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Background: Palmitoylethanolamide (PEA) is a cannabimimetic compound that has been
investigated as an analgesic agent in animal models and clinical trials.

Objectives: \We conducted a meta-analysis to examine the efficacy of PEA for treating pain in
randomized, controlled trials.

Study Design: Systematic review and meta-analysis.

Setting: This meta-analysis examined all randomized, controlled trials involving the effect of
PEA on pain score.

Methods: We searched PubMed and Embase for randomized, active or placebo-controlled
trials of PEA for the treatment of acute or chronic pain. Our primary outcome was the weighted
mean difference in visual analog pain scales of PEA treatment compared to inactive controls.

Results: We identified 10 studies including data from 786 patients who received PEA and
512 controls for inclusion in our systematic review. Eight trials included an inactive control
group and were included in the meta-analysis. PEA was associated with significantly greater
pain reduction compared to inactive control conditions (WMD = 2.03, 95% Cl: 1.19
- 2.87,z=475, P<0.001). Use of placebo control, presence of blinding, allowance for
concomitant treatments, and duration or dose of PEA treatment did not affect the measured
efficacy of PEA. All-cause dropout was non-significantly reduced in the PEA group compared
to inactive control conditions (RR = 0.36, 95% Cl: 0.10 — 1.26, z = -1.60, P = 0.11).

Limitations: This meta-analysis relied on a relatively small number of trials across a variety of
conditions causing pain with differing trial designs. Overall quality of the underlying studies and
assessment of side effects were often poor.

Conclusions: PEA may be a useful treatment for pain and is generally well tolerated in
research populations. Further, well-designed, randomized, placebo-controlled trials are needed
to provide reliable estimates of its efficacy and to identify less serious adverse events associated
with this compound.

Key words: PEA, palmidrol, palmitoylethanolamide, efficacy, pain, pain management,
meta-analysis
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hronic pain is estimated to affect 43% of the
US population and 38% of people worldwide,
over a 12-month period (1). According to an
analysis of the World Health Organization’s Global
Burden of Health 2010 study, 5 of the top 10 conditions

responsible for the most Years Lived with Disability
(YLD) globally were characterized by the presence of
different kinds of pain such as low back pain, headache,
and dental pain (2). The economic burden of pain in the
United States is estimated at $650 billion per year in
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health care (3), and the citizens face a reduced quality
of life as well as lost economic productivity.

Several medications exist that are effective at re-
ducing pain but are associated with a substantial side-
effect burden to varying degrees. Opiate medications,
nonsteroidal anti-inflammatory drugs (NSAIDs), acet-
aminophen, antidepressants, and anticonvulsants are
all currently utilized to treat chronic and/or acute pain
(4). Opiates are commonly used for the management
of acute pain but evidence of their efficacy and risk-
benefit profile in treating chronic pain is not as robust
(5,6). Use of opiate medications to treat pain is asso-
ciated with significant side-effects including constipa-
tion, respiratory depression, impaired cognitive ability,
immune suppression, and opioid-related endocrinopa-
thies (7). Chronic use of opiate medications is associated
with the development of tolerance and dependence
(7). The risk of diversion and overdose with opiate med-
ications is also a significant burden to society and indi-
viduals when these medications are misused or abused.
The primary medications used to manage chronic pain
in the US are NSAIDS such as aspirin and they are espe-
cially effective when pain is of an inflammatory origin.
NSAIDs are safe when used in patients who are not at
high risk for gastrointestinal, renal, or cardiovascular
reactions (8). Newer selective NSAIDs, such as celecox-
ib, selectively inhibit cyclooxygenase-2 (COX-2) which
is responsible for synthesizing the pro-inflammatory
prostaglandins (9). Large randomized controlled trials
have demonstrated that use of COX-2-selective NSAIDs
are associated with a reduced risk of NSAID ulcers and
gastrointestinal complications (10,11), although their
use is associated with an increased risk of myocardial
infarction (12).The addition of an NSAID to a pain man-
agement regimen for treating acute pain can have an
opioid-sparing effect by reducing the consumption of
supplementary opioids (13,14). This is of public health
significance considering that opioid analgesics were in-
volved in 43% of all drug overdose deaths in the USA
in 2010 (15). Acetaminophen is another non-opiate oral
analgesic that, according to meta-analysis that used
pain scales, is less effective in pain management than
NSAIDs with a similar rate of adverse events (16,17). It
may not bring clinically significant improvement in cer-
tain types of chronic pain such as low-back pain and
osteoarthritis (18). Its use within therapeutic limits is
associated with aminotransferase elevations (19) and
acetaminophen overdose commonly leads to hepato-
toxicity making it one of the leading causes of drug
toxicity and suicide (20). Use of tricyclic antidepressants

for pain management has been well-established over
the years (6) but a recent systematic review suggests an
overestimation of treatment effect (21). Some of the
side effects associated with this class are postural hypo-
tension, dry mouth, and sedation in the elderly popula-
tion which leads to an increased risk for falls and frac-
tures (4).

Cannabinoids, chemical compounds that are pro-
duced naturally in the body and may also be found in
plants belonging to the genus Cannabis, act on cannabi-
noid (CB) receptors in the central nervous system (CNS)
and cells of the immune system (22). Currently available
drug trials and meta-analyses appear to support the
use of cannabinoids for the treatment of chronic pain
(23,24). High concentrations of CB1 receptors on pri-
mary afferent nociceptors in the dorsal spinal cord may
explain the anti-nociceptive effects of cannabis (25).
The effects of endocannabinoids on the peripheral CB2
receptors of the immune system suggest that they may
also be effective for treating inflammatory pain (26).
Cannabis-related compounds commonly have short-
term adverse effects such as asthenia, confusion, som-
nolence, balance problems, and gastrointestinal side
effects (23,24). There is also evidence that cannabis use
increases the risk of psychotic outcomes independently
of confounding and transient intoxication effects (27).
Additionally, the use of many cannabis-related drugs is
tightly regulated and restricted.

Palmitoylethanolamide (PEA) is a cannabimimet-
ic compound and lipid messenger hypothesized to re-
duce pain through (1) a variety of endocannabinoid
driven activities that were discussed earlier or (2) re-
ducing inflammation. PEA does not bind the classical
cannabinoid receptors but may indirectly stimulate the
effects of both phyto- or endocannabinoids, either by
its role as an agonist of the transient receptor potential
vanilloid type 1 (TRPV1), peroxisome proliferator-acti-
vated receptor-a (PPAR-a) and the cannabinoid recep-
tors (28). Many clinical trials and studies using animal
models (29) have been conducted to assess the clinical
relevance of PEA as a stand-alone analgesic agent or as
a part of combinational therapy. PEA's analgesic actions
may be due to its agonism of peroxisome proliferator-
activated receptor-o. (PPAR-a) which has been shown
to have a pivotal role in the PEA pharmacodynamic
mechanisms for pain relief (30). PEA plays an impor-
tant role in suppression of inflammation by reducing
the activity of the pro-inflammatory enzymes such as
COX, eNOS, and iNOS (31) and by reducing mast cell
activation (30,32,33). PEA reduces mast cell migration,
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degranulation, and over-activation of astrocytes and
glial cells (34-37).

Several controlled clinical trials have been conduct-
ed over recent years to examine the efficacy of PEA in
treating chronic pain associated with a variety of con-
ditions. With this meta-analysis using randomized con-
trolled trials, we aim to examine the efficacy of PEA for
treating chronic pain. With the use of previous random-
ized controlled trials, we will also examine the tolerabil-
ity of PEA.

METHODS

Search Strategy for Identification of Studies

Two reviewers (BA, CB) searched the electronic
databases of PubMed and Embase on May 1, 2015, for
relevant studies using the search: ([Cannabis OR canna-
binoid] OR [Palmitoylethanolamide OR palmidrol] AND
[chronic pain OR inflammatory pain OR acute pain OR
intractable pain OR postoperative pain OR neuropathic
pain) AND (pain assessment OR pain intensity OR pain
severity]).

They restricted the search to randomized con-
trolled trials. The references of appropriate papers and
previous reviews were searched for citations of further
relevant published and unpublished research (38).

Selection of Studies

The titles and abstracts of studies obtained by this
search strategy were examined by 2 reviewers (BA, CB)
to determine inclusion in this meta-analysis. Any dis-
crepancies were resolved by a final reviewer (MHB).
Eligibility for the study was based upon analysis of the
full articles for the following criteria: they needed to (1)
be randomized, (2) placebo or comparator controlled
clinical trials looking at the use of PEA (3) to treat or
alleviate acute or chronic pain, brought about by con-
ditions with explicit criteria such as those found in the
International Classification of Diseases (ICD). Discon-
tinuation studies or studies which involved duplication
of data from prior reported research included in this
review were excluded. Head-to-head studies without a
placebo control and crossover trials were not excluded.
Studies requiring concomitant medications were not
excluded. We additionally restricted trials to treatment
trials, as studies using non-treatment-related outcome
measures such as magnetic resonance imaging (MRI),
electroencephalography (EEG), or neuropsychological
testing were less likely to systematically assess side ef-
fects of medications.

Meta-Analytic Procedures

Data were extracted by independent reviewers
(BA, CB) on specially designed Microsoft Excel spread-
sheets. Our primary outcome measure was the efficacy
of PEA for the management of chronic pain across a
wide range of conditions. The visual analog scale (VAS)
was used to gather subjective pain sensation. Review-
ers also gathered data on patients’ conditions, trial
design, maximum daily PEA dose, number of partici-
pants in active group, number of participants in pla-
cebo group, concomitant treatment in active and con-
trol group, and other relevant attributes and results of
the studies. Any disagreement among reviewers was
mitigated through discussion and the procurement of
more information from the study investigators if pos-
sible. When agreement could not be attained between
the initial reviewers, the senior investigator (MHB) re-
solved all disputes. When information about the effica-
cy of PEA for the management of chronic pain was not
available in the original manuscripts, the correspond-
ing author was contacted for further information. If
contacting the corresponding author was ineffective,
we also searched pharmaceutical company databases
for the data.

All statistical analyses were completed in Compre-
hensive Meta-Analysis Version 3 (39). For our outcome
measures of interest, the efficacy of PEA for the man-
agement of chronic pain was analyzed using mean dif-
ference in endpoint VAS scores on a 1 - 10 scale for PEA
versus control conditions. A random-effects model was
used as the primary method for meta-analysis as it is
more conservative but results from a fixed-effects mod-
el is presented in sensitivity analysis. Publication bias
was assessed by plotting the effect size against stan-
dard error for each included trial (i.e., funnel plot). In
addition, publication bias was statistically tested by the
Egger test and by determining the association between
sample size and effect size in meta-regression.

For our primary analysis, we grouped trials by PEA
dose, duration of treatment, and trial characteristics
(blinding and control condition). We examined the fol-
lowing questions in meta-analysis: (1) is PEA effective
for treating pain; (2) is dosing of PEA associated with
an increased efficacy; (3) is the duration of dosing of
PEA associated with an increased efficacy; and (4) do
trial characteristics (blinding and control condition)
have an association with the efficacy of PEA.

All subgroup analyses were performed using a
fixed-effects model to conduct a test for subgroup
differences (between-group heterogeneity 2. Meta-
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regression analysis was used to examine the effects of
maximum daily dose of PEA used in trials. Our threshold
for statistical significance was P < 0.05 for the primary
analysis, as well as for all stratified subgroup analyses
and meta-regression.

REesuLTs

Included Trials

Figure 1 depicts the selection of trials for this me-
ta-analysis. A total of 25 references were identified in
PubMed and Embase. A total 10 randomized clinical tri-

Identification

Screening

Eligibility

=)
7]
=]
=
o
=

40 citations identified through Pubmed,
Embase, and references from relevant review articles

25 citations after duplicates removed

15 records excluded
12 not pain

3 not PEA

10 full text articles assessed for eligibility

10 manuscripts included in systematic review

8 trials with inactive control group included in
meta-analysis

3 trials with active treatment control group
included in systematic review

(1 trial contained both active and inactive
control groups)

Fig. 1. Inclusion of studies.
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als were eligible for potential inclu-
sion once the titles, abstracts, and
full texts (where necessary) were re-
viewed (40-49).These trials included
data from 786 patients who received
PEA and 512 controls. Eight of these
studies were randomized controlled
trials with 743 patients receiving PEA
and 460 patients receiving inactive
controls (placebo [trials = 5, patients
= 37]) or no treatment [trials = 3, pa-
tients = 90]). One trial contained both
active and inactive control groups
(43). The characteristics of included
trials are presented in Table 1.

PEA versus Inactive Control
Conditions

Efficacy

Figure 2 depicts the effect of
PEA on pain compared to inactive
control conditions in randomized
controlled trials. PEA was associ-
ated with significantly greater pain
reduction compared to inactive con-
trol conditions (WMD = 2.03, 95%
Cl: 1.19 - 2.87, z = 4.75, P < 0.001).
There was significant evidence of
heterogeneity between trials (x?
test for heterogeneity = 65.1, df =
7, P < 0.001, I? = 89%). There was
some asymmetry in the funnel plot
of included trials suggesting possible
publication bias. However, the Eg-
ger’s test did not reach statistical sig-
nificance given the small number of
trials (P=0.83). A fixed-effects model
also reported a significant benefit of
PEA compared to control conditions
(WMD =2.20,95% Cl: 2.00-2.41, z =
21.4, P < 0.001).

Stratified subgroup analysis did
not demonstrate a significant as-
sociation between aspects of trial
design — use of placebo-control (test
for subgroup differences y? = 2.47,
df =1, P=0.12) or blinding (test for
subgroup differences y2 = 1.18, df =
1, P = 0.28) and measured efficacy

Table 1. Study characteristics.

No

Yes

Yes

No

No

No

Yes

Yes

Yes

Yes

No

NSAIDS | Blinded

No

No

No

No

No

No

No

No

Yes

Yes

No

Active:Control

26:26
76:22

21:20

14:12

62:52
424:208

10:10
110:110

21:20

12:12

10:10:10

Control

No Placebo

Placebo

Placebo

No Placebo

No Placebo

Placebo

Placebo

Placebo

Celecoxib 200 mg BID for 7
days

Ibuprofen 600 mg TID for 2
weeks

Leuprorelin acetate (11.25 mg/2
mL) one vial every 3 months in

180 days
Ethinylestradiol+Drospirenone

(0.03 mg+3 mg) p.o for 180

days

Active group —
Adj treatment

Inactive Control Group

None

None

Polydatin 80 mg

None

None

None

Transpolydatin 80 mg

Transpolydatin 40 mg

Active Control Group

Polydatin 80 mg

none

Transpolydatin 80 mg

Duration
(days)

15
21

90

30

30
21

60

10

90

14

180

PEA Dose
(mg/day)

600
300;600

800

600;1200

600
300;600

800
400

800

900

800

Indication

Molar Surgery

Sciatic pain

Chronic pelvic

pain

Carpal Tunnel
Syndrome

Sciatic pain

Sciatic pain

Vestibulodynia

Pelvic Pain

Chronic pelvic
pain

TMJ arthritis

Chronic Pelvic

Pain

Study, Year

Bacci et al, 2011

Canteri et al, 2010

Cobellis et al, 2011

Conigliaro et al, 2011

Dominguez et al, 2012
Guida et al, 2010

Murina et al, 2013

Tartaglia et al, 2015

Cobellis et al, 2011

Marini et al, 2012

Di Francesco et al,

2014
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Canteri 2010 - Analgesics 3.81[0.43,7.20]
Canteri 2010- MuscleRelaxants 3.75 [0.45, 7.06]
Guida 2010 — 1.76[1.47, 2.05]
Cobellis 2011 2.50[1.34, 3.66]
Bacci 2011 1.70[0.19,3.21]
Dominguez 2012 [ E—] 1.23[0.57, 1.89]
Murina 2013 0.10[-1.26, 1.46]
Tartaglia 2015 —— 3.30[2.94, 3.66]
Overall - Random-Effects Model ‘. 2.03[1.19,2.87]

T T T T T

-3 -1 1 5 7 9

Fig. 2. Forest plot.

of PEA. Trials that were blinded (WMD = 2.46, 95% Cl:
1.05 - 3.86, z = 3.43, P < 0.005, k = 5) demonstrated
similar effects of PEA compared to non-blinded trials
(WMD = 1.66, 95% CI: 1.38 - 1.95, z=11.4, P < 0.005, k
= 3). Trials that were placebo-controlled (WMD = 2.27,
95% Cl: 1.23 - 3.31, z=4.27, P < 0.005, k = 6) demon-
strated similar measured efficacy of PEA compared to
trials that did not include placebo (WMD = 1.31, 95%
Cl: 0.70 - 1.91, z = 4.25, P < 0.005, k = 2). There was
also no difference in measured efficacy of PEA based
on whether additional treatments/additives were em-
ployed in the active arm (test for subgroup differences
¥2 =0.18, df = 1, P = 0.67) or across both active and
control conditions (test for subgroup differences y? =
0.03,df =1, P=0.85).

The daily dosage of PEA ranged from 300 mg to
1200 mg and a majority (n = 8) of the studies used PEA
doses of 600 mg/d or greater (600 — 1200 mg/d), but
a meta-regression demonstrated no significant asso-
ciation between dose of PEA and measured efficacy
(parameter estimate (PE) = -0.0010, 95% Cl: -0.0042
- 0.0023, z = -0.58, P = 0.56). Likewise, although the

duration of treatment ranged from 10 to 180 days, a
meta-regression failed to show a significant association
between increased duration of treatment and pain ef-
ficacy (PE = -0.012, 95% Cl: -0.042 - 0.019, z = -0.76, P
= 0.45).

Tolerability

Meta-analysis suggested that all-cause dropout
was reduced but not to a significant degree in the PEA
group compared to inactive control conditions (RR =
0.36, 95% Cl: 0.10 — 1.26, z = -1.60, P = 0.11). The all-
cause dropout rate was 1.1% with PEA treatment (14
out of 1,269 patients) compared to 4.3% (32 out of 738
patients) in the inactive control groups. Adverse events
reported with PEA treatment in previous trials included
gastrointestinal upset (2), drowsiness (1), and heart pal-
pitations (1).

PEA versus Active Control Conditions

Three trials have examined the efficacy of PEA
compared to various active control conditions. A ran-
domized controlled trial compared the efficacy of PEA
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plus trans-polydatin to (a) leuprorelin acetate or (b)
ethinylestradiol and drospirenone in 30 patients with
chronic pelvic pain over a 6-month treatment course.
All 3 treatments resulted in a significant reduction in
pain over the course of the trial (PEA and trans-poly-
datin [P = 0.0004], leuprorelin acetate [P < 0.0001] and
ethinylestradiol and drospirenone [P = 0.04]). However,
specific type of treatment was not significantly associ-
ated with the degree of pain reduction (47). No adverse
effects were detected in any of the groups in the course
of the study.

A triple blinded randomized controlled trial com-
pared the efficacy of PEA to ibuprofen in 24 patients
with temporomandibular joint arthritis (TMJ) arthritis
over a 2-week period. PEA was associated with a signifi-
cantly greater pain reduction compared to ibuprofen
(P =0.0001). Three patients in the ibuprofen group re-
ported stomach ache as an adverse event whereas PEA
patients did not report any adverse events (41).

A double blind, randomized controlled trial com-
pared the efficacy of PEA and transpolydatin to cele-
coxib (200 mg twice a day for 7 consecutive days) and
placebo for 61 patients with chronic pelvic pain due to
endometriosis over a 3-month period. Both treatment
groups were more effective than placebo (P < 0.001)
but the 2 active treatments did not differ significantly
in terms of pain reduction. None of the groups report-
ed significant adverse events (43).

Discussion

This meta-analysis provides preliminary evidence

that PEA may be effective in the management of

chronic pain across a variety of conditions. However,
there was a large amount of heterogeneity between
trials indicating that PEA may have differing efficacy
(or measured efficacy) across conditions and/or trial
designs. Despite examining several potential causes
of heterogeneity, we were not able to demonstrate
a likely cause — PEA dose, duration of treatment, and
trial characteristics (blinding and control condition)
were not significantly associated with measured ef-
ficacy of PEA. Additionally, in the existing PEA trials
for pain, PEA was quite well tolerated with a reduced
dropout rate compared to control conditions and no
specific adverse events reported at a higher rate than
control conditions.

Given the potential clinical importance of the
meta-analysis, it is important to highlight the exist-
ing limitations. This meta-analysis relied on a relative-
ly small number of trials with differing trial designs

across a variety of conditions causing pain. Therefore,
it is not surprising that the included trials differed sig-
nificantly in their estimates of the underlying benefits
of PEA. These underlying differences in sample popu-
lations and trial design likely caused the significant
heterogeneity observed in this meta-analysis. We had
limited power in this meta-analysis to examine sources
of heterogeneity given the small number of trials. Ad-
ditionally, although this meta-analysis was restricted
to randomized trials, the overall quality of the under-
lying studies was often poor. Specifically, many includ-
ed trials were not blinded or had unclear blinding of
PEA and/or lacked a placebo control. These limitations
could positively bias the measured efficacy of PEA and
influence dropout estimates, even if we were unable
to demonstrate this in our analysis. Few of the studies
reported and controlled for concomitant treatments
that pain patients were using before or during the
trials. If trials failed to monitor and control for these
treatments it may cause the measured benefits of
PEA to be understated. Lastly, although dropout rates
were reliably reported across studies, the small rate
of adverse events across treatment arms suggests that
side effects were not systematically assessed across tri-
als. Although, serious adverse events were reported
across trials, adverse effects of less severity are not re-
ported. This methodology may not allow us to detect
common, less severe experiences of patients taking
PEA that may ultimately decrease PEA's tolerability.

Given the limitations of the underlying trials in
the meta-analysis, we would suggest the following
improvements for future research in this area: (1) use
randomized, placebo-controlled research methodol-
ogy even if the resultant trial will be underpowered so
that unbiased measurements of efficacy and tolerabil-
ity can be obtained; (2) conduct and report systematic
measurement of adverse events in both the PEA and
control groups; (3) conduct dose-finding studies which
directly compare different doses of PEA such that an
optimal dose of PEA can be established; (4) design tri-
als to assess the short-term and more chronic effects of
PEA treatment even if PEA is being used to treat chronic
conditions so that we can have more reliable estimates
of PEA's effects on acute pain; and (5) control and re-
port use of concomitant treatments utilized by patients
in trials.

This meta-analysis provides preliminary evidence
that PEA may be a useful treatment for pain and is
generally well tolerated in research populations. How-
ever, there was a large amount of heterogeneity in
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the measured efficacy of PEA across conditions and
several included trials were of poor overall quality.
PEA represents a potentially promising treatment for
pain that may offer several advantages over currently
available treatments. Further, well-designed, random-
ized, placebo-controlled trials are needed to establish
the efficacy of PEA and also to provide reliable esti-
mates of less serious adverse events associated with

this compound.

Acknowledgment

Bekir B. Artukoglu had access to all the data in the
study and takes responsibility for the integrity of the data
and the accuracy of the data analysis. Bekir B. Artukoglu
and Chad Beyer managed the literature searches and
summaries of previous related work and wrote the first
draft of the manuscript. Drs Adi Zuloff-Shani, Ephraim
Brener and Michael H. Bloch provided revision for intel-

lectual content and final approval of the manuscript.

REFERENCES

1.

Tsang A, Von Korff M, Lee S, Alonso J,
Karam E, Angermeyer MC, Borges GL,
Bromet EJ, Demytteneare K, de Girola-
mo G, de Graaf R, Gureje O, Lepine JP,
Haro JM, Levinson D, Oakley Browne
MA, Posada-Villa ), Seedat S, Watanabe
M. Common chronic pain conditions
in developed and developing countries:
Gender and age differences and comor-
bidity with depression-anxiety disorders.
] Pain 2008; 9:883-891.

Vos T, Flaxman AD, Naghavi M, Lozano
R, Michaud C, Ezzati M, Shibuya K, Salo-
mon JA, Abdalla S, AboyansV, Abraham J,
Ackerman |, Aggarwal R, Ahn SY, Ali MK,
Alvarado M, Anderson HR, Anderson
LM, Andrews KG, Atkinson C, Baddour
LM, Bahalim AN, Barker-Collo S, Bar-
rero LH, Bartels DH, Basanez MG, Bax-
ter A, Bell ML, Benjamin EJ, Bennett D,
Bernabe E, Bhalla K, Bhandari B, Bikbov
B, Bin Abdulhak A, Birbeck G, Black JA,
Blencowe H, Blore JD, Blyth F, Bolliger
|, Bonaventure A, Boufous S, Bourne R,
Boussinesq M, Braithwaite T, Brayne C,
Bridgett L, Brooker S, Brooks P, Brugha
TS, Bryan-Hancock C, Bucello C, Buch-
binder R, Buckle G, Budke CM, Burch M,
Burney P, Burstein R, Calabria B, Camp-
bell B, Canter CE, Carabin H, Carapetis J,
Carmona L, Cella C, Charlson F, Chen H,
Cheng AT, Chou D, Chugh SS, Coffeng
LE, Colan SD, Colquhoun S, Colson KE,
Condon J, Connor MD, Cooper LT, Cor-
riere M, Cortinovis M, de Vaccaro KC,
Couser W, Cowie BC, Criqui MH, Cross
M, Dabhadkar KC, Dahiya M, Dahodwa-
la N, Damsere-Derry J, Danaei G, Davis
A, De Leo D, Degenhardt L, Dellavalle R,
Delossantos A, Denenberg J, Derrett S,
Des Jarlais DC, Dharmaratne SD, Dher-
ani M, Diaz-Torne C, Dolk H, Dorsey ER,
Driscoll T, Duber H, Ebel B, Edmond K,
Elbaz A, Ali SE, Erskine H, Erwin P), Es-
pindola P, Ewoigbokhan SE, Farzadfar F,
Feigin V, Felson DT, Ferrari A, Ferri CP,

Fevre EM, Finucane MM, Flaxman S,
Flood L, Foreman K, Forouzanfar MH,
Fowkes FG, Franklin R, Fransen M, Free-
man MK, Gabbe BJ, Gabriel SE, Gakidou
E, Ganatra HA, Garcia B, Gaspari F, Gil-
lum RF, Gmel G, Gosselin R, Grainger R,
Groeger J, Guillemin F, Gunnell D, Gup-
ta R, Haagsma J, Hagan H, Halasa YA,
Hall W, Haring D, Haro JM, Harrison JE,
Havmoeller R, Hay RJ, Higashi H, Hill
C, Hoen B, Hoffman H, Hotez PJ, Hoy
D, Huang JJ, Ibeanusi SE, Jacobsen KH,
James SL, Jarvis D, Jasrasaria R, Jayara-
man S, Johns N, Jonas JB, Karthikeyan
G, Kassebaum N, Kawakami N, Keren A,
Khoo JP, King CH, Knowlton LM, Kobus-
ingye O, Koranteng A, Krishnamurthi R,
Lalloo R, Laslett LL, Lathlean T, Leasher
JL, Lee YY, Leigh J, Lim SS, Limb E, Lin
JK, Lipnick M, Lipshultz SE, Liu W, Loane
M, Ohno SL, Lyons R, Ma J, Mabwei-
jano J, Maclntyre MF, Malekzadeh R,
Mallinger L, Manivannan S, Marcenes
W, March L, Margolis DJ, Marks GB,
Marks R, Matsumori A, Matzopoulos R,
Mayosi BM, McAnulty JH, McDermott
MM, McGill N, McGrath J, Medina-Mora
ME, Meltzer M, Mensah GA, Merriman
TR, Meyer AC, Miglioli V, Miller M, Mill-
er TR, Mitchell PB, Mocumbi AO, Mof-
fitt TE, Mokdad AA, Monasta L, Montico
M, Moradi-Lakeh M, Moran A, Moraws-
ka L, Mori R, Murdoch ME, Mwaniki
MK, Naidoo K, Nair MN, Naldi L, Na-
rayan KM, Nelson PK, Nelson RG, Nev-
itt MC, Newton CR, Nolte S, Norman P,
Norman R, O’Donnell M, O’Hanlon S,
Olives C, Omer SB, Ortblad K, Osborne
R, Ozgediz D, Page A, Pahari B, Pandian
JD, Rivero AP, Patten SB, Pearce N, Padil-
la RP, Perez-Ruiz F, Perico N, Pesudovs K,
Phillips D, Phillips MR, Pierce K, Pion S,
Polanczyk GV, Polinder S, Pope CA, 3rd,
Popova S, Porrini E, Pourmalek F, Prince
M, Pullan RL, Ramaiah KD, Rangana-
than D, Razavi H, Regan M, Rehm T,

Rein DB, Remuzzi G, Richardson K, Ri-
vara FP, Roberts T, Robinson C, De Leon
FR, Ronfani L, Room R, Rosenfeld LC,
Rushton L, Sacco RL, Saha S, Sampson
U, Sanchez-Riera L, Sanman E, Schweb-
el DC, Scott JG, Segui-Gomez M, Shah-
raz S, Shepard DS, Shin H, Shivakoti R,
Singh D, Singh GM, Singh JA, Singleton
J, Sleet DA, Sliwa K, Smith E, Smith JL,
Stapelberg NJ, Steer A, Steiner T, Stolk
WA, Stovner LJ, Sudfeld C, Syed S, Tam-
burlini G, Tavakkoli M, Taylor HR, Tay-
lor JA, Taylor W), Thomas B, Thomson
WM, Thurston GD, Tleyjeh IM, Tonel-
li M, Towbin JA, Truelsen T, Tsilimbaris
MK, Ubeda C, Undurraga EA, van der
Werf MJ, van Os J, Vavilala MS, Venketa-
subramanian N, Wang M, Wang W, Watt
K, Weatherall DJ, Weinstock MA, Wein-
traub R, Weisskopf MG, Weissman MM,
White RA, Whiteford H, Wiersma ST,
Wilkinson JD, Williams HC, Williams
SR, Witt E, Wolfe F, Woolf AD, Wulf S,
Yeh PH, Zaidi AK, Zheng ZJ, Zonies D,
Lopez AD, Murray CJ, AlMazroa MA,
Memish ZA. Years lived with disability
(YLDs) for 1160 sequelae of 289 diseas-
es and injuries 1990 - 2010: A systemat-
ic analysis for the Global Burden of Dis-
ease Study 2010. Lancet 2012; 380:2163-
2196.

Gaskin DJ, Richard P. The economic
costs of pain in the United States. ] Pain
2012; 13:715-724.

Beal BR, Wallace MS. An overview of
pharmacologic management of chron-
ic pain. Med Clin North Am 2016; 100:65-
79-

Manchikanti L, Abdi S, Atluri S, Balog
CC, Benyamin RM, Boswell MV, Brown
KR, Bruel BM, Bryce DA, Burks PA,
Burton AW, Calodney AK, Caraway DL,
Cash KA, Christo PJ, Damron KS, Datta
S, Deer TR, Diwan S, Eriator I, Falco FJ,
Fellows B, Geffert S, Gharibo CG, Gla-
ser SE, Grider JS, Hameed H, Hameed

360

www.painphysicianjournal.com



Efficacy of Palmitoylethanolamide for Pain: A Meta-Analysis

10.

11.

12.

13.

14.

M, Hansen H, Harned ME, Hayek SM,
Helm S, 2nd, Hirsch JA, Janata JW, Kaye
AD, Kaye AM, Kloth DS, Koyyalagunta D,
Lee M, MallaY, Manchikanti KN, McM-
anus CD, Pampati V, Parr AT, Pasupule-
ti R, Patel VB, Sehgal N, Silverman SM,
Singh V, Smith HS, Snook LT, Solan-
ki DR, Tracy DH, Vallejo R, Wargo BW,
American Society of Interventional Pain
Physicians. American Society of Inter-
ventional Pain Physicians (ASIPP) guide-
lines for responsible opioid prescribing
in chronic non-cancer pain: Part | — Ee-
vidence assessment. Pain Physician 2012;
15:S1-S65.

O’Connor AB, Dworkin RH. Treatment
of neuropathic pain: An overview of re-
cent guidelines. AmJ Med 2009; 122:522-
S32.

Benyamin R, Trescot AM, Datta S, Bue-
naventura R, Adlaka R, Sehgal N, Gla-
ser SE, Vallejo R. Opioid complications
and side effects. Pain Physician 2008;
11:S105-S120.

Marjoribanks J, Ayeleke RO, Farquhar C,
Proctor M. Nonsteroidal anti-inflamma-
tory drugs for dysmenorrhoea. Cochrane
Database Syst Rev 2015; 30:CDoo1751.

van Tulder MW, Scholten RJ, Koes BW,
Deyo RA. Nonsteroidal anti-inflam-
matory drugs for low back pain: A sys-
tematic review within the framework of
the Cochrane Collaboration Back Re-
view Group. Spine (Phila Pa 1976) 2000;
25:2501-2513.

Emery P, Zeidler H, Kvien TK, Guslan-
di M, Naudin R, Stead H, Verburg KM,
Isakson PC, Hubbard RC, Geis GS. Ce-
lecoxib versus diclofenac in long-term
management of rheumatoid arthritis:
Randomised double-blind comparison.
Lancet 1999; 354:2106-2111.

Simon LS, Weaver AL, Graham DY, Kivitz
AJ, Lipsky PE, Hubbard RC, Isakson PC,
Verburg KM, Yu SS, Zhao WW, Geis GS.
Anti-inflammatory and upper gastroin-
testinal effects of celecoxib in rheuma-
toid arthritis: A randomized controlled
trial. JAMA 1999; 282:1921-1928.
Vonkeman HE, van de Laar MA. Non-
steroidal anti-inflammatory drugs: Ad-
verse effects and their prevention. Semin
Arthritis Rheum 2010; 39:294-312.
Romsing J, Moiniche S, Mathiesen O,
Dahl JB. Reduction of opioid-related ad-
verse events using opioid-sparing anal-
gesia with COX-2 inhibitors lacks docu-
mentation: A systematic review. Acta An-
aesthesiol Scand 2005; 49:133-142.

Kehlet H, Rung GW, Callesen T. Postop-
erative opioid analgesia: Time for a re-

15.

16.

17.

18.

19.

20.

21.

22,

23.

24.

25.

26.

consideration? ] Clin Anesth 1996; 8:441-
445.

Jones CM, Mack KA, Paulozzi LJ. Phar-
maceutical overdose deaths, United
States, 2010. JAMA 2013; 309:657-659.
Towheed TE, Maxwell L, Judd MG, Cat-
ton M, Hochberg MC, Wells G. Cochrane
Database Syst Rev 2006; 25:CD004257.

Pierce CA, Voss B. Efficacy and safety of
ibuprofen and acetaminophen in chil-
dren and adults: A meta-analysis and
qualitative review. Ann Pharmacother
2010; 44:489-506.

Machado GC, Maher CG, Ferreira PH,
Pinheiro MB, Lin CW, Day RO, McLach-
lan AJ, Ferreira ML. Efficacy and safety
of paracetamol for spinal pain and os-
teoarthritis: Systematic review and me-
ta-analysis of randomised placebo con-
trolled trials. BM] 2015; 350:h1225.
Watkins PB, Kaplowitz N, Slattery JT,
Colonese CR, Colucci SV, Stewart PW,
Harris SC. Aminotransferase elevations
in healthy adults receiving 4 grams of
acetaminophen daily: A randomized
controlled trial. JAMA 2006; 296:87-93.
Major JM, Zhou EH, Wong HL, Trinidad
JP, Pham TM, Mehta H, Ding Y, Staffa
JA, lyasu S, Wang C, Willy ME. Trends in
rates of acetaminophen-related adverse
events in the United States. Pharmaco-
epidemiol Drug Saf 2016; 25:590-598.
Moore RA, Derry S, Aldington D, Cole P,
Wiffen PJ. Amitriptyline for neuropath-
ic pain in adults. Cochrane Database Syst
Rev 2015; 6:CD008242.

Rahn EJ, Hohmann AG. Cannabinoids
as pharmacotherapies for neuropath-
ic pain: From the bench to the bedside.
Neurotherapeutics 2009; 6:713-737.
Martin-Sanchez E, Furukawa TA, Tay-
lor J, Martin JL. Systematic review and
meta-analysis of cannabis treatment for
chronic pain. Pain Med 2009; 10:1353-
1368.

Whiting PF, Wolff RF, Deshpande S, Di
Nisio M, Duffy S, Hernandez AV, Keur-
entjes JC, Lang S, Misso K, Ryder S,
Schmidlkofer S, Westwood M, Kleijnen
J. Cannabinoids for medical use: A sys-
tematic review and meta-analysis. JAMA
2015; 313:2456-2473.

Howlett AC, Barth F, Bonner TI, Cabral
G, Casellas P, Devane WA, Felder CC,
Herkenham M, Mackie K, Martin BR,
Mechoulam R, Pertwee RG. Interna-
tional Union of Pharmacology. XXVII.
Classification of cannabinoid receptors.
Pharmacol Rev 2002; 54:161-202.

Cabral GA, Griffin-Thomas L. Emerging
role of the cannabinoid receptor CB2 in

27.

29.

30.

31

32.

33

34.

35

36.

immune regulation: Therapeutic pros-
pects for neuroinflammation. Expert Rev
Mol Med 2009; 11:€3.

Moore TH, Zammit S, Lingford-Hughes
A, Barnes TR, Jones PB, Burke M, Lewis
G. Cannabis use and risk of psychotic or
affective mental health outcomes: A sys-
tematic review. Lancet 2007; 370:319-328.
LoVerme J, La Rana G, Russo R, Calig-
nano A, Piomelli D. The search for the
palmitoylethanolamide receptor. Life Sci
2005; 77:1685-1698.

Sasso O, Moreno-Sanz G, Martucci C,
Realini N, Dionisi M, Mengatto L, Du-
ranti A, Tarozzo G, Tarzia G, Mor M, Ber-
torelli R, Reggiani A, Piomelli D. Antino-
ciceptive effects of the N-acylethanol-
amine acid amidase inhibitor ARNo77 in
rodent pain models. Pain 2013; 154:350-
360.

Calignano A, La Rana G, Giuffrida A, Pi-
omelli D. Control of pain initiation by
endogenous cannabinoids. Nature 1998;
394:277-281.

Costa B, Conti S, Giagnoni G, Colleo-
ni M. Therapeutic effect of the endog-
enous fatty acid amide, palmitoyleth-
anolamide, in rat acute inflammation:
Inhibition of nitric oxide and cyclo-ox-
ygenase systems. Br ] Pharmacol 2002;
137:413-420.

Mazzari S, Canella R, Petrelli L, Mar-
colongo G, Leon A. N-(2-hydroxyethyl)
hexadecanamide is orally active in re-
ducing edema formation and inflam-
matory hyperalgesia by down-modulat-
ing mast cell activation. Eur ] Pharmacol
1996; 300:227-236.

Calignano A, La Rana G, Piomelli D. An-
tinociceptive activity of the endogenous
fatty acid amide, palmitylethanolamide.
Eur ] Pharmacol 2001; 419:191-198.
Benito C, Tolon RM, Castillo Al, Ruiz-
Valdepenas L, Martinez-Orgado JA, Fer-
nandez-Sanchez FJ, Vazquez C, Cravatt
BF, Romero J. Beta-Amyloid exacerbates
inflammation in astrocytes lacking fatty
acid amide hydrolase through a mecha-
nism involving PPAR-alpha, PPAR-gam-
ma and TRPV1, but not CB(1) or CB(2)
receptors. Br ] Pharmacol 2012; 166:1474-
1489.

Esposito E, Paterniti |, Mazzon E, Geno-
vese T, Di Paola R, Galuppo M, Cuzzo-
crea S. Effects of palmitoylethanolamide
on release of mast cell peptidases and
neurotrophic factors after spinal cord
injury. Brain Behav Immun 2011; 25:1099-
1112,

Luongo L, Guida F, Boccella S, Bellini G,
Gatta L, Rossi F, de Novellis V, Maione

www.painphysicianjournal.com

361



Pain Physician: July/August 2017; 20:353-362

37

38.

39-

40.

41.

S. Palmitoylethanolamide reduces for-
malin-induced neuropathic-like behav-
iour through spinal glial/microglial phe-
notypical changes in mice. CNS Neurol
Disord Drug Targets 2013; 12:45-54.
Scuderi C, Steardo L. Neuroglial roots of
neurodegenerative diseases: Therapeu-
tic potential of palmitoylethanolamide
in models of Alzheimer’s disease. CNS
Neurol Disord Drug Targets 2013; 12:62-
69.

Keppel Hesselink JM, Kopsky D). Palmi-
toylethanolamide, a neutraceutical, in
nerve compression syndromes: Efficacy
and safety in sciatic pain and carpal tun-
nel syndrome. Journal of Pain Research
2015; 8:729-734.

Comprehensive Meta-Analysis. Ed 3. Bio-
stat, Englewood, NJ, 2015.

Murina F, Graziottin A, Felice R, Radi-
ci G, Tognocchi C. Vestibulodynia: Syn-
ergy between palmitoylethanolamide +
transpolydatin and transcutaneous elec-
trical nerve stimulation. J Low Genit Tract
Dis 2013; 17:111-116.

Marini |, Bartolucci ML, Bortolotti F,
Gatto MR, Bonetti GA. Palmitoyletha-
nolamide versus a nonsteroidal anti-
inflammatory drug in the treatment of

42.

43

44.

45.

temporomandibular joint inflammatory
pain. ] Orofac Pain 2012; 26:99-104.
Bacci C, Cassetta G, Emanuele B,
Berengo M. Randomized split-mouth
study on postoperative effects of pal-
mitoylethanolamide for impacted low-
er third molar surgery. ISRN Surg 2011;
2011:917350.

Cobellis L, Castaldi MA, Giordano V,
Trabucco E, De Franciscis P, Torella M,
Colacurci N. Effectiveness of the asso-
ciation micronized N-Palmitoylethanol-
amine (PEA)-transpolydatin in the treat-
ment of chronic pelvic pain related to
endometriosis after laparoscopic assess-
ment: A pilot study. Eur ] Obstet Gynecol
Reprod Biol 2011; 158:82-86.

Conigliaro R, Drago V, Foster PS, Schiev-
ano C, Di Marzo V. Use of palmitoyleth-
anolamide in the entrapment neuropa-
thy of the median in the wrist. Minerva
Med 2011; 102:141-147.

Dominguez CM, Martin AD, Ferrer FG,
Puertas MI, Muro AL, Gonzalez JM, Pri-
eto JP, Taberna IR. N-palmitoylethanol-
amide in the treatment of neuropathic
pain associated with lumbosciatica. Pain
Manag 2012; 2:119-124.

46.

47.

48.

49.

Tartaglia E, Armentano M, Giugliano B,
SenaT, Giuliano P, Loffredo C, Mastran-
tonio P. Effectiveness of the association
n-palmitoylethanolamine and trans-
polydatin in the treatment of primary
dysmenorrhea. ] Pediatr Adolesc Gynecol
2015; 28:447-450.

Di Francesco A, Pizzigallo D. Use of mi-
cronized palmitoylethanolamide and
trans-polydatin in chronic pelvic pain
associated with endometriosis. An
open-label study. Giornale Italiano di Os-
tetricia e Ginecologia 2014; 36:353-358.
Guida G, De Martino M, De Fabiani A,
Cantieri L, Alexandre A, Vassallo GM,
Rogai M, Lanaia F, Petrosino S. Palmi-
toylethanolamide (Normast) in chronic
neuropathic pain by compressive type
lumbosciatalgia: Multicentric clinical
study. [Spanish]. Dolor 2010; 25:35-42.
Canteri L. PS, Guida G. [Reduction in
consumption of anti-inflammatory and
analgesic medication in the treatment
of chronic neuropathic pain in patients
affected by compression lumbocischial-
gia due to the treatment with Normast
300 mg]. Dolor 2010; 25:227-234.

362

www.painphysicianjournal.com



