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Hvilken udvikling er der sket 
i tilgangen til behandlingen 

af smerter?
(Hvad er holdningen til medicin i kombination med træning og hjælp til smertehåndtering/patientuddannelse?)
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Coenen P, et. al, The slow de-
implementation of non-evidence-
based treatments in low back 
pain hospital care-Trends in 
treatments using Dutch hospital 
register data from 1991 to 2018. 
Eur J Pain. 2022 Nov 1

“A second important driver for (de-)implementation is healthcare reimbursement, in which 
clinicians are typically rewarded by volume and complex treatments rather than quality of care.” 
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Low back pain 1

What low back pain is and why we need to pay attention
Jan Hartvigsen*, Mark J Hancock*, Alice Kongsted, Quinette Louw, Manuela L Ferreira, Stéphane Genevay, Damian Hoy, Jaro Karppinen, 
Glenn Pransky, Joachim Sieper, Rob J Smeets, Martin Underwood, on behalf of the Lancet Low Back Pain Series Working Group†

Low back pain is a very common symptom. It occurs in high-income, middle-income, and low-income countries 
and all age groups from children to the elderly population. Globally, years lived with disability caused by low back 
pain increased by 54% between 1990 and 2015, mainly because of population increase and ageing, with the biggest 
increase seen in low-income and middle-income countries. Low back pain is now the leading cause of disability 
worldwide. For nearly all people with low back pain, it is not possible to identify a specific nociceptive cause. Only 
a small proportion of people have a well understood pathological cause—eg, a vertebral fracture, malignancy, 
or infection. People with physically demanding jobs, physical and mental comorbidities, smokers, and 
obese individuals are at greatest risk of reporting low back pain. Disabling low back pain is over-represented 
among people with low socioeconomic status. Most people with new episodes of low back pain recover quickly; 
however, recurrence is common and in a small proportion of people, low back pain becomes persistent and 
disabling. Initial high pain intensity, psychological distress, and accompanying pain at multiple body sites 
increases the risk of persistent disabling low back pain. Increasing evidence shows that central pain-modulating 
mechanisms and pain cognitions have important roles in the development of persistent disabling low back pain. 
Cost, health-care use, and disability from low back pain vary substantially between countries and are influenced by 
local culture and social systems, as well as by beliefs about cause and effect. Disability and costs attributed to 
low back pain are projected to increase in coming decades, in particular in low-income and middle-income 
countries, where health and other systems are often fragile and not equipped to cope with this growing burden. 
Intensified research efforts and global initiatives are clearly needed to address the burden of low back pain as a 
public health problem.

Introduction
Low back pain is an extremely common symptom 
experienced by people of all ages.1–3 In 2015, the global 
point prevalence of activity-limiting low back pain was 
7·3%, implying that 540 million people were affected at 
any one time. Low back pain is now the number one 
cause of disability globally.4 The largest increases in 
disability caused by low back pain in the past few decades 
have occurred in low-income and middle-income 
countries, including in Asia, Africa, and the Middle East,5 
where health and social systems are poorly equipped to 
deal with this growing burden in addition to other 
priorities such as infectious diseases.

Rarely can a specific cause of low back pain be identified; 
thus, most low back pain is termed non-specific. Low back 
pain is characterised by a range of biophysical, 
psychological, and social dimensions that impair function, 
societal participation, and personal financial prosperity. 
The financial impact of low back pain is cross-sectoral 
because it increases costs in both health-care and social 
supports systems.6 Disability attributed to low back pain 
varies substantially among countries, and is influenced by 
social norms, local health-care approaches, and 
legislation.7 In low-income and middle-income countries, 
formal and informal social-support systems are negatively 
affected. While in high-income countries, the concern is 
that the prevalent health-care approaches for low back 
pain contribute to the overall burden and cost rather than 
reducing it.8 Spreading high-cost health-care models to 

Key messages

• Low back pain is an extremely common symptom in populations worldwide and 
occurs in all age groups, from children to the elderly population

• Low back pain was responsible for 60·1 million disability-adjusted life-years in 2015, 
an increase of 54% since 1990, with the biggest increase seen in low-income and 
middle-income countries

• Disability from low back pain is highest in working age groups worldwide, which is 
especially concerning in low-income and middle-income countries where informal 
employment is common and possibilities for job modification are limited

• Most episodes of low back pain are short-lasting with little or no consequence, but 
recurrent episodes are common and low back pain is increasingly understood as a 
long-lasting condition with a variable course rather than episodes of unrelated 
occurrences

• Low back pain is a complex condition with multiple contributors to both the pain and 
associated disability, including psychological factors, social factors, biophysical factors, 
comorbidities, and pain-processing mechanisms

• For the vast majority of people with low back pain, it is currently not possible to 
accurately identify the specific nociceptive source

• Lifestyle factors, such as smoking, obesity, and low levels of physical activity, that 
relate to poorer general health, are also associated with occurrence of low back pain 
episodes

• Costs associated with health care and work disability attributed to low back pain vary 
considerably between countries, and are influenced by social norms, health-care 
approaches, and legislation

• The global burden of low back pain is projected to increase even further in coming 
decades, particularly in low-income and middle-income countries
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WHO anbefalinger
Kroniske LBP i almen praksis

• Patientuddannelse og rådgivning

• Struktureret træningsprogram

• Nålebehandling (akupunktur)

• Manuel behandling (massage og manipulation)

• Hjælp til at øge funktion (fx ergonomiske 

redskaber)

• Adfærdsterapi, inkl. CBT/ACT

• NSAID

• Chili-plastre

• Multidisciplinær behandling

Overvej Brug ikke (og ingen anbefaling)
• Non-farmakologisk: Traktion, 

ultralydsbehandling, TENS og lændebælter

• Kognitiv terapi, respondent terapi og MSBR

• Medicin: Opioider, SNRI, TCA, anticonvulsiva, 

relexantia, glucokortikosteroider, paracetamol, 
benzodiazepiner, cannabinoider, 
lokalbedøvelse, 


• Urter: “djævlens klo”, White willow, Brazilian 
arnica, ingefær, white lily, urteomslag


• Øvrige: Vægttab (farmakologisk og non-
farmakologisk), 

WHO guideline for non-surgical management of chronic primary low back pain in adults in 
primary and community care settings: Executive summary, ISBN 978-92-4-008555-8
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Jones CMP, Day RO, Koes BW, Latimer J, Maher CG, 
McLachlan AJ, Billot L, Shan S, Lin CC; OPAL Investigators 
Coordinators. Opioid analgesia for acute low back pain and 
neck pain (the OPAL trial): a randomised placebo-controlled 

trial. Lancet. 2023 Jul 22;402(10398):304-312
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Eksempel (2024)
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Arbejdsmarkedstilknytning!!!
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SYGDOMSBYRDEN I DANMARK – SYGDOMME © Sundhedsstyrelsen, 2022
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Fysisk aktivitet (og støttet egenhåndtering)
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Eksempel (2024)
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Manuel terapi

12 TopDanmark_feb24 - 1. februar 2024



Medicinsk smertelindring
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Eksempel (2024)
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Er der noget, vi kan være 
opmærksomme på, ved vores 
første kontakt med skadelidte i 

forhold til om de er i risiko for at 
udvikle langvarige smerter?
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PREDIKTORER FOR DÅRLIGT FUNKTIONELT OUTCOME
• STÆRK evidens viser at dårligt outcome kan prediktere af: 


• Dårlig baseline funktion/disability eller dårligt mentalt helbred


• Høj smerte


• Flere co-morbiditeter


• Højere alder 


• Højere body mass index (BMI)


• MODERAT evidens viser, at dårligt outcome er forbundet med: 


• Længere varighed af symptomer 

• Høj score på fear avoidance/catastrophizing scale


• Igangværende arbejdsskadesag


• Langvarig sygeorlov/-melding 


• Lavt uddannelsesniveau 


• Dårligt generelt helbred
Burgess R, Mansell G, Bishop A, Lewis M, Hill J. Predictors of functional outcome in 

musculoskeletal healthcare: An umbrella review. Eur J Pain. 2020;24:51–70 
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Hvor hurtigt er det relevant at 
henvise skadelidte til et 

smertehåndteringsforløb, og kan 
patientuddannelse være med til at 

mindske risikoen for udvikling af 
kroniske smerter? 
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USPECIFIKKE LÆNDERYGSMERTER
Behandling af 

95% CI, –3.1 to –0.1; P = .03) and at 3 months (mean differ-
ence, –1.7 points; 95% CI, –3.2 to –0.2; P = .03) (Table 3). There
were no between-group differences in disability at 6- or 12-
month follow-up.

There were some significant between-group differences
in secondary outcomes (Table 3). The odds of having a recur-
rence of low back pain at 12 months were lower in the patient
education group than in the placebo patient education group
(odds ratio, 0.44; 95% CI, 0.24-0.82). Pain interference and the
odds of seeking health care were also lower in the patient edu-
cation group at 3 months (pain interference: mean differ-
ence, –0.8; 95% CI, –1.5 to –0.1; P = .02; health care seeking:
odds ratio, 0.43; 95% CI, 0.19-0.93), but results for these vari-
ables were not lower at 6 or 12 months. Pain attitudes and re-
assurance at 1 week were higher in the patient education group
(pain attitudes: mean difference, –0.9; 95% CI, –1.2 to –0.5;
P < .001; reassurance [“How reassured do you feel that there
is no serious condition causing your back pain?”]: mean dif-
ference, 1.2; 95% CI, 0.4-2.0; P = .003), and the effect on pain
attitudes persisted at 12 months.

Patient education was not more effective than placebo pa-
tient education for reducing depressive symptoms, the inci-
dence of chronic low back pain, or global perceived change
(Table 3). The causal mediation analysis confirmed that pa-
tient education reduced catastrophizing and unhelpful be-
liefs (primary treatment targets), but these psychologic mecha-
nisms did not reduce pain intensity (full results of mediation
analysis reported in eResults 1, eTables 1 and 2, and eFigures
1-3 in Supplement 2). There were no reported adverse events
in either treatment group. There was no evidence that out-of-
trial therapy confounded treatment effects (eResults 2 and
eTable 2 in Supplement 2).

Discussion
Our study provides evidence that intensive patient educa-
tion is not effective compared with placebo for patients with
acute low back pain. Two 1-hour sessions of patient educa-
tion were no more effective than a placebo intervention for im-
proving pain at our primary end point of 3 months or at 1 week,
6 months, or 12 months after the onset of acute low back pain.

Disability was significantly lower in the intervention group
compared with the placebo group at 1 week and 3 months but
not at 6 months or 12 months. The short-term effects on dis-
ability, although consistent with those from similar trials,21

were below published guidance on clinically meaningful ef-
fects (2 points on a 24-point Roland Morris Disability Ques-
tionnaire and 1 point on a 10-point numeric rating scale).22 Our
results suggest that offering more intensive patient educa-
tion to patients with acute low back pain than that provided
as part of standard practice does not reduce pain intensity or
lead to meaningful reductions in disability.

Our results challenge a widespread belief that patient edu-
cation is an effective strategy for treatment of acute low back
pain. For example, every clinical guideline recommends pa-
tient education to manage acute low back pain.13 These rec-
ommendations are, however, often unaccompanied by an evi-
dence statement (eg, neither US23 nor UK22 guidelines cite
evidence for patient education) or instruction on how patient
education interventions should be conducted.24 Two system-
atic reviews have concluded that primary care–based patient
education is effective for acute low back pain.12,25 The avail-
able Cochrane review12 of individual patient education in-
cluded 6 trials of patient education compared with usual care:
3 trials of brief interventions (<20 minutes) and 3 trials of in-
tensive interventions (>2 hours). The authors concluded that
intensive patient education may be more effective at increas-
ing return-to-work rates compared with usual care based on
2 trials (n = 1432). However, those trials did not include pain
or disability outcomes. Although a more recent review of 14
trials found that brief patient education could reduce back pain–
related distress (n = 4872),25 it was unclear whether these in-
terventions could improve other clinical outcomes such as
pain.26 Of importance, our mediation analysis (eResults 1 in
Supplement 2) suggests that interventions aimed at reducing
pain-related distress (eg, catastrophization) are unlikely to in-
fluence the pain experience as much as previously thought.

Strengths and Limitations
This trial15 had several strengths. It was the first trial, to our
knowledge, to test a patient education intervention against a
credible placebo (ie, a professional consultation without any
information or advice) in patients with acute low back pain.

Figure 2. Treatment Effects of Intensive Patient Education on Pain and Disability
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outcome) using a numeric rating scale
ranging from 0 (no pain) to 10 (worst
pain possible). B, Mean disability
outcomes score at 1 week and 3, 6,
and 12 months using the Roland
Morris Disability Questionnaire
ranging from 0 (no disability) to 24
(high disability). Whiskers indicate
95% CIs.

Research Original Investigation Effect of Intensive Patient Education on Pain Outcomes in Patients With Acute Low Back Pain

E6 JAMA Neurology Published online November 5, 2018 (Reprinted) jamaneurology.com

© 2018 American Medical Association. All rights reserved.

Downloaded From:  by Morten Hoegh on 11/06/2018

Kongsted et al. BMC Musculoskeletal Disorders (2016) 17:220

Traeger AC, et al. JAMA Neurol. 2019 Feb 1;76(2) 


Artus et al., Rheumatology 2010;49 
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Smerter (flere typer) i mere end 6 måneder

Glette M, Stiles TC, Borchgrevink PC, Landmark T. The Natural 
Course of Chronic Pain in a General Population: Stability and 
Change in an Eight-Wave Longitudinal Study Over Four Years (the 
HUNT Pain Study). J Pain. 2020 May-Jun;21(5-6):689-699

8 follow-ups over 4 years 
N = 1.905  
Pain > 6/10 months at baseline 

• “fluctuating” (n = 586 [31%]),
• “persistent mild” (n = 449 [24%]), 
• “persistent moderate” (n = 414 [22%]),
• “persistent severe” (n = 251 [13%]),
• “gradual improvement” (n = 205 [11%]). 
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> 1-2 uge < 1-2 uge > 6-12 uger < 6-12 uger

Wait-and-see* 
Støtte/vejledning 

Opfølgning 
Undgå forsinkelse

Korte forløb med klare mål  
(Inkl. selvhjælp*) 

Fokus på fastholde funktion/job 
og smertelindring/-kontrol

*) Udeluk mistanke om alvorlig/specifik patologi *) Udeluk mistanke om alvorlig/specifik patologi

Fokus på langsigtet funktion > smertelindring 
Evt. 2nd opinion (prognose) 

Kompetencegivende støtte/behandling 
Alle har et medansvar (“sukkersyge”)

Livsstil, herunder især regelmæssig fysisk aktivitet, bør indgå på alle tidspunkter/i alle forløb!

Tid-vs-prognose for “wait-and-see” for 
uspecifikke smerter i bevægeapparatet 
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Er der forskel på behandling af 
akutte smerter efter en skade og 
langvarige kroniske smerter? 
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Nervesystemet 
og smerte

Nociception er den perfekte “Smerte-trigger”

De sensoriske input bliver bearbejdet 
og bevidsthed opstår (“magi”) 

Samtidig får hjernen informationer fra 
alle vores sanser om konteksten

Men SMERTE bliver 
altid oplevet af et 
helt menneske!
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Akut smerte

Gør ondt!!!

Jeg burde nok træne noget mere?

Føles lidt som sidst…

Jeg er sikkert nedslidt!
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Kroniske Smerter Det gør ondt..!

Burde jeg ikke være bekymret?

Mon det går væk igen?

Véd lægen/terapeuten overhovedet hvad jeg fejler??

Hvad gør jeg forkert (siden smerten ikke går væk)?!

De tror sikkert ikke på mig :-( 

Jeg skulle aldrig have…

Jeg vil ALDRIG igen…

Være aktiv? Hvordan???

Det sidder i min [væv]!
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…forstå hvordan den 
påvirker forsikringstageren!

Tænk mindre på hvad du ved om smerten
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ICD-11 | Kroniske Primære Smerter
Kroniske smerter er en sygdom

Kroniske primære smerter er 
defineret som 


• smerter i én eller flere regioner, der

• er vedvarende eller gentagne i 

mere end 3 måneder OG

• er forbundet med signifikant 

emotionel distress eller 
funktionelle begrænsninger, der 
påvirker ADL eller sociale roller, 
samt


• ikke kan forklares med en anden 
kronisk tilstand

secondary headache or orofacial pain,5 chronic secondary
visceral pain,2 and chronic secondary musculoskeletal pain.35

4.1. The general structure of the classification of chronic
primary pain

Chronic primary pain can occur in any body system (eg,
nervous, musculoskeletal, and gastrointestinal systems),
and in any body site (face, low-back, neck, upper-limb,
thorax, abdominal, pelvis, and urogenital region), or in
a combination of body sites (eg, widespread pain). This is
mirrored by the general structure of the classification.
Subtypes of CPP are listed in Figure 1. A complete overview
of all CPP conditions as implemented in the ICD-11
foundation layer is provided in the supplementary material
accompanying this article (available at http://links.lww.
com/PAIN/A658).

In the “frozen linearization” of ICD-11, CPP receives the
diagnostic code MG30.0. If, however, the subtype remains
unclear, the code “chronic primary pain unspecified” (MG30.0Z)
will be appropriate. We expect that the subtypes are more
informative and will often be identified easily.

4.2. The diagnostic codes in the classification of chronic
primary pain

All codes share the characteristics of CPP explained above.
Specifically, it is chronic pain in one or more anatomical regions
that persists or recurs for longer than 3 months and is associated
with significant emotional distress and/or significant functional
disability. The emotional distress can take many forms, such as
demoralization, depressed mood, anxiety, anger, or frustration.
Functional disability also covers a wide range of interference in
daily life, such as difficulties working, sleeping, or taking part in

Figure 1. The general structure of the classification of chronic primary pain. Level 1 and 2 are part of the 2018 frozen version of ICD-11; level 3 has been entered
into the foundation layer. According to the new concept of multiple parenting in ICD-11, an entity may belong to more than one group of diagnoses.

30 M. Nicholas et al.·160 (2019) 28–37 PAIN®

Copyright ! 2018 by the International Association for the Study of Pain. Unauthorized reproduction of this article is prohibited.
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ICD-11 | Kroniske Sekundære Smerter
Kroniske smerter er en sygdom

Kroniske 
SEKUNDÆRE 

smerter

4
Kronisk sekundær hovedpine eller 
orofacial smerte 
Kroniske hovedpiner samt ansigts- og tandsmerter

5
Kronisk sekundær visceral smerte 
Smerte sekundært til sygdomme i indre organer i 
ansigt, hals, thorax, abdomen eller pelvis

6 Kronisk sekundær 
muskuloskeletal smerte 
Smerte sekundært til sygdomme i knogler, sener, 
led mv. herunder inflammatoriske sygdomme

1Kronisk cancer-relateret smerte 
Smerte efter cancer eller behandling heraf

2
Kroniske smerter efter operation 

eller traumer 
Nye eller øgede smerter efter vævstraumer, der 

varer over tre måneder

3
Kronisk neuropatisk smerte 

Smerte efter skade eller sygdom i det 
somatosensoriske nervesystem. Kan være 

perifær eller central.
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• Identitet 

• “Hvad tror du, at det er?”


• Årsag 

• “Hvad tror du årsagen til dine problemer er?” 


• Tidslinje

• “Hvor længe tror du, at det vil vare ved?”


• Konsekvenser 

• “Hvad tror du vil ske som følge af dine smerter/lidelser?”


• Helbredelse / kontrol 
• “Hvad tror du vil gøre dig/det bedre?”

Vi skaber mening med sygdom 
- også når der ingen er!

Petrie, K.J., Weinman, J., 2006
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MR-skanning
Normale fund leder til over- og fejldiagnostik

Saji IM, et al. Unintended consequences: quantifying the benefits, iatrogenic harms and downstream cascade costs of musculoskeletal MRI in UK primary care. BMJ Open Quality 2021;10:e001287. 

• 5% var indikeret


• 16% fik relevant behandling først


• 1% af skanningerne fik betydning 
for behandlingen


• 65% modtog efterfølgende 
ineffektive, skadelige eller 
unødvendige undersøgelser 
som følge af fejl- og 
overdiagnostik 

29 TopDanmark_feb24 - 1. februar 2024

Negative konsekvenser af tidlig MR-skanning

Shraim et al. BMC Musculoskeletal Disorders (2021) 22:983 
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Smertehåndtering og/eller udredning?

• Behandlingseffekt afhænger af hvordan man “modtager” det 

• Mange smerter er ikke synlige, og kan ikke “udredes” objektivt 

• Guidelines er High Value Care, men hjælper ikke alle 

• At vente på, at “nogen ved hvad problemet er” kan lede til Low Value Care 

• Forvent at de fleste smerter forsvinder, men tag højde for, at det ikke er tilfældet

31 TopDanmark_feb24 - 1. februar 2024

Hvilke elementer indeholder 
patientuddannelsen i smerter? 

32 TopDanmark_feb24 - 1. februar 2024



mhdk_drmortenhoegh

@mh_dk

morten@v idenomsmerter.dk

Find links til interviews m.v. på linktr.ee 
(https://linktr.ee/mhdk_drmortenhoegh)

@VidenOmSmerter

Kroniske smerter er, ligesom 
alle andre kroniske sygdom-
me, noget, der påvirker hele 
tilværelsen; i hjemmet, på 
arbejdspladsen og i fritiden. 
Mange menneskers viden om 
smerte er desværre forældet, og 
derfor kan det være svært at forstå, 
hvordan humør, adfærd og smerter 
hænger uløseligt sammen.

Lotte Heise har selv haft smerter, siden hun var i starten 
af 20’erne. Sammen med smerteekspert Morten Høgh øn-
sker hun med denne bog at hjælpe folk med kroniske smerter 
på vejen mod bedring og samtidig hjælpe pårørende til at forstå, 
hvad det vil sige at leve med kroniske smerter.

Bogen beskriver Lottes oplevelser af et liv med smerter, suppleret med 
den nyeste viden fra smerteforskningen samt gode råd til alle smerte-
ramte. Der er ingen udløbsdato på kroniske smerter, men der findes løs-
ninger! Du kan selv gøre meget for at afhjælpe og mindske smerterne. 
Det gælder også, selvom du har haft ondt i årevis. Med andre ord viser 
Lotte og Morten vejen til at lægge smerterne på hylden!

“Det ville være dejligt at finde en form for ‘smertefællesskab’,  
for det har jeg tit savnet gennem mine 40 år med smerter.  
Det er mit inderligste ønske, at denne bog, der er til  
alle os, der har lyst til at skrige ‘AV!’ mange, mange 
gange om  dagen, måske kan hjælpe læseren til  
at føle sig mindre plaget, mindre alene og  
MERE forstået!”
– Lotte Heise

Uddrag fra bogen:
Da jeg fik store smerter i ryg-
gen som 20-årig, syntes jeg, at 
hele verden var imod mig, og jeg 
mente, at det var både uretfær-
digt og helt og aldeles urimeligt! 
Men gennem mit lange ’gigtliv’ har 
jeg indset, at det er mig og kun mig, 
der har ansvaret for mine smerter!

Mennesker med kroniske sygdomme, 
som fx smerter, har to muligheder:
 
1. Man trækker det store ’offerkort’ 

og bruger mere tid på at have 
ondt af sig selv end på at finde  
en løsning.

2. Man tager ansvar for det lort, 
der har ramt én, og ser, hvad 
f….. man kan gøre.

 
Nogle mennesker har dårlig 
samvittighed, når de ikke er 
i stand til at leve op til deres 
egne (selvbeskrevne) stan-
darder for, hvordan man er et 
normalt og venligt menneske. 
Andre fortæller, at de ville 
ønske, at behandleren kunne 
give dem en anerkendt diag-
nose eller et hjælpemiddel, 
der kunne validere sygdom-
men eller behovet for hjælp. 

Men løsningen er naturligvis 
ikke, at alle mennesker med 
kroniske smerter udstyres påsy-
ningsmærker for at vise, at de fejler 
en usynlig sygdom. Løsningen må 
findes i en kombination af indre va-
lidering (dvs. at patienten selv føler, 
at han eller hun gør sit bedste) og 
langt større forståelse for, at usyn-
lige lidelser er rigtige lidelser. ”

www.muusmann-forlag.dk

Om forfatterne
LOTTE HEISE (født 1959) er enter-
tainer, foredragsholder og radiovært 
i Danmarks Radio. I 2017 havde hun 
30-årsjubilæum med sine soloop-
trædener over hele Danmark og i 
udlandet. Læg smerterne på hylden 
er Lotte Heises 10. bog, og hun har 
bl.a. tidligere skrevet Lottes ope-
rabog og Selvfølgelig skal hun bo 
hos mig.

MORTEN HØGH (født 1973) er ph.d., 
fysioterapeut (FysioDanmark Aar-
hus) og smerteforsker (Aalborg Uni-
versitet) og underviser i smerte- og 
neurovidenskab i ind- og udland. 
Han er medforfatter på adskillige 
lærebøger og videnskabelige artik-
ler og har siddet i flere arbejdsgrup-
per i bl.a. Sundhedsstyrelsen. Mor-
ten brænder for at nedbryde myter 
om kroniske smerter og derigennem 
gøre behandlingen bedre for dem, 
der lider af denne sygdom.
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