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Epidemiologie bolesti zad

« naklady spojené s bolesti dolnich zad - roéné 100 000 000 000 $
« celozivotni prevalence je 40 — 70 %

* rocni prevalence 10 — 30 %
* U 30 % pacientu s LBP dojde k chronifikaci nebo opakovanym obtizim

Regional Anesthesio and Pain Medicine * Volume 38, Mumber 3, May-June 2013
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Historie

The Epidural Treatment of Sciatica:
Its Origin and Evolution

Bastiaan C. Ter Meulen®“ Henry Weinstein®© Raymond Ostelo® Peter J. Koehler®

Year Country Description

1885 USA First spinal puncture by Corning

1895 Germany Intrathecal infusion of cocaine by Bier

1901 France First caudal epidural injections by Sicard and Cathelin
1925 Canada  Viner uses novocain to treat sciatica

1930 UK Evans successfully treats 24/40 patients with procaine
1952 [taly Robecchi and Capra use corticosteroids for the first time
1953 France  Li¢vre et al. [21] publish a series of patients treated with epidural corticosteroids
1961 USA Goebert et al.: first series in the USA

1960s-1970s Uncontrolled studies

1970s—now Randomized, controlled trials

Eur Neurol 2016:75:58-64
DOl: 10.1159/0004437 20
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First author, year n Study design  Patients with pain
relief, %*
Lievre, 1953 20  Retrospective 25 at 3 weeks
Brown, 1960 20  Retrospective 100 at 52 weeks
Goebert, 1960 239  Retrospective 6 at 12-130 weeks
Gardner, 1961 113 Retrospective 83 at >12 weeks
Winnie, 1972 10 Prospective 100 at 2-104 weeks
Rosen, 1988 40  Retrospective 25 at 1-32 weeks
Power, 1992 16  Retrospective 6 at 1 week
Bowman, 1993 35 Retrospective 43 at 12 weeks

* Definition of ‘pain relief’ = excellent + good + moderate +

[4 ¥
not severe..
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Transforaminal
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Interlaminar process

Posterior

primary Spinal
ramus of segmental
spinal nerve artery
Anterior
primary
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spinal nerve
Caudal Rami Dura
communicantes
Intervertebral
disc
Symgathetic Lumbar
chain artery
McLain, Robert F et al. “Epidural steroids for back and leg pain: mechanism of Rathmell J. Atlas of Image-Guided Intervention in Regional Anesthesia and
action and efficacy.” Cleveland Clinic journal of medicine 7112 (2004): 961-70 . Pain Medicine. 2nd ed. Philadelphia, PA: Lippincott Williams & Wilkins;
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Kortikoidy

Metylprednisolon

acetat

General characteristics of steroid used in epidural injection

Betamethasone sodiumphosphate  Methylprednisolone

and betamethasone acetate acetate
Daosage form Suspension Suspension
Benzyl alcohal No Yes
Equivalent dose 07%s 4
Particle, aggregation, Variahle Large
packing
Solubility Acetate form, insoluble; sodium 0.0

phosphate form, freely soluble

Triamcinolon
acetonid

Triamecinolone Dexamethasone
acetonide sodiumphosphate
Suspension Solution
Yes Yes
4 0.75
Large Smiall
0.0002 Soluble

Dexametason
fosfat

Betamethasone
sodium phosphate

Solution
MNa
075
Seiall

Soluble

Int J Pain 2024,15:80-87
EII‘:EE:N 2233-4793 [ el55N 2233-4807
ttps:f{doi.org/10.56718/ijp.24-022

Betametason
fosfat

forma
ekvivalentni davka
Castice, agregace
rozpustnost

epiduralni podani

suspenze
4

velké
0,001

Kl

suspenze
4

velkeé
0,0002

KI

roztok
0,75
mikro

rozpustny
?

roztok
0,75
mikro
rozpustny
NA
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Pain Physician 2016; 19:327-340 = ISSN 1533-3159

Systematic Review

Particulate vs Non-Particulate Steroids for
Transforaminal Epidural Steroid Injections:
Systematic Review and Meta-analysis of the
Current Literature

Jeetinder Kaur Makkar, MD, DNB', Preet Mohinder Singh, MD, DNB?, Divya Jain, MD', and
Basavana Goudra, MD, FRCA, FCARSI?

Conclusions: As the use of particulate steroids seems to be associated with slightly better
VAS scores only, clinicians need to weigh their clinical relevance in the light of complications
and recent FDA recommendations on the use of particulate steroids.

SPINE INTERVENTION SOCIETY
FACTFINDERS FOR PATIENT SAFETY

Particulate or Non-Particulate Steroids for Lumbar
Transforaminal Injections

Byron Schneider, MD; Zachary McCermick, MD; and Clark Smith, MD, MPH on behalf of the Spine Intervention Scciety’s Patient Safety Committee

Myth: Particulate steroids are more effective than non-particulate steroids and, therefore, should be preferred
for routine use in lumbar transforaminal injections, despite a greater risk profile.

Fact: All particulate corticostercid preparations have been implicated in rare cases of paraplegia, whereas no
definitive evidence exists of paraplegia resulting from injection of non-particulate steroids. Studies directly
comparing the effectiveness of particulate and non-particulate stercids largely show no differences between
the two, with respect to relief of pain, restoration of function, or rate of spine surgery. There is no evidence-
based rationale for routine use of particulate stercids in lumbar transforaminal injections, given the increased

www.fnbrno.cz
risk of paraplegia.
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Rathmell J. Atlas of Image-Guided Intervention in Regional Anesthesia and
Pain Medicine. 2nd ed. Philadelphia, PA: Lippincott Williams & Wilkins; .
2012. Bosmia, A.N., Hogan, E., Loukas, M., Tubbs, R.S. and Cohen-Gadol, A.A. (2015), Blood supply to the human
FAKULTNI MUNI spinal cord: Part I. Anatomy and hemodynamics. Clin. Anat., 28: 52-64. https://doi.org/10.1002/ca.22281
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An update on epidural steroid injections: is there still a role
for particulate corticosteroids?

Francis T. Delaney' - Peter J. MacMahon'*

Received: 22 April 2022 / Revised: 14 September 2022 / Accepted: 16 September 2022 / Published online: 29 September 2022
& The Author(s), under exclusive licence to International Skeletal Society (I55) 2022

Soucasna role partikularnich kortikosteroidu u ESI by
mela byt omezena na kaudalni a interlaminarni injekce
nebo transforaminalni injekce v bederni oblasti pouze v
pfipadé, ZzZe podateCni nepartikularni ESI vedla k
vyznamnému, ale kratkodobému zlepseni.
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Odstup od operacniho vykonu

TABLE 2. Postoperative infection risk in the control group versus
the injection group

Cantrol Injection Growp
Variable Graup 0-1 Mo 1=-3 Mos 3-6 Mos

. Singla, Anuj et al. “The impact of preoperative epidural
injections on postoperative infection in lumbar fusion

surgery.” Journal of neurosurgery. Spine 26 5 (2017): 645-649. ND';'lzfulgldsl- 70,857 1693 3491 10,493
e odstup 3 mesice No.ofpostop 1089(15) 66(39)  120(22)  136(13)
infections
. Patel, Harshadkumar A. et al. “Lumbar Spinal Steroid (%)
Injections and Infection Risk after Spinal Surgery: A OR (95% Cl) 26(2.0-3.3) 14({1.2-17) 0.8(0.7-1.0)
Systematic Review and Meta-Analysis.” Asian Spine p value <0.0001 0.0002 0.06
Journal 16 (2022): 947 - 957.
® Odstup 1 més I’C mmn:nmm M—H.mrdsmn;%ﬁ W, randam, 5% 01 MU, arcim, 5% 01 VEH, o, 55% C1 M-H, rndom, 5% C1
*  Hooten W, Eberhart N, Cao F ...Preoperative Epidural Steroid = v |- sz (S e — Py
Injections and Postoperative Infections After Lumbar or B T
Cervical Spine Surgery: A Systematic Review and Meta- — i
Analysis, Mayo Clinic Proceedings: Innovations, Quality & ——— o T s Has
Outcomes , 2023; 7, 349-365 e : i 1 + memiE +
179 1.08-296) - _Lmes i ud SELLSN *
I o luwm[;l:temmn 1Higr|9ri:|na:||un " " L"Wﬁlﬁmﬂ 1qunerlr:fgcnun “ v mw?iﬁmm 1Hiqh9fi"f2;€ﬂnn ’
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Review

Recommendations for Diagnosis and Treatment of Lumbosacral
Radicular Pain: A Systematic Review of Clinical

Practice Guidelines

Ahmad Khoshal Khorami !, Crystian B. Oliveira 23 Christopher G. Maher 34 Patrick J. E. Bindels !,

Gustavo C. Machado *#, Rafael Z. Pinto %, Bart W. Koes 1*® and Alessandro Chiarotto 1+*

Title Guideline Year Country Professional Bodies/ Abbreviation
3 American College of Occupational and
Low back digorders 2016 Usa Environmental Medicine (ACOEM [25])
Diagnostic Imaging for Low Back Pain: Advice for
High-Value Health Care From the American 2011 usa American College of Physicians (ACF [29])
College of Physicians
Diagnosis and Treatment of Low Back Pain: A
Joint Clinical Practice Guideline from the 2007 USA American College of Physicians and the
American College of Physicians and the American American Pain Society (ACP-APS [30])
Pain Society
ACR Appropriateness Criteria Low Back Pain 2016 USA American College of Radiology (ACR [31])
Interventional Therapies, Surgery, and . - -
> 2000 USA American Pain Society (APS [32
Interdisciplinary Rehabilitation for Low Back Pain merican Pain Society ( (52
Low Back Pain: Clinical Practice Guidelines
Linked to the International Classification of
. . . —_—
Functioning, Disability, and Health from the 2012 USA D“h”TPﬂ'; 5“;\'::; 2’1'; ‘t'i:fn"}i‘l'fr'f[’;if;yma'
Orthopedic Section of the American Physical Py A8 h
Therapy Association
An Update of Comprehensive Evidence-Based
Guidelines for Interventional Techniques in 2013 USA American Society of Interventional Pain
Chronic Spinal Pain. Part Il: Guidance and Physicians (ASIPP [34])
Recommendations
Spinal Manipulative Therapy and Other
Conservative Treatments for Low Back Pain: A Canadian Chiropractic Guideline Initiative
2018 Canada

Guideline From the Canadian Chiropractic
Guideline Initiative

(CCGI[35])
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Title Guideline Year Country Professional Bodies/ Abbreviation
Department of Labor and Employment,
Low Back Pain medical Treatment Guidelines 2014 usa Division of Worker ‘s Campensation
(DLE-DWC [36])
. - European Commission, Research
European guﬂLl ) fﬂr the management of 2004 Europe Directorate-General, department of Policy,
chronic non-specific low back pain - N . _
Coordination and Strategy (EG [37])
Adult Acute and Subacute Low Back Pain 2018 USA Institute for Clinical Systems Improvement
Diagnosis Algorithm (ICSI [38])
) i i Italian Health Ministry-Care and Research
Dmgf]r;:ql;ilim:;apt;_]:l;faﬁ::;ﬁ::; fc:uri‘lir):;;nl::ack 2006 Italy Institute Fondazione Don Carlo Gnocchi
panp : & ONLUS of Milan (IHM [39])
Low back pain and radicular pain: assessment and 207 Belgian Belgian Health Can_: Knowledge Center
management : {KCE [40])
Korean medicine clinical practice guideline for 2017 Korea The Korea Institute of Oriental Medicine
lumbar herniated intervertebral disc in adults (KIOM [41])
Clinical Guideline for the Diagnosis and Treatment . . . I
of Lumbar Dise Herniation with Radiculopathy 2012 USA MNorth American Spine Society (NASS [42])
National Clinical Guideline: interventions for National Board of Health (Denmark)
_ 2016 Denmark .
recent onset lumbar radiculopathy {NBHD [43])
] ¥ 11 § H 5 imi ] i P & ] T
Acute low back pain lnbgr:lj.q:lplmary clinical 2007 Norway ) The [\_n.lm_'wf:gmn Back _I ain I\elhmﬁk and an
guidelines interdisciplinary working group (NBPN [44])
o i i a2 . 3, 44, x| ] i
NHG-Standaard Lumbosacraal radiculair 2015 Netherlands Dutch General I ractitioners Society
syndroom (NHG [45])
Low back pain and sciatica in over 16s: assessment 2016 UK Mational Institute for Health and Care
and management Excellence (NICE [46])
Clinical Practice Guidelines on the Diagnosis and 2011 Philippines Philippine Academy of Eehabilitation
Management of LBP ppines Medicine PARM [47])
Evidence-Informed Primary Care Management of 2015 Canad Institute of Health Economics Toward
Low Back Pain anada Optimized Practice (TOP [48])
. The University of Michigan Health System
Acute Low Back P 2010 UsSA '
cu w Back Pain (UMHS [29])
VA/Do clinical practice guideline for diagnosis 2017 USA Department of Veterans Affairs and

and treatment of low back pain

Department of Defense (Va/Dod [50])
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Recommendations for Diagnosis and Treatment of Lumbosacral
Radicular Pain: A Systematic Review of Clinical

Practice Guidelines

Ahmad Khoshal Khorami !, Crystian B. Oliveira 2.3 Christopher G. Maher 34 Patrick ]J.E Bindels !,
Gustavo C. Machado 34, Rafael Z. Pinto *, Bart W. Koes '*® and Alessandro Chiarotto 1*

Guideline AGREE Domains
Editorial
- Seope and Stakeholder Rigor of Clarity of A .
Guideline * Purppnse, o Involvement, % DE\’tlilgpi‘l‘lEt'lt, Y% Presenl,:tyian, Yo Applicability, % ]ndep-fldence; Assessment, % Quality
fa
ACOEM 58 44 50 100 23 92 6l Low
ACP 86 36 11 83 46 100 6l Average
ACP-APS 9 47 76 94 46 96 7h Average
ACR 14 17 #1 a7 0 17 33 Low
APS 100 a7 94 94 6l 96 83 High
APTA &1 47 72 bt 0 0 45 Average
ASIPP B3 a4 72 a7 9 96 68 High
CCGl 92 72 7 a8 33 a7 6 Average
DLE-DWC 17 11 0 2 2 0 17 Low
EG 72 6d 70 a2 33 38 6l Average
ICs1 B3 69 7 92 6l 92 i High
1HM 61 a8 it 83 a0 25 bl Average
KCE 97 73 bt bl 7 100 87 High
KIOM 78 28 7 &1 6 83 39 Average
MNASS B3 6l 73 78 17 92 68 High
MBHD 86 47 91 97 6l 96 &0 High
MNBFPM 59 83 B3 94 29 100 &0 High
NHG 83 56 58 &9 25 33 37 Low
NICE 97 o 935 a7 71 100 92 High
PEAM 2 23 31 &1 38 0 41 Low
Tor 94 78 54 94 73 96 87 High
UMHS 36 25 37 94 6 92 33 Low
VA Dod 94 92 i B3 44 a7 7 High
Mean vl 33 Lt B3 3 69 63
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Journal of
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Review

Recommendations for Diagnosis and Treatment of Lumbosacral
Radicular Pain: A Systematic Review of Clinical

Practice Guidelines

Ahmad Khoshal Khorami !, Crystian B. Oliveira 2,3 Christopher G. Maher 34 Patrick ]J. E. Bindels 1
Gustavo C. Machado **, Rafael Z. Pinto %, Bart W. Koes 1*® and Alessandro Chiarotto 1+*

Pharmacological interventions

Paracetamol KCE Inconsistent MNone Invasive Treatments
PARM
ACOEM Surgery NASS Common Could do
I[fl-ll\-r;:-ls APS
NHG NHG
NBPN DLE-DWC
Non-steroidal anti-inflammatory . . IHM
drugs (NSAIDs) % KCE Inconsistent None Non-Invasive Interventions Guideline * Consistency Clinical Inference ACOEM
sl Muscle relaxants KCE Inconsistent None NBEN
PAEM ICs1
ACOEM PARM Iniection therapi
IHM ACOEM Epidural infections NICE Inconsistent None
NHG IHM IASS
NBPN NHG I\'}S.'
Opioids NICE Inconsistent MNone NBPN KCE
KCE Antidepressants NASS Inconsistent None VA /Dod
PARM NICE ICSI
IHM KCE )
NHG ACOEM oE)
MEBPN NHG PRAM
Paracetamol + opioids IHM Inconsistent MNone Corticosteroids VA /Dod Inconsistent None ACOEM
NHG PARM ACP
NBEPN ACOEM NHG
Anti-epilepticum KCE Inconsistent None DLE-DWC 2 >
VA /Dod NHG NBPN
PARM o ACP-APS ) APS
ACOEM Antibiotics KCE Inconsistent None Referral PRAM Consistent Should do
MNASS ACOEM I A
NICE Cannabis NICE Consistent Do not do lj”” 2
NHG NHG NHG
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Pain Physician 2021; 24:527-5208 ISSN 2150-1149

Epidural Guidelines Indikace pro epiduralni aplikaci:
. . . « Chronicka bolest v dolni ¢asti zad a/nebo dolnich
|_|E Epidural Interventions in the Management koncetin trvajici nejméné 3 mésice, ktera nereaguje
of Chronic Spinal Pain: American Society nebo reaguje Spatné na neintervencni a nechirurgickou
of Interventional Pain Physicians (ASIPP) konzervativni "?CE’“ v d“SI?dk“: o
Comprehensive Evidence-Based Guidelines * Vyhrezu ploténky/lumbaini radikulitidy
* Lumbalni spinalni stenozy
Laxmaiah Manchikanti, MD, Nebojsa Nick Knezevic, MD, PhD, Annu Navani, MD, ° Syndromu po operaci bederni pate‘l‘e

 Axialni nebo diskogenni bolest dolni

_ : casti zad bez facetové bolesti kloubu
Gl o Bsk Kol nebo bolesti sakroiliakalniho kloubu nebo
herniace disku

» Stfedné silna az silna bolest zpusobujici funkeni
Somatic Pain Radicular Pain postizeni

* Lumbalni interlaminarni zakrok Ize provést u

- i pooperacniho syndromu pouze tehdy, pokud je pristup
i sl oo el do epiduralniho prostoru mimo jizvu (preferovanymi
radiofrequency thermoneurolysis m::m o metodami jsou kaudalni a transforaminalni zakrok)
oo g ﬂepl"l'ﬂmzm-dhﬂﬂr-i * Akutni prokazana herniace disku s radikulitidou s
" Shep S Poscutameous disc decompression invalidizujici bolesti nebo k vyhnuti se chirurgickému
1L Post surgery zakroku, herpes zoster, postherpeticka neuralgie,
Step 4: Spinal cord stimulation KRBS | a Il, epiduralni injekce Ize provést dle uvazeni

|ékare bez vysSe uvedenych pozadavku.

*Evidence is limited
““Evidence available only for post surgery syndrome and spinal stenosis

L BRNO T UF MED www.fnbrno.cz



Pain Physician 2021; 24:527-5208 ISSN 2150-1149

Epidural Guidelines

|_|E Epidural Interventions in the Management
of Chronic Spinal Pain: American Society
of Interventional Pain Physicians (ASIPP)
Comprehensive Evidence-Based Guidelines

Schéma pro epiduralni aplikace:

~N

¢ 1. ED aplikace kortikoidu

Laxmaiah Manchikanti, MD, Nebojsa Nick Knezevic, MD, PhD, Annu Navani, MD,

)
]

1L No surgery / post surgery / spinal stenosis
Step 1: caudal
Interlam
Transforaminal epidural
Step 2: **Percutancous adhesiolysis
1. No surgery
Step : “Percutancous disc decompression
IIl.  Post surgery
Step 4: Spinal cord stimulation

emin. 2 tydny
e idedlné 4-6 tydnl

¢ 2. ED aplikace kortikoidu

e minimalné 3 meésice
e maximalné 4x rocné

¢ 3. adalsSi aplikace

*Evidence is limited
“*Evidence available only for post surgery syndrome and spinal stenosis
L BRNO o MED www.fnbrno.cz



MNational Institute for
Health and Care Excellence®

NICE

NIC

guideline

Low back pain and sciatica
in over 16s: assessment and
management

NICE guideline
Published: 30 November 2016
Last updated: 29 July 2026

www.nice.org.uk/guidance/ng59
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I i5ydcmes MED

« Radiofrekvencni denervace

« 1.3.2 Zvazte doporuceni k posouzeni radiofrekvencni
denervace u osob s chronickou bolesti dolni ¢asti zad,
kdyz:

* nechirurgicka IéCba u nich nefungovala a

hlavni zdroj bolesti je povazovan za strukturu zasobovanou
medialnim nervem a

* maji stfedné tézkou nebo tézkou lokalizovanou bolest zad
(hodnocena 5 vice na vizualni analogové Skale, nebo ekvivalentné)
v dobé odeslani. [2016]
« 1.3.3 Provadéjte pouze radiofrekvenc¢ni denervaci u
osob s chronickou bolesti dolni Casti zad po pozitivni
odpovédi na diagnosticky blok medialni vétve. [2016]

« 1.3.4 Nenabizejte zobrazovaci vySetreni u lidi s bolesti
dolni ¢asti zad a specifickou bolesti facetovych kloubu
jako predpoklad pro radiofrekvenéni denervaci. [2016]

« Epiduraly

« 1.3.5 Zvazte epiduralni injekce lokalniho anestetika a
steroidu u lidi s akutnim a tézkym ischiasem. [2016]

e 1.3.6 NepouZiveite epiduralni iniekce nro neuroaenni
klaudikace u lidi s centraini stenozou paterniho
xanalu. [2010]

www.fnbrno.cz



Common interventional procedures for chronic non-cancer
spine pain: a systematic review and network meta-analysis of
randomised trials

Xiaogin Wang,>? Grace Martin,® Behnam Sadeghirad,** Yaping Chang,” Ivan D Florez,>®’
Rachel ] Couban,’? Fatemeh Mehrabi,®® Holly N Crandon,’ Meisam Abdar Esfahani,’
Laxsanaa Sivananthan,'® Neil Sengupta,! Elena Kum,*!? Preksha Rathod,’ Liang Yao,'*?
Rami Z Morsi** Stéphane Genevay'® Norman Buckley,’**? Gordon H Guyatt,*

Y Raja Rampersaud,'®'” Christopher ) Standaert,'® Thomas Agoritsas,*'*?° Jason W Busse

3.4

BM7T2025;388:e079971 | doi: 10.1136/bmj-2024-079971

IM (LA,S)
JTHLA)

DRGRF
+EI(LAS)

Joint RF
+TI(LAS)
Joint RF

ITI(S)
PLC

JTHLAS)
Usual care

El(S)

IM (LA

El(LA.S)
El (LA

DRG RF

Usual care El (LAM+DRG RF
El(S) El(LA)
EI(LAS)
+DRG RF
JTIHS)
Joint RF EI (LAS)
PLC DRG RF

Fig 2 | Network maps of interventional procedures administered for: a. Axial chronic spine pain; b. Radicular chronic
spine pain. Abbreviations: DRG RF=Dorsal root ganglion radiofrequency, El=epidural injection, IM=Intramuscular
injection, Joint RF=)oint radiofrequency ablation, JTl=Joint-targeted injection, LA=Local anaesthetic, PLC=Placebo
(sham procedure), S=Steroid

: FAKULTNi
BRNO

NEMOCNICE

MUNI
MED

3a. Pain relief (VAS 0-10em, lower scores are better) for chronic axial spine pain

Treatment vplacebo  MD (NMA) RD for achieving MID (952 CI) COE

El (LAS) 0200-1.11t0 1.51) -3(-21t018) Moderate
El{LA) 028(-1.18t0 1.75) -4(-23t019) Moderate
ITI(S) 083(-0.261t01.93) -12(-25t0 4) Moderate
IM (LAY -0.53 (-1.97 to 0.92) 9(-14to 32) Low
Usual care 0.15 (-0.56 to 0.85) 2(-13t0 9 Low
JTI(LAS) 0.22(-0.42 to 0.87) 3013107 Low

El(S) 0.39(-0.94t0 1.71) -6(-23t015) Low
JTHLA) 0.63 (-0.57 to 1.83) -9(-24t09) Low

IM (LAS) 1.82(-0.29to 3.93) -24(-36t0 5) Low

Joint RF -0.89 (-1.37 to -0.40) 15 (7 to 23) Very low
Joint RF+TI (LAS) -0.68 (-1.71 to 0.35) 11 (-5to 28) Very low

3b. Pain relief (VAS 0-10cm, lower scores are better) for chronic spine related radicular pain

Treatment vplacebo  MD (NMA) RD for achieving MID (952 CI) COE
El (LAS) -0.49 (-1.54 to 0.55) 4(-4to 16) Moderate
DRG RF 0.15(-0.98 to 1.28) -1(-Bto9) Moderate
El (S) -0.56 (-1.30t0 0.17) 5(-1t013) Low
El (LAY -0.26 (-1.37 to 0.84) 2(-6to14) Low
El (LA)+DRG RF -2.26(-3.97 to -0.56) 26 (Sto 51) Very low
El (LA.SHDRG RF -0.94(-2.52 to 0.65) 9(-5to 30) Very low
Usual care 0.49 (-0.71 to 1.70) -4(-9to 6) Very low

Certainty Classifications (the higher level, the better effectiveness)

Category 2: More effective than sham procedures
Moderate to high

Category 1: Mo more effective than sham procedure

Low to very low

Category 2: May be more effective than sham procedures

Category 1: May be no more effective than sham procedures

COE = Certainty of evidence, DRG RF = Dorsal root ganglion radiofrequency ablation, El = Epidural
injection, IM = Intramuscular injection, Joint RF = Joint radiofrequency ablation, JTI = Joint-targeted
injection, LA = Local anaesthetic, MD (NMA) = Mean difference (network meta-analysis), MID =
Minimally important difference (1.5 cm on 10 em scale), RD = Risk difference (%2), S = steroid, VAS =

Visual analogue scale
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Common interventional procedures for chronic non-cancer
spine pain: a systematic review and network meta-analysis of

randomised trials
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Treatment vplacebo Relative risk (95% CI) (NMA) Certainty of evidence
Joint RF 1.56 (1.08 to 2.24) Low
JTI(LAS) 1.61(0.63t0 4.11) Low
IM(LAS) 1.38(0.30 to 6.38) Low
JTIHLA) 1.73(0.15t0 19.78) Very low
IM (LA 1.72(0.55 to 5.38) Very low
EI (LA'S) + DRGRF 1.70(0.34 to 8.54) Very low
E1(S) 1.37(0.82 to 2.28) Very low
EI(LAS) 1.13(0.37 t0 3.47) Very low
JTIS) 1.07 (0.39 to 2.96) Very low
DRG RF 1.03(0.75t0 1.42) Very low
Usual care 0.95(0.37 to 2.45) Very low
El (LA) + DRG RF 0.92(0.02 to 52.74) Very low
El (LA 0.92(0.29 t0 2.93) Very low
Certainty Classifications (the higher level, the better effectiveness)

Category 2: More harmful than sham procedures

Moderate to high

Category 1: No more harmful than sham procedures

Category 2: May be more harmful than sham procedures

Low to very low

Category 1: May be no more harmful than sham procedures

DRG RF = Dorsal root ganglion radiofrequency ablation, El = Epidural injection, IM = Intramuscular
injection, JTI = Joint-targeted injection, LA = Local anaesthetic, NMA = Network meta-analysis, S =

steroid

: F%'KE' Fig 5 | Network meta-analysis results, sorted by GRADE certainty of evidence and effect estimate, for the comparisons
BRN of interventional procedures versus sham procedures for non-serious adverse events

4a. Physical functioning (ODI 0-100 points, lower scores are better) for chronic axial spine pain

Treatment vplacebo MD (NMA) RD for achieving MID (95 Ci%) COE
JTIES) 1.60(-10.45t0 13.65) -4(-23t0 30) Moderate
JTILAS) 2.78(-4.95t0 10.51) -7(-20to 14) Moderate
IM(LAS) 9.30(-6.36 to 24.96) -19(-28t0 18) Moderate
IM (LA -6.83(-17.18t0 3.51) 19 (-8to 48) Low
JointRF -4.56 (-9.97 10 0.85) 13(-2t0 29) Low

Joint RF+JTI(LAS)  -0.77(-11.88t0 10.33) 2(-20t0 34) Low
JTHLA) 0.78(-10.43t0 11.98) -2(-22t0 30) Low
Usual care 3.87(-2.51t0 10.26) -9(-20to7) Low

El (LA.S) -21.37(-35.35t0-7.38) 56(21t0 69) Very low
El (LA -21.15(-36.28 to -6.01) 56 (17 to 69) Very low

4b. Physical functioning (ODI 0-100 points, lower scores are better) for chronic spine related

radicular pain

Treatment vplacebo MD (NMA) RD for achieving MID (95 Ci2) COE

El (LAS) -5.97(-13.07t0 1.13) 17 (-3to 36) Moderate
El (LA -4.76(-12.33t0 2.81) 14(-8t0 34) Moderate
DRG RF -1.35(-8.50 to 5.80) 4(-15t0 24) Moderate
El (LA.S)+DRG RF -10.90(-23.81 t0 2.01) 31(-61053) Low

EI(S) -0.89 (-6.20 t0 4.41) 3(-12t0 18) Low

El (LA+DRG RF -22.72(-35.04 to-10.41) 52 (29 to 58) Very low
Usual care 5.97(-1.81t0 13.75) -16(-30to 5) Very low

Certainty Classifications (the higher level, the better effectiveness)

Moderate to high

Category 2: More effective than sham procedures

Category 1: No more effective than sham procedure

Low to very low

Category 2: May be more effective than sham procedures

Category 1: May be no more effective than sham procedures

COE =Certainty of evidence, DRG RF = Dorsal root ganglion radiofrequency ablation, El = Epidural
injection, IM = Intramuscular injection, Joint RF = Joint radiofrequency ablation, JTI = Joint-targeted
injection, LA = Local anaesthetic, MD (NMA) = Mean difference (network meta-analysis), MID =
Minimally important difference (10 points on 100 point scale), ODI = Oswestry Disability Index, RD =
Risk difference (%), S = steroid
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BM) Open Harms of selected spinal and paraspinal
injections and denervation procedures
for chronic non-cancer spine pain: a
systematic review and meta-analysis of
non-randomised studies
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Study Events Total Proportion 95%~-CI
Beyaz 2017 B 299 = 0.027 [0.012; 0.052]
Cofrea 2015 1 2548 0.004 [0.000; 0.022]
Park 2017 D 1260=— 0.000 [0.000; 0.029]
Forrest 1978 128 = 0.036 [0.001; 0.183]
Al-Samman 2020 7 52 ¢ . 0.135 [0.056; 0.258]
Sun 2017 1 858 — 0.012 [0.000; 0.064]
Senkal 2021 5 180 +=— 0.028 [0.009; 0.064]
Leon 2016 0 TIE— 0.000 [0.000; 0.049]
Random effects (HK) 1097 <= 0.014 [0.004; 0.054]
Random effects (classic) & 0.014 [0.005; 0.043]

Heterogeneity: /7 = 84.3%, t° = 1.5368, p = 0.00685 | I I I I
0 005 01 015 02 025

Figure 3 Incidence of dural puncture among people living with chronic spine pain following receipt of an interventional
procedure. HK, Hartung-Knapp.

Nizka mira jistoty dokazl naznaluje, Ze nékolik béznych
intervencnich postupl u chronické bolesti patefe vykazuje riziko
hluboké infekce, punkce dury, doasné zmény urovné védomi a
prodiouzene bolesti nebo ztuhlosti. Jina poSkozeni jsou nejista kvuli
velmi nizké mire jistoty dukazu a katastrofalni nasledky nebyly v
malych studiich, které pfispély k nasim analyzam, hlaseny.
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Types of interventional
procedures administered  No. of studies No.of Incidence Reasonsfor Certainty of
Adverse event (no. of studies) (range of follow-up) patients (95% Cl) downgrading evidence
Deep infection » Joint radiofrequency 5 539 0.7% Risk of bias* Lowif
ablation (n=3). (12-90 weeks) (0.3% to Imprecisiont
» Epidural injection of 2.0%)

corticosteroid and local
anaesthetic (n=1).

» Joint corticosteroid
injection (n=1).

Dural puncture » Epidural corticosteroid 8 1097 1.4% Risk of bias* Lowt
injection (n=5). (12-52 weeks) (0.5% to Imprecisiont
» Joint radiofrequency 4.3%)
ablation (n=2).
» Nerve blocks (n=1).
Temporary » Epidural steroid injection 10 1021 21% Risk of bias* Low§
altered level of (n=9). (12-52 weeks) (1.1% to
consciousness » Joint corticosteroid 4.0%)
injection (n=1).
Prolonged (>48 » Dorsal root ganglion 5 363 6.8% Risk of bias* Very low§
hours) sensory radiofrequency (n=2). (12-104 weeks) (2.3% to Imprecisiont
deficits » Joint radiofrequency 18.6%)
ablation (n=2).
» Joint radiofrequency
ablation with
corticosteroid injection
(n=1).
Prolonged (>48) » Dorsal root ganglion 16 1132 8.6% Risk of bias* Low§
pain or stiffness radiofrequency (n=3).Joint (8-105 weeks) (6.3% to
radiofrequency ablation 11.6%)
(n=12).
» Joint radiofrequency
ablation with
corticosteroid injection
(n=1).

*Uncertain reprasentativeness of the study population and/or accuracy of the assessment of adverse events.

t The associated estimate of precision includes the patient-important threshold (ie, 1% for serious fatal adverse events, such as deep infection
and dural puncture; 5% for moderate adverse events).

$Certainty of evidence began as high based on a strong assoclation between the intervention and observed harm and plausible confounders
or other biases increasing confidence in the estimated effect.

§Certainty of evidence began as moderate based on a moderate association between the intervention and observed harm.

GRADE, Grading of Recommendations Assaessment, Development and Evaluation.
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### Population

RAPI D RECOMM ENDAT'ONS This recommendation applies only to people with these characteristics:
& Adults with chronic spine pain (23 months duration)

Commonly used interventional procedures for non-cancer chronic Cervical spinal level Lumbar or sacroiliac spinal level
spine pain: a clinical practice guideline e o | 'E;‘
Jason W Busse, " Stéphane Genevay, * Arav Agarwal, * Christopher | Standaert, ® Kevin Carneiro, © & A |

Box 2: Categories of interventional procedures administered for chronic g o | |

spine pain that were considered in the BM/ Rapid Recommendations v AY | ;

— {71

*  Epidural injection of local anaesthetic

*  Epidural steroid injection DR OB 3 Acute spine pain 8 Chronic spine pain secondary to

- - q . ; apply to: -

* Epidural injection of local anaesthetic and steroids =3 months dusation cancer J inflammatory srthropathy
* |oint-targeted injection of local anaesthetic
- . Lo Strong recommendations

Joint-targeted steroid injection AGAINST

a L s = a " All rly all well-inf ed e Id ket t

* Joint-targeted injection of local anaesthetic and steroids b rsndnnel e o vieRseae sl
- - . . therefore not be offered cutside of a clinical trial

Intramuscular injection of local anaesthetic

L. ; . ; Chronic axial spine pain

* Intramuscularinjection of local anaesthetic and steroids
* Dorsal root ganglion radiofrequency
* Dorsal root ganglion radiofrequency with epidural injection of local

anaesthetic
* Dorsal root ganglion radiofrequency with epidural injection of local

anaesthetic with steroids t of local

1 vithout sterosds

* |oint radiofrequency nerve ablation
L d

Joint radiofrequency nerve ablation with joint-targeted injection of
local anaesthetic and steroids

of local anaesthetic
ombination

L 83 m g g I BMJ2025388:2079970 | doi: 10.1136/bm}-2024-079970
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Low Back Pain
A Review

Aidan G. Cashin, PhD; Roger Chou, MD; Melissa B. Weimer, DO, MCR; James H. McAuley, PhD
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Published online June 15, 2026.

Conclusions

Low back pain is a leading cause of disability worldwide. Acute non-
specific low back pain is often self-limited, whereas chronic non-
specific low back pain has a less favorable prognosis. For patients
with acute nonspecific low back pain, first-line treatments include
selected nonpharmacological therapies and medications (such as
NSAIDs and skeletal muscle relaxants). For patients with chronic
nonspecific low back pain, first-line treatment consists of exercise,
psychological therapies (such as CBT), and combined multidisci-
plinary care.
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LATERAL VIEW

[A] Anatomy of the lumbar spine

5 i il
-POSTERIOR VIEW _
el ; ~lumbar and sacral regions)

Pathophysiology of low back pain

Approximately 90% of low back pain is diagnosed as nonspecific
low back pain, with no reliably identified pathoanatomical cause.
Nonspecific low back pain is associated with heterogenous factors
= Dysfunction of muscles, joints, and ligaments of the spine
= Psychological factors such as depression, anxiety,
and pain-related fear
= Social and occupational factors such as workplace demands,
low job control, and socioeconomic disadvantage

5%-10% of low back pain is caused by lumbar radiculopathy
or spinal stenogs.

N

-
o Pain radiation to
” buttocks and legs

Sciatic

<1%of lzpaq.m ,.'i.’é‘h;;f;‘g!aq‘
2 1dyloarthritis, alis y
: nerve \ |
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Cauda equina (nerve roots located
__at the end of the spinal cord in the

SUPERIOR VIEW
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(nerve roots)
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Otazky

* lze povazovat zhorseni bolesti v ramci chronickych bolesti za akutni?

« Jak pfistupovat k epiduralnim zakrokim v ramci pfedimplantacni faze u
SCS?

« Jsou podskupiny pacientu s chronickymi bolestmi, které by profitovaly z
EDSI?

LTNi
OCNICE www.fnbrno.cz



Take home message

* na chronickou bolest zad nepouzivat blokady

« pouzivat nepartikularni kortikoidy (dexametason)
 pro transforaminalni pristupy a jiné nez bederni interlaminarni a kaudalni rozhodné

* pouzivat spise nizsi davky, vyssi nevedou k zlepseni vysledku
« neaplikovat kortikoid méné nez 1 mesic (Iépe 3) pred operaci
 maximalné 3 aplikace béhem 6 mésicu

 Dexametazon 2-4-8 mg
* (Metylprednizolon acetat 20-40 mg pro bederni interlaminarni a kaudalni pfistup)

L e MU
BRNO MED www.fnbrno.cz



i
AN

t

ekuji za pozornos

FAKULTNI
BRNO

D



	Snímek 1
	Snímek 2: Střet zájmů
	Snímek 3: Epidemiologie bolestí zad
	Snímek 4: Historie
	Snímek 5: Historie
	Snímek 6: Přístupy do epidurálního prostoru
	Snímek 7: Kortikoidy
	Snímek 8
	Snímek 9: Arteriální embolizace
	Snímek 10
	Snímek 11: Odstup od operačního výkonu
	Snímek 12: Doporučení
	Snímek 13: Doporučení
	Snímek 14: Doporučení
	Snímek 15
	Snímek 16
	Snímek 17
	Snímek 18
	Snímek 19
	Snímek 20
	Snímek 21
	Snímek 22
	Snímek 23: Otázky
	Snímek 24: Take home message
	Snímek 26: Děkuji za pozornost

