydeHTa JlobpokadyecTBeHHbII XapakTep 3a00/1eBaHMs, BLICOKAS BEPOATHOCTL OBICTPOTO BBI3[IOPOBIEHHS
PexomeHIalMK [TALIMEHTY WM3beranue nocTeIbHOTO PEXUMA, COXpaHeHHe aKTHBHOIO 0bpa3a XU3HH, COUUANLHOI U OBITOBOM

AKTHBHOCTH, TPH BO3MOXHOCTH TMTPOMTOTIKEHHUE paﬁom

JlexapcTBeHHasl Tepanus st Hasznauenue HTTBIT u MuopenakcaHToB
YMeHBLIEHUs DOTH

HenekapcTBeHHast Tepanus ManyanpHasi Tepanus, ecny HeadbdeKTHBHA TeKapCTBeHHAsI Tepanus B TedeHHe 2 Hell

lMapgbeHos BA, SIxHo HH, KykywkuH MJT u dp. Ocmpasi Hecnieyughudeckasi (CKernemHo-MbliuieyHasi) nosicHuyHasi 6onb. PekomeHAayuu
Poccutickoeo obwiecmsa o usyqeHuro 6onu (POUB). Hesponoaus, Heliponcuxuampusi, ncuxocomamuka. 2018;10(2):4-11.



JIOPHOKCUKAM (KCE®POKAM): TPOMHON MEeXaHU3M AeNCTBUNA

JIOPHOKCUKAM
NMOKA3AHUS: 0

* KpaTKoBpeMeHHOE ne4veHune rerkoro nnn

YMEPEHHOro 0CTPOoro 60MeBoro CMHAPOMA; ot 16
IL-6

* cMMNTOMaTM4yeckasa Tepanusi 6onm u uor-2 INE
BOCManeHuns Ha hoHe ocTeoapTpUTa; O

BospefcTene BozgeRcTene
* cuMnTomMaTunyeckas Tepanus 6onu un e e

IHAOTEHKLIRH

BOCMarneHus Ha poHe peBMaTonaHOrO Amoptun
apTpuTa.

BO3ASACTEME HA USHTDANLHLIR
MELIHM3M BOCNDHATHA 60NM
(Ae3uHMbiyna)

1. Rose P.,Steinhauser C. Comparison of Lornoxicam and Rofecoxib in Patients with Activated Osteoarthritis (COLOR Study) Clin Drug Invest. 2004; 24 (4): 227-36.

2. Berg J, Christoph T, Widerna M, et al. Isoenzyme-specific cyclooxygenase inhibitors: a whole cell assay system using the human erythroleukemic cell line HEL and the human monocytic cell line Mono Mac 6. J Pharmacol Toxicol Methods. 1997; 37: 179-86

3. Yin J., Huang Zh., Wu Bo. et al. Lornoxicam protects mouse cornea from UVB-induced damage via inhibition of NF-kB activation. Br J Ophthalmol 2008; 92: 562-568

4. Tsakiridis K, Zarogoulidis P, Vretzkakis G et al. Effect of lornoxicam in lung inflammatory response syndrome after operations for cardiac surgery with cardiopulmonary bypass. Journal of Thoracic Disease 2014, 6, Suppl.

5. Gorsky VA, Agapov MA, Khoreva MV, Leonenko IV. Effect of lornoxicam on TLR2 and TLR4 messenger RNA expression and tumor necrosis factor-a, interleukin-6, and interleukin-8 secretion in patients with systemic complications of acute pancreatitis. Pancreas 2015, 44, 5, 824-8300
7. Kullich W., Klein G. // Actuel Rcumatol. - 1992. - Vol. 17. -P. 128-132.

8. Maddalena M. L., Loureiro S. S., Qulici P. H., Barbosa L. C. // Book of Abstracts Il Congress "Pain in Europe". - Barselona, 1997. - P. 147-148.



NMHCTPYKIHMA 110 MEJVUITUHCKOMY TTPUMEHEHHWIO
JIEKAPCTBEHHOI'O IIPEITIAPATA
KCE®OKAM PAIIHU /]

Perucrpannonnsiii Homep: JIC-000323
Toprosoe HanmenoBanue: Kcedokam pamnn

Mexaynapoanoe HenaTeHTOBaHHOe HauMeHoBanue (MHH): Jloprokcrkam

Iloxazanue Kk NpUMEHCHU IO
KpartkoBpemMeHHOe JieueHHe 00JIeBOro CHHApOMa: OT cjaabol J10 YMEpEeHHOM

CTCIICHHU MHTCHCHBHOCTH.



JIOPHOKCUKAM: 6bicTpOe BcacbiBaHMe U 6bicTpoe
AOCTUIKE€HUEe MAaKCUMMaJIbHOM KOHLUEHTpPaLun B KPOBU

120 Kcedokam Panmna — nMK KOHUEeHTpauuu
0 JNIOPHOKCUKama B Kposu ~ 30 muH !
. 100 T
§ 0 JlopHOKCKMKaM CTaHaapTHble TabneTtku
= 800] == == JlOpHOKCMKaM C 6bICTpbIM BbICBOBOXAEHMEM
I
: 600" .ﬂOpHOKCVIKaM ANna BHYTPUMbILLEYHOIO BBEAEHUA
5
]
2 |
E 400
()
=1
S 200
¥

0 2 4 6 8 10 12
BpeMs nocne BBefeHUs, Y

JIopHOKCMKam A1 B/M BBEeAEHUA U IOPHOKCUKAM C BbICTPbIM BbICBOGOXKAEHMEM (panua) XxapaKkTeprsyeTcs CPaBHUMbIM BpeMeHeM
OOCTMXKEHUA tmax . MeamaHa BpeMeHu 40 Havana ob6e3bonnsatowero AenicTBma 1 Tepanmm JT0PHOKCMKAMOM C BbICTPbIM BbICBOBOXKAEHUEM
cocTasnaet 30 MUHYT

1.MIHCTpYKLMS NO NPUMEHEHMIO NTEKAPCTBEHHOrO Npenapata Ans MeauumHckoro npumeHeHust Kcedokam 2.Radhofer-Welte S, Dittrich P, Simin M, Branebjerg

PE. Clin Drug Investig 2008;28:345-51 5.Mgller PL, Ngrholt SE. Clin Drug Investig 2008;28:757-66. 8.Yakhno N, Guekht A, Skoromets A, et al . Clin Drug
Investig 2006;26:267-77.



KopoTkue Kypchbl JIOpHUKCMKaMma MOryT adppeKkTuBHee
apyrnx HIMBI1 BocCcTaHaBAMBaAThb ABUratTes/ibHYIO aKTUBHOCTb
naLMeHTOB C aopcanrmamm*

Konun4yectso nauneHToB C 40CTAaTOYHbIM
BOCCTaHOBNEHNEM ABUTraTE/bHbIX CIDYHKLLMVI

Ha 6 AeHb Tepannun BonbHbIM NPOBOAUNUCH KPATKME 6-AHEBHbIE KypC Tepanuu cieayoLwmmm
100 83 97 HMBC:
80 63 66 * BoJibTapeH (AnknodeHak) — no 75 mr 2 pasa B CyTKM B\Mm;
© 60 * MoBanuc (menokcMkam) — no 15 mMr ogHOKpPaTHO B\M;
40 . *  HuMmecun (HUmecynmna) — exxegHesHo no 100 mr 2 pasa B CYTKU per os;
28 *  KcedoKam (NOPHOKCUKAM) — exkeaHEBHO Mo 8 Mr 2 pa3a B CYyTKM B\M.
¢ Q&\X& \\\S&\ @@ MNpenapaTbl HA3Ha4YaAUCb B BUAE MOHOTEPANUK, ApyrMe HemeauKameHTO3Hble
QS\O O ®c7\ ° N MeJMKaMeHTO3Hble CPeCTBa HE UCMOJIb30Ba/IUCh.
O @Q’ \x\@ *&Q’
© N

[nsi oueHKn ABUraTesibHOM aKTMBHOCTU MUCMOJ1b30Banachb
wkana G. Waddel

*B.B. KOBAJIbYYK, M.A. EOMMOB. CpaBHUTeNbHasa xapakTepuctnka ap@eKTMBHOCTU U NEPEHOCUMOCTU KPaTKUX KYPCOB Tepanuu pasinyHbIMU HECTEPOUAHBLIMU
MpOTMBOBOCNANUTEbHBIMY NpenapaTtaMu Npu nevYeHnn naumeHToB ¢ gopcanrusamu. XXYPHAJT HEBPOJIOTMN U MCUXUNATPUN, 1, 2010



FacTtpoMHTecTuHanbHasa 6e30nacHOCTb JIOPHOKCUMKaMa:
PUCK BO3HUKHOBeHUA HA co ctopoHbl XXKT Ha 22% MeHblLUe,
yeMm npuv npueme apyrux HIMBI

Pe3yanaTb| MeTaaHann3a 60 cpaBHUTENbHbIX NCCNEA0BAHNN:

e obwanA yactota HP npm npneme nopHokcnkama 21%

* Hambonee yactble HP — co ctopoHbl KT (14% vs. 8% Ha nnauebo)

* puck KKT-HP Ha 22% meHbLue, yem npu npueme apyrux HMNBM (p = 0.017)*

* yactoTta KKT-HP yeTKo 3aBUCUT OT 403bl M NPOAONKUTENBHOCTU NPpUEMa

* y NOXWAbIX NAUUEHTOB (265 neT) He BbIABAEHO NOBbIWEHHOro pucka KKT-HP

* vy KeHwmH puck KT-HP Ha 27% Bbiwe, 4em y My»k4uH (p < 0.0001)

* A3Bbl U UX OCNOXKHEHMUA (NepdopaLma, KpOBOTEYEHMNE) NPU NPUEMe NOPHOKCMKama BO3HMKanum y 30
naumneHToB (0,5%), 4tTo cooTBeTCTBYET YacToTe 2,7% Ha 1 naumeHTo-rog (3,8% y npenapaToB CpaBHEHMUS)

60 cpaBHUTENbHbIX nccneaoBaHui (octpas 6onb N = 7661; peBMmaTnyeckas 6onb n = 3621)

NopHokcukam n = 6420; nnauebo n = 1192; npenapaT cpaBHeHUs (MMPOKCUKAM, HanNpOKCeH, MHAOMEeTauUMH, gnknodeHak) n = 3770
CpeaHui BO3pacT NauMeHTOoB, NoaydyaBlINX NOPHOKCUKam, 44,5 £ 16,8 net

85% nauneHToB NonyYanu NOPHOKCMKaM MeHee 1 Mec.; yalle Bcero B A03e 8 Mr

Parada L., Marstein J.P., Danilov A. Tolerability of the COX-1/COX-2 inhibitor lornoxicam in the treatment of acute and rheumatic pain. Pain Manag.
2016;6(5):445-54.



KAPANOBACKYJIAPHASA BE3SONMACHOCTb JIOPHOKCUKAMA:
HACTOTA HEXEJIATEJIbHbIX PEAKLIUN HE BbILWWE, YEM HA NJ1IALEBO

Pe3ynbTaTbl MeTaaHannsa 60 CPAaBHUTEJIbHbIX nccnenoBaHUN:

4YacToTa KapanoBacKkynspHbiXx cobbltn 0,5% (41 nauneHT)
cepbe3HblX HP He 3adukcmpoBaHo

yactoTta HP He Bblle, 4eM Ha nnauebo

Bce HP 6b1in 4O30HE3aBUCUMbIMU

60 cpaBHUTENBHbIX UccrenoBaHuin (ocTpas 60nb N = 7661; peBMatnyeckas 6o0nb n = 3621)

NopHokcukam n = 6420; nnauebo n = 1192; npenapaT cpaBHeHUs (MMPOKCMKAM, HAaNPOKCEH, NHAOMETaUMH, AMKNodeHaK) n =
3770

CpenHuin BO3pacT NauMeHTOB, NOJy4YaBLIMX NTOPHOKCKMKaM, 44,5 £ 16,8 net
85% nauueHTOoB nosiyyanu JOPHOKCMKAM MeHee 1 Mec.; valle BCero B Ao3e 8 Mr

HP — HexenatenbHble peakumn

Parada L., Marstein J.P., Danilov A. Tolerability of the COX-1/COX-2 inhibitor lornoxicam in the treatment of acute and rheumatic pain. Pain Manag. 2016;6(5):445-54.



KCE®OKAM: nHaAMBuAayaJibHbIN NOAXOA K NALIMEHTY.
BO3MOXHOCTb «CTYNEeH4YaTOn>» Tepanuu

NMpoctas n ynobHasa cxeMa nNnpMMeHeHUN:
8 Mr X 2 pa3a B AeHb* He3aBUCUMO OT J1IeKapCTBEHHOW (POPMbl:
CTAPT TEPANMUU

* Kcepokam nnodpunmsaT 8 mr 8/m uan 8/8 2 p/a - 2 gHA
nnn

* Kcepokam Panug 8 mr no 1 tabn. 2 pasa B AeHb A0 6 AHEN

NPOAONKEHUE TEPANUU C LENBbIO KYMTMPOBAHUA BOJIU U BOCINANEHUA
* Kcepokam Tabnetkm 8 mrno 1 1abn. 2 pasa B AeHb

*8 nepeble cymKu 8o3moceH npuem 16ma+8 me yepes 12 yacos

UHcmpyKyus no MmeduyuHcKomMy npumereHuto ripernapama Kcegpokam /Kcegpokam parnud
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The goal of care for patients
with acute low back pain is
short-term symptomatic
relief, since most will
improve within four weeks.
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The goal of care for patients
with acute low back pain is
short-term symptomatic
relief, since most will
improve within four weeks.
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with superficial heat. Massage, acupuncture, and
spinal manipulation are other reasonable options
depending upon patient preference and their
cost and accessibility. There are no data
demonstrating superiority of one modality over
another.

* This approach is consistent with the 2017
updated guideline of the treatment of acute,
subacute, and chronic low back pain from the
American College of Physicians.
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meToabl:

e For patients who prefer pharmacologic therapy or in whom nonpharmacologic
approaches are inadequate, we suggest short-term (two to four weeks) treatment with a
nonsteroidal antiinflammatory drug (NSAID) as initial therapy (Grade 2C).

e For patients with pain refractory to initial pharmacotherapy, we suggest the addition of a
nonbenzodiazepine muscle relaxant (Grade 2C).

oDrugs with |[Tygli{=Te KT @ T W=V Te T Tl-Wo 1 (T WL for acute low back pain include

antidepressants, systemic glucocorticoids, antiepileptics, topical agents, and herbal
therapies.

e Patient - is an important aspect of care. Education should include information b
about the causes of back pain, favorable prognosis, generally minimal value of diagnostic ‘
testing, activity and work recommendations, and when to contact a clinician.

e Patients who do not improve after four weeks of pharmacotherapy should be

reassessed. Some patients with acute low back pain will go on to develop chronic low back
pain. Predictors of disabling chronic low back pain at one year include maladaptive pain ‘
coping behaviors, functional impairment, poor general health status, presence of |
psychiatric comorbidities, or nonorganic signs.

e Exercise interventions may have some value in preventing recurrences of low back pain.



https://www.uptodate.com/contents/grade/6?title=Grade%202C&topicKey=PC/7780
https://www.uptodate.com/contents/grade/6?title=Grade%202C&topicKey=PC/7780

HEDPAPMAKOJ/IOTMYECKUE METO/4bI

TENNO

Heat is often applied with the rationale that it may reduce muscle spasm. A 2006

systematic review including six studies of low back pain found moderate evidence
that a heat wrap may reduce pain and disability for patients with pain of less than
three months’ duration, although the benefit was small and short-lived.

MACCAX — There is no evidence that massage offers clinical benefits for acute low
back pain. However, a randomized trial found that compared with usual care, when
massage was chosen by the patient, it was associated with increased patient
satisfaction.

UrnoykanbiBaHne — Acupuncture may be a reasonable option for interested patients
with access to an acupuncturist. The evidence of benefit in acute low back pain is
limited. Randomized trials of acupuncture tend to be small and heterogeneous in
methodology, and blinding is difficult. Systematic reviews of acupuncture for acute
low back pain have found inconsistent results. Acupuncture is safe with few side
effects. There is more evidence to support the use of acupuncture in chronic low back
pain.




HE®PAPMAKO/IOTNMYECKUE METO/bI

Ma Hya/ibHbl€ TEXHUKUN Ha MNO3BOHOYHUKE — spinal manipulation is a form of manual therapy that involves

the movement of a joint near the end of the clinical range of motion. Based upon the available evidence, spinal manipulation appears to confer
modest improvements in pain and function. A 2017 systematic review and meta-analysis of spinal manipulative therapy for acute low back pain
examined 26 randomized controlled trials. Fifteen trials (1711 patients) provided moderate-quality evidence of improvement in visual analog
pain scale, and 12 trials (1381 patients) showed moderate-quality evidence of improvement in function. Comparator groups were
heterogeneous and included analgesics, exercise, and physical therapy. Minor transient adverse events such as increased pain, muscle
stiffness, and headache were reported in 50 to 67 percent of patients. Serious adverse events (eg, worsening lumbar disc herniation, cauda
equina syndrome) following spinal manipulation are rare.

Integrating spinal manipulation into the therapeutic plan for individual patients should depend upon their preferences and access to this type
of intervention. There is little evidence to guide the duration of therapy. Most clinical trials have evaluated courses of twice-weekly
manipulation for two to three weeks. There are no data on selecting practitioner type (eg, chiropractor, osteopath, massage therapist, physical
therapist).

YNPAXHEHUA U PUSUYECKASA TEPANMUA — exercise therapy includes both self-care exercises done by the patient and

supervised exercises in the context of physical therapy. In general, we do not refer patients with acute low back pain for exercise or physical
therapy. However, we selectively refer patients with risk factors for developing chronic low back pain (eg, poor functional or health status,
psychiatric comorbidities) who may benefit from immediate education by a physical therapist on how to avoid recurrences, appropriate levels
of activity, and exercises to begin after the acute phase.

Although some studies do show modest efficacy of exercise therapy in selected cases of acute low back pain (<4 weeks), systematic reviews
have not clearly demonstrated a treatment benefit of generalized exercise therapy compared with other conservative treatments. As an
example, in one systematic review of 11 randomized trials of exercise in patients with acute low back pain, exercise therapy was not more
effective than no treatment or other conservative treatments, which included nonsteroidal antiinflammatory drugs (NSAIDs)/other analgesics,
patient education programs, and/or advice to stay active. A subsequent randomized trial in patients with back pain for 16 days or less
compared four sessions of physical therapy with usual care over four weeks; the intervention led to a small improvement in a disability index
score at four weeks that was not considered to be clinically significant, and no difference at one year.

Early referral to a physical therapist may benefit patients with acute back pain who are at higher risk of developing chronic back pain, but this is
unproven and may relate to education provided rather than exercise and therapy performed. While studies that have assessed such an
approach showed improved outcomes for disability and lost work time, the majority of patients in these studies (>80 percent) had subacute or
chronic rather than acute low back pain.

There is evidence to support exercise therapy for patients with subacute and chronic low back pain




HE®PAPMAKO/IOTMYECKUE METO/bI

eXonopn???

— Application of cold is often recommended for patients with acute back pain, with the
rationale that it may help reduce edema. However, cold applied superficially does not
penetrate far below the skin. A 2006 systematic review found only three studies evaluating
cold for low back pain and was unable to find evidence of benefit.

eBbITAXKeHUA — There is no evidence that traction is beneficial for acute low back pain. A
2013 systematic review including 32 randomized trials of traction for low back pain (with or
without sciatica) concluded that traction provides no benefits.

eKopceTbl — There is no evidence to suggest that lumbar supports such as corsets or
braces have therapeutic value for most patients with acute low back pain.

eMaTpachbI?

— The role of mattresses has not been studied in acute low back pain.

elora

— Studies on yoga and back pain have primarily focused on chronic low back pain. There
is no evidence to support the use of yoga in acute low back pain.
¢OKONONO3BOHOYHbIE UHBEKLUN?

— A variety of injections (eg, epidural spinal, trigger point, or facet join injections) have been ‘ ‘
advocated for patients with back pain. There is little evidence to support any type of |
injection for nonspecific acute low back pain.
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We do not advise bed rest for patients with acute low back pain. Patients
who are treated with bed rest have more pain and slower recovery than
ambulatory patients. Activity modification should generally be minimal, with
patients returning to activities of daily living and work as soon as possible. If
activity is painful or increases pain, we advise patients to do as much as they
can and gradually increase activity as tolerated. We emphasize the
importance of avoiding prolonged periods of inactivity. However, we do not
routinely refer patients with acute low back pain for exercise or physical
therapy, and instead reserve those services for patients not improving with
initial treatment or with risk factors for developing chronic low back pain

Return-to-work recommendations should be individualized. For example, an
office worker who has control over the pace of work, positioning while
working, and/or work hours may be able to return to work promptly.
However, those with physically demanding jobs may not be able to return to
work immediately if light-duty options are not available.
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PROGNOSIS

The prognosis for acute low back pain is excellent; only one-third of patients seek medical
care at all. Of those who present for care, 70 to 90 percent improve within seven weeks.

Recurrences are common, affecting up to 50 percent of patients within six months and 70
percent within 12 months. Similar to the initial episode, recurrences have a favorable
prognosis.

Some patients with acute low back pain will go on to develop chronic low back pain.
Estimates of the percentage of patients who develop chronic back pain vary. In one
prospective cohort study of patients with acute back pain seen in primary care, chronic back
pain was diagnosed in 20 percent of patients within two years of their initial visit. However,
other studies have suggested only 5 to 10 percent of patients with acute low back pain go
on to develop chronic low back pain.

Predictors of disabling chronic low back pain at one year include maladaptive pain coping
behaviors, functional impairment, poor general health status, presence of psychiatric
comorbidities, or nonorganic signs. Maladaptive coping behaviors include fear avoidance
(avoiding usual or recommended activities because of fear that they will cause worsening
pain or hinder recovery) and catastrophizing (negative beliefs about pain or illness leading
to patients imaging the worst possible
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