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Abstract Resuls

Odds ratios of mixed and nociplastic pain compared to nociceptive pain
were generated for each clinical feature.

Subjects from a longitudinal observational e-cohort of adults with primary
chronic low back pain (cLBP) were categorized into four mechanism-
based categories. Multinomial logistic regression was utilized to identify
associations between pain mechanism categories and twelve clinical
features.
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Physical function
Fatigue
Pain self-efficacy

Table 2. Associations of Clinical Features with Pain Mechanism Categories

Mixed
odds ratio (ClI)
1.99 (1.81 - 2.20)
0.81 (0.78 - 0.84)
1.11 (1.09 - 1.13)
0.82 (0.79 - 0.85)

Nociplastic
odds ratio (ClI)
1.30 (1.22 - 1.38)
0.93 (0.91 - 0.94)
1.06 (1.05-1.07)
0.92 (0.90 - 0.94)

* Three pain mechanisms have been identified: nociceptive, neuropathic,
and nociplastic.

chronic LBP (cLBP) population. Cognitive function

Current opioid use

» Baseline data from a longitudinal observational cohort of U.S. adults
with cLBP were analyzed. Back-dominant pain was required for
inclusion. Survey data was collected via an on-line platform.

* Four pain mechanism categories (nociceptive, nociplastic, neuropathic,
mixed) were defined using pain locations, number of chronic
overlapping conditions, responses to the PAINDETECT questionnaire,
and an expert consensus study’.

* The association of twelve clinical features (risk factors) with the pain
mechanism categories were assessed using multinomial logistic
regression.

* We tested the null hypothesis that the odds of mixed and nociplastic
pain compared to nociceptive pain was equal as a function of each risk
factor. We rejected the null hypothesis at a p-value of 0.05.
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0.96 (0.94 - 0.97)
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Conclusion

Highly significant statistical associations (p <0.001) for all risk
factors apart from age (p = 0.02) and inflammatory pain (p = 0.08)
were observed.

» Contrary to expert consensus, our data does not support an
association between inflammation and pain mechanism.

* Inflammatory back pain was common in our cohort, with a prevalence
similar to what has been observed in other cLBP populations2. Given
this high prevalence understanding the connection between
inflammation and pain, which appears to be independent of currently
defined mechanistic phenotypes, is critical. Features considered

The frequency of neuropathic pain was 2.3%. Subjects with neuropathic
pain (n=32) were excluded from further analysis.

characteristic for nociplastic pain- sleep disturbance, fatigue, and
cognitive impairment- were associated with pain mechanism, but
given the odds ratios the usefulness of these features in discriminating
between cLBP mechanistic phenotypes is questionable.

* As there are no gold standards for defining pain mechanisms the
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