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ABSTRACT

Purpose of the Review: Chronic low back pain
(CLBP) is a major contributor to societal disease

burden and years lived with disability. Non-
specific low back pain (LBP) is attributed to
physical and psychosocial factors, including
lifestyle factors, obesity, and depression.
Mechanical low back pain occurs related to
repeated trauma to or overuse of the spine,
intervertebral disks, and surrounding tissues.
This causes disc herniation, vertebral compres-
sion fractures, lumbar spondylosis, spondy-
lolisthesis, and lumbosacral muscle strain.
Recent Findings: A systematic review of rele-
vant literature was conducted. CENTRAL,
MEDLINE, EMBASE, PubMed, and two clinical
trials registry databases up to 24 June 2015 were
included in this review. Search terms included:
low back pain, over the counter, non-steroidal
anti-inflammatory (NSAID), CLBP, ibuprofen,
naproxen, acetaminophen, disk herniation,
lumbar spondylosis, vertebral compression
fractures, spondylolisthesis, and lumbosacral
muscle strain. Over-the-counter analgesics are
the most frequently used first-line medication
for LBP, and current guidelines indicate that
over-the-counter medications should be the
first prescribed treatment for non-specific LBP.
Current literature suggests that NSAIDs and
acetaminophen as well as antidepressants,
muscle relaxants, and opioids are effective
treatments for CLBP. Recent randomized con-
trolled trials also evaluate the benefit of
buprenorphine, tramadol, and strong opioids
such as oxycodone.
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Summary: This systematic review discusses
current evidence pertaining to non-prescription
treatment options for chronic low back pain.

Keywords: Chronic pain; Low back pain;
Pharmacology

Key Summary Points

Chronic low back pain (LBP) is a major
contributor to societal disease burden and
years lived with disability.

Over-the-counter analgesics are the most
frequently used first-line medication for
LBP, and current guidelines indicate that
over-the-counter medications should be
the first prescribed treatment for non-
specific LBP.

This systematic review discusses current
evidence pertaining to non-prescription
treatment options for chronic LBP.

DIGITAL FEATURES

This article is published with digital features,
including a summary slide, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
m9.figshare.13066040.

INTRODUCTION

Chronic low back pain (CLBP) is a major con-
tributor to societal disease burden and years
lived with disability [1, 2]. It is defined as pain
occurring for [ 3 months in the lower back
region between the lower posterior rib margin
and the horizontal gluteal fold [3]. Worldwide,
CLBP affects around 23% of the population and
recurs within 12 months in 24–80% of individ-
uals [4]. CLBP is the leading cause of health-
related premature retirement and is associated
with substantial downstream economic losses
and reduced quality of life. Nonspecific low

back pain (LBP) is attributed to physical and
psychosocial factors, including lifestyle factors,
obesity, and depression [5]. Mechanical low
back pain occurs because of repeated trauma to
or overuse of the spine, intervertebral disks, and
surrounding tissues. This causes disk herniation,
vertebral compression fractures, lumbar
spondylosis, spondylolisthesis, and lumbosacral
muscle strain [6].

Over-the-counter analgesics are the most
frequently used first-line medication for LBP.
Current guidelines indicate that over-the-
counter medications should be the first pre-
scribed treatment for non-specific LBP. Current
literature suggests that NSAIDs and acet-
aminophen as well as antidepressants, muscle
relaxants, and opioids are effective treatments
for CLBP. A 2019 randomized controlled trial
also evaluate the benefit of buprenorphine,
tramadol, and stronger opioids such as oxy-
codone [7]. This systematic review discusses
current evidence pertaining to non-prescription
treatment options for chronic low back pain.
This review includes meta-analyses, Cochrane
reviews, and randomized controlled trials pub-
lished within the past 5 years evaluating acet-
aminophen, NSAIDs, magnesium, topical
lidocaine or capsaicin creams, and TENS units.
This article is based on previously conducted
studies and does not contain any studies with
human participants or animals performed by
any of the authors.

ACETAMINOPHEN

Background

Acetaminophen (N-acetyl-p-aminophenol), also
known as paracetamol internationally, is com-
monly used for its analgesic and antipyretic
properties in children and adults. It is available
in a variety of readily available over-the-counter
formulations and is also commonly combined
with other medication such as opioids, aspirin,
or caffeine [8]. Acetaminophen acts on the
hypothalamic heat-regulating center to lower
body temperatures during fever and inhibits the
cyclooxygenase activity of COX-3, resulting in
significant analgesic and antipyretic effects
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[9–12]. Serious adverse reactions include
hypersensitivity reactions, anaphylaxis, skin
reactions, hepatotoxicity resulting in elevated
serum transaminase levels acutely, renal tubular
necrosis, nephropathy, anemia, and thrombo-
cytopenia. Nausea, rashes, and headaches are
common milder reactions. Acetaminophen is
metabolized by the CYP450 1A2 and 2E1 liver
enzymes and therefore contraindicated in
patients with impaired hepatic functioning or
chronic alcoholic use [9].

Systematic Reviews

Acetaminophen is often preferred compared to
other analgesics for conditions such as LBP
because of its accessibility and availability as an
inexpensive over-the-counter agent. It is also
associated with fewer adverse effects than
NSAIDs, specifically related to the gastroin-
testinal system [11–13]. This is particularly true
among patients with symptoms of dyspepsia,
gastritis, gastric ulcers, or the use of corticos-
teroids or anticoagulants, which preclude the
use of NSAIDs [14]. However, the most updated
Cochrane review concluded that acet-
aminophen, specifically 4 g per day, was not
better than placebo in relieving acute LBP or
improving quality of life and sleep quality in
the short or long term [11]. Similarly, the PACE
study also concluded that acetaminophen did
not change LBP recovery time compared with
placebo and also had no effect on pain, dis-
ability, function, symptomology, sleep, or the
patient’s quality of life [15]. Of note, the studies
evaluated the treatment of acute or post-surgi-
cal LBPs, which have different underlying
pathologies and are therefore distinct from
chronic LBP. There is a paucity of trials studying
the effectiveness of acetaminophen for subacute
or chronic non-surgical LBP [11, 16].

Additional Studies

Non-steroidal anti-inflammatory drugs are also
commonly used first-line analgesic agents for
LBP treatment and are frequently compared to
acetaminophen or used in combination.
NSAIDs are considered more effective than

acetaminophen for LBP because of superior
anti-inflammatory effects. Bedaiwi et al. repor-
ted that celecoxib showed increased efficacy for
nonspecific LBP and that patients treated with
celecoxib were four times more likely to reach
targeted therapeutic pain control than patients
receiving acetaminophen, though neither drug
benefited inflammatory lesions of the sacroiliac
joints or spine [14]. However, a randomized
controlled trial (RCT) comparing the NSAID
loxoprofen to acetaminophen found no statis-
tical difference between the two drug classes
[13].

Acetaminophen combination therapy was
found to reduce pain with some formulations
also improving motivation and symptoms of
depression. A combination of ibuprofen and
acetaminophen has been proven to provide
quicker and more effective analgesia compared
to ibuprofen monotherapy in an open-label
study [12]. Additionally, acetaminophen and
ibuprofen combination therapy was found to
have similar efficacy, tolerability, and safety
profiles as ibuprofen monotherapy [12]. Simi-
larly, the combined use of acetaminophen and
tramadol, a synthetic opioid with l-opioid
receptor activity, provides synergistic quick and
effective short-term analgesia for patients
experiencing CLBP[17].

Summary

Findings from recent acetaminophen trials have
variable conclusions. Acetaminophen is recom-
mended as a pain management option for CLBP
because of lower risk for significant adverse
effects compared to agents like NSAIDs [12].
However, new evidence suggests that acet-
aminophen may not be as effective in treating
acute LBP as other drugs such as NSAIDs or
antidepressants such as duloxetine and
amitriptyline [16]. Most current international
clinical practice guidelines continue to recom-
mend acetaminophen as first-line treatment for
CLBP. However, many international guidelines
also advise against its use because of increasing
evidence showing questionable benefit [18].
Among patients who can tolerate NSAIDs,
multimodal analgesia through combination
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therapy of acetaminophen and ibuprofen may
be a more effective treatment option, although
additional RCTs are needed to confirm these
findings [12]. Multimodal therapy including
acetaminophen appears more effective in the
management of CLBP than the singular use of
acetaminophen [16, 17].

NSAIDS (IBUPROFEN, NAPROXEN)

Background

Ibuprofen and naproxen are non-steroidal anti-
inflammatory drugs (NSAIDs) that function as
non-selective inhibitors of cyclooxygenase
(COX) 1 and 2. Both COX 1 and 2 are involved
in the synthesis of prostaglandins that are
involved in the production of pain, inflamma-
tion, and fever [19]. Therefore, cyclooxygenase
modulation contributes to the anti-inflamma-
tory and analgesic qualities of ibuprofen and
naproxen. Major adverse effects of NSAIDs
involve the gastrointestinal, renal, and coagu-
lation systems and may cause gastric pain,
vomiting, bleeding, gastric ulcers, acute renal
failure, interstitial nephritis, and nephritic syn-
drome [20]. About 15% of all drug-induced
renal failure can be attributed to NSAIDs [19].
All NSAIDs have been linked to an increased
number of cardiovascular events such as
myocardial infarction and stroke [20].

Ibuprofen is available without a prescription
in tablets with strength ranging from 200 to 800
mg. Typical dosing regimens range from 400 to
800 mg up to three times a day. Naproxen is
available in both immediate release
(220–550 mg), delayed release (375, 500 mg),
and extended release tablets (375, 500, 750 mg).
It is also available in a 220 mg capsule and a
25 mg/ml oral suspension.

Systematic Reviews

The role of NSAIDs in the management of
chronic low back pain has been a topic of sub-
stantial research. A 2017 update of the 2008
Cochrane review compared NSAIDs to placebo
in treatment of chronic low back pain [21].

Thirteen randomized, controlled trials (RCTs)
from CENTRAL, MEDLINE, EMBASE, and
PubMed and two clinical trial registry databases
up to 24 June 2015 were included in this review.
Of the included studies, six trials compared
NSAIDs versus placebo [22–26]. Using these
studies, the Cochrane review authors found a
statistically significant benefit to receiving
NSAIDs. There was a mean difference in pain
intensity score from baseline of - 6.97 (95%
CI - 10.74 to - 3.19) on a 0–100 visual ana-
logue scale (VAS) with a median follow-up of
56 days [interquartile range (IQR) 13–91 days].
Four trials showed that NSAIDs were associated
with reduced disability using the Roland Morris
Disability Scale. There was a mean difference
from baseline of - 0.85 (95% CI - 1.30 to -

0.40) on a scale from 0 to 24 with a median
follow-up of 84 days (IQR 42–105 days). Three
trials found no significant difference between
different types of NSAIDs used [27–29]. One trial
compared NSAIDs versus paracetamol and
found that NSAIDs were not significantly more
effective [30]. Another trial compared NSAIDs
(celecoxib) versus tramadol and found superior
global improvement after 6 weeks among
patients taking celecoxib [31]. One trial com-
pared NSAIDs to pregabalin and found no sig-
nificant difference [32]. The authors concluded
that NSAIDs were more effective than placebo
in mitigating pain intensity and disability.
However, many of the included studies are
dated, the magnitude of effects was small, and
the level of evidence was low [21].

Two additional systematic reviews also eval-
uated NSAIDs in the treatment of low back pain
and again emphasized that although there is a
statistically significant between NSAIDs vs. pla-
cebo the magnitude of the effect is small
[16, 33]. However, these reviews included only
studies previously discussed by the 2017
Cochrane review discussed above.

A 2015 Cochrane review assessed the efficacy
of NSAIDs for chronic back pain specifically
with a neuropathic component [34]. This
review identified studies by searching CEN-
TRAL, MEDLINE, and EMBASE along with ref-
erence lists and an online trial registry
including randomized double-blind studies of C
2 weeks. Two studies (251 participants) were
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qualified for inclusion in this review [32, 35].
One studied the effects of celecoxib alone and
in combination with pregabalin compared with
placebo and found a significant improvement
in pain score was achieved with pregabalin and
celecoxib in combination or pregabalin alone
[32]. The other included study evaluated an
experimental NSAID (GW40638) compared to
placebo and found no significant difference
[35]. The authors concluded that based on this
third-tier evidence there was not enough infor-
mation to make a decision on the efficacy or
safety of the novel NSAIDs in treating chronic
low back pain with a neuropathic component
[34].

Additional Studies

In a 2017 RCT, Ostojic et al. assessed the efficacy
of ibuprofen and paracetamol vs. ibuprofen
only to treatment acute low back pain [12]. A
statistically significant decrease in pain inten-
sity was observed in both groups using the VAS
(visual analog scale). Change in pain intensity
was 65.4–22.1 (p\0.001) at day 10 for the
ibuprofen alone group. Researchers concluded
that both treatment options were effective [12].

Summary

The available evidence shows that NSAIDs
demonstrate a statistically significant but clini-
cally small improvement over placebo in the
treatment of chronic low back pain. Evidence
continues to be low tier because of the limited
number of trials and the methodologic short-
comings of these trials. The use of NSAIDs,
especially over a prolonged time, is also not
without risk. While short-term use is considered
relatively safe, long-term use predisposes
patients to considerable side effects. Recent
American College of Physicians (ACP) guideli-
nes recommend NSAIDs as a first-line pharma-
cologic agent.

MAGNESIUM

Background

Magnesium acts as an NMDA receptor antago-
nist, blunting central nervous system sensitiza-
tion to pain [36]. It is currently available in a
variety of forms including magnesium oxide,
citrate, and chloride. The most common
adverse effects of magnesium are nausea, vom-
iting, and diarrhea. Magnesium also may inter-
fere with coagulation and cause increased
bruising and bleeding in those with clotting
disorders. At toxic doses, magnesium may lead
to hypotension, muscle weakness, depressed
reflexes, and cardiac arrhythmias.

Randomized Controlled Trials

A 2012 double-blinded RCT evaluated magne-
sium therapy in patients with chronic low back
pain with a neuropathic component [37]. All
enrolled patients received gabapentin 300 mg
orally three times daily, amitriptyline
hydrochloride 25 mg orally at bedtime, and
celecoxib 200 mg orally twice daily. Treatment
(magnesium) group patients received an intra-
venous infusion of magnesium sulfate 1 g in
250 ml saline 0.9% given over 4 h every day for
2 weeks. This infusion was then replaced with
oral magnesium therapy twice daily for 4 weeks
using capsules containing magnesium oxide
400 mg and magnesium gluconate 100 mg. All
patients rated their pain intensity using an
independent pain physician and an 11-point
numeric scale (NRS). Patients in the placebo and
treatment groups reported a statistically signif-
icant reduction in pain intensity at 2 weeks.
However, this pain reduction continued
throughout the 6-month follow-up period only
among patients receiving magnesium therapy.
The researchers concluded that magnesium
therapy contributed to a significant reduction
in chronic pain intensity at 6 months compared
with both baseline and control group values
[37].
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Summary

Studies evaluating the use of magnesium in
chronic low back pain are currently limited.
However, existing evidence demonstrates an
improvement over placebo for patients with
chronic low back pain with a neuropathic
component. Overall, magnesium appears to be
a viable treatment option for those who have
failed conventional treatment; however, further
research is needed to identify the optimum dose
and period of treatment.

TENS UNIT

Background

Conventional transcutaneous electrical nerve
stimulation (TENS) is a pain treatment modality
that provides analgesia by delivering activating
stimuli to Ab afferent nerve fibers at various
frequencies. This, in turn, is thought to decrease
subsequent nociceptor activity and associated
pain. The delivered frequency and current
amplitude are both adjustable parameters of
TENS therapy [38]. TENS units are a noninva-
sive, low-risk treatment of chronic low back
pain; however, contraindications include preg-
nancy, epilepsy, and pacemaker use [38].

In a nationwide database review, Pivec et al.
concluded that TENS usage for chronic low back
pain is correlated with fewer hospital, clinic,
and physical therapy visits compared to con-
trols not using TENS therapy [39]. However, the
benefit of chronic back pain treatment with a
TENS unit is controversial, and several past
studies have suggested equivocal and contra-
dictory findings [40–42].

Meta-Analyses

In a 2016 meta-analysis, Jauregui et al. com-
bined the results of nine studies for a total of
267 patients with a mean follow-up of 7 weeks
(ranging from 2 to 24 weeks) and treatment
duration of 6 weeks (ranging from 2 to
24 weeks). With a 0.844 mean difference in pain
between pre- and post-treatment, patients

treated with the TENS unit had statistically
significant reduction in pain compared to con-
trol. However, this only held true for patients
who received the therapy for\5 weeks. After 5
weeks, statistical difference in chronic lower
back pain severity between the control and
TENS unit treatment groups disappeared, sug-
gesting the benefit of TENS therapy may be
most significant during short-term use [41].

Similarly, a 2018 meta-analysis by Wu et al.
including 12 randomized controlled trials for a
total of 700 patients reported significantly
improved functional status among patients
undergoing TENS therapy in short-term follow-
up extending to 6 weeks with a loss of statisti-
cally significant benefit after 6 weeks [42].

In a separate 2018 meta-analysis, including
seven randomized controlled trials and 655
patients, Resende et al. demonstrated signifi-
cant relief for chronic lower back and chronic
neck pain only while the patients were physi-
cally receiving TENS and interferential current
therapy. No pain relief difference was demon-
strated between treatment and control groups
while between treatment sessions or 1–-
3 months after treatments concluded. The
authors of this analysis described inconsistent
treatment parameters and assessment timing
across the included studies as limitations to
forming definitive conclusions concerning the
benefit of TENS therapy in the treatment of
chronic low back pain [43].

Additional Studies

In 2016, Aguilar Ferrándiz et al. conducted a
randomized clinical trial of 39 patients com-
paring patients receiving TENS therapy with
mechanical pressure to patients receiving
mechanical pressure without any electrical
current [44]. Both groups received six treatment
sessions. While there was a significant decrease
in chronic low back pain and improvement in
function in both groups compared to pre-treat-
ment assessment, there was no difference in
pain or functionality between the groups.
Additionally, there were also no differences
between the groups when assessing pain catas-
trophizing, central sensitization, illness
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perception, and kinesiophobia. While this study
demonstrated significant chronic back pain
improvement from baseline, TENS unit usage
did not offer a superior benefit compared to
placebo [44].

One of the most attractive aspects of adju-
vant TENS unit therapy for chronic lower back
pain is the potential for reduction of opioid
usage in this patient population. Pivec et al.
found 57.7% of patients receiving TENS therapy
required opioids at 1-year follow-up compared
to 60.3% of patients not receiving TENS therapy
in a 2015 database review of approximately
45,000 patients [45]. This finding was statisti-
cally significant, but clinical relevance remains
to be determined. However, reduced opioid
consumption in this population resulted in
reduced annual per-patient opioid costs: $169
in those receiving TENS therapy compared to
$192 in those without [45].

Summary

TENS units remain a controversial chronic back
pain therapy. Existing evidence suggests mar-
ginal to no benefit, particularly following long-
term use. However, given very few contraindi-
cations to TENS therapy and its relative afford-
ability, the devices may be useful adjuncts to an
existing pain regimen or may provide a safe
option for patients with contraindications to
pharmacologic treatment. Further research is
needed to more accurately predict which
patient populations are most likely to clinically
benefit from this therapy.

TOPICAL CREAMS AND PATCHES
(LIDOCAINE AND CAPSAICIN)

Background

Lidocaine and capsaicin may be used as topical
analgesics in the treatment of chronic low back
pain. Topical 5% lidocaine works by inhibiting
fast voltage-gated sodium channels within
neuronal cell membranes, thus halting noci-
ceptive action potentials. It is currently recom-
mended as one of several first-line treatments

for chronic low back pain [46–48]. Capsaicin
works as an agonist for the TRPV1 channel
found on nociceptors and is approved for
peripheral neuropathic pain in adults [49, 50].
Capsaicin is available as an over-the-counter
cream in 0.025, 0.075, and 0.1% formulations
and is also available as a one-time-use 8% patch
applied for 60 min in the clinic setting [51].

Common adverse effects of topical lidocaine
include localized erythema and rash. There is
also a risk of systemic toxicity should the patch
be worn for[12 h a day [47]. Common adverse
effects of topical capsaicin are similar with the
ability to produce localized erythema and rash;
however, this agent may also produce an
uncomfortable burning sensation where it is
applied. It is advised to avoid eye or mucosal
contact with topical capsaicin cream, and it acts
as an irritant in this setting [47].

Additional Studies

Lidocaine
Several past studies over the past 15 years have
demonstrated 5% lidocaine patches as an effi-
cacious treatment in the reduction of low back
pain [51]. These findings, in combination with a
low adverse effect profile, user-friendliness, and
relative affordability, have resulted in topical
5% lidocaine patches being one of the recom-
mended first-line therapies for the treatment of
chronic lower back pain [47].

One of the most recent studies was a 2012
randomized controlled trial from Hashmi et al.
of 30 patients comparing lower back pain
improvement and brain activity via fMRI in
patients treated with lidocaine patches vs. pla-
cebo. Both groups exhibited an approximately
50% decrease in low back pain after 2 weeks of
treatment with corresponding decreases in fMRI
nociceptive brain activity. With no statistical
difference between placebo or treatment group,
the authors suggested the placebo effect may be
a considerable factor in the effectiveness of
lidocaine patches in chronic back pain patients
[52].

A randomized controlled trial by Castro et al.
from 2017 found 3.6% over-the-counter lido-
caine combined with 1.25% menthol was just as
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efficacious in reducing chronic lower back pain
as 5% lidocaine patches. These results lead to
the theorization that menthol improves skin
permeability to lidocaine, and this combination
serves as a more affordable option to patients
[53].

Overall, 5% lidocaine patches have proven
the ability to attenuate chronic low back pain,
whether from nociceptive input blockage, pla-
cebo effect, or a combination of both. The
effectiveness, affordability, and very low risk of
adverse effects continue to make it a recom-
mendable first-line treatment for chronic low
back pain.

Capsaicin
A 2010 randomized double-blind multi-center
trial from Chrusbasik et al. of 142 patients with
chronic back pain demonstrated 73.2% pain
sum score improvement after 3 weeks of treat-
ment with 0.05% topical capsaicin cream com-
pared to 49.3% in placebo. In addition, 59.2%
of patients receiving topical capsaicin for 3
weeks experienced at least a 50% pain sum score
improvement compared to only 33.8% in pla-
cebo [54]. These findings suggest topical cap-
saicin as a reasonable choice for chronic back
pain treatment.

A 2016 open-label study from Zis et al. of 90
patients with lumbosacral neuropathic pain
found statistically significant reductions in pain
at 2, 8, and 12 weeks of follow-up in patients
receiving the topical 8% capsaicin patch. The
same study also found significant improve-
ments in mobility, self-care, usual activities,
pain/discomfort, and anxiety/depression at the
same time points [55].

Similar findings were exhibited in a 2017
randomized controlled trial by Baron et al. of 50
participants investigating chronic lumbosacral
radiculopathy treatment with a topical 8%
capsaicin patch and found at least a 30%
improvement of pain in 71.4% and 39.1% of
patients with 3 months to 2 years duration of
pain and [ than 2 years duration of pain,
respectively [53]. Both these studies suggest
topical capsaicin as a rational choice for the
treatment of neuropathic lumbosacral pain.

Summary

In summary, topical lidocaine and capsaicin
have both demonstrated analgesic abilities in
the management of chronic lower back pain
with favorable side effect profiles compared to
systemic pharmacotherapies. Specifically, 5%
lidocaine patches have repeatedly demonstrated
the ability to reduce chronic lower back pain,
with no recent literature suggesting otherwise.
Therefore, using lidocaine patches as a first-line
treatment of general chronic lower back pain
remains advisable. Recent literature also high-
lights capsaicin cream’s ability to relieve
chronic neuropathic back pain and associated
radiculopathies. These findings suggest, when
choosing a topical analgesic, it is most appro-
priate to treat patients with conventional
chronic lower back pain with 5% lidocaine
patches and patients with any associated
radiculopathy with OTC capsaicin cream or the
8% capsaicin patch, which has been more
researched than topical capsaicin cream within
the past 3 years.

CONCLUSION

Chronic low back pain is lumbosacral pain
occurring for[3 months and may be idiopathic
or caused by mechanical factors including disk
herniation, lumbar spondylosis, vertebral com-
pression fractures, spondylolisthesis, and lum-
bosacral muscle strain [6]. Chronic low back
pain is a major cause of disability and has a well-
described impact on patient quality of life and
societal disease burden [1, 2].

Non-prescription or over-the-counter anal-
gesics are currently recommended as first-line
medications for the treatment of chronic low
back pain. Various formulations and potencies
are being developed and will be available for
clinical use in the future. In this regard, both
physicians and patients should be aware of the
dosing, concentrations, side effects, and poten-
tial for error when using these over-the-counter
drug preparations. However, there is abundant
literature demonstrating efficacy for chronic
low back pain in many existing over-the-coun-
ter analgesics. In this review, therefore, we have
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evaluated recent Cochrane reviews, meta-anal-
yses, and randomized controlled trials evaluat-
ing commonly used non-prescription
treatments, including acetaminophen, NSAIDs,
magnesium, topical creams, and TENS units.
Many of these preparations show efficacy and
tolerability.
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