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Ocdualyla

=  H o ouxvn dtatapayn ToOU LUOOCKEAETIKOU

m  70-80% OAwv Twv evnAikwv og kamota ¢don tng {wng Toug

= Juyvd emavalappovopeva emelcodla

Becker A, Held H, Redaelli M, et al. Low back pain in primary care: costs of care and prediction of future health care utilization. Spine. 2010;35:1714-1720



OpLopOC

Movog

TIOU EVTOTIL{ETAL OTNV TIEPLOYXN

HUETOEL TWV MAEUPWV KOL TWV YAOUTLOLWY TTTUXWV
(inferior gluteal folds)

HE N xwpic movo oto modt

Krismer M, van Tulder M; The Low Back Pain Group of the Bone and Joint Health Strategies for Europe Project. Low back pain (non-specific). Best Prac Res Clin
Rheumatol 2007; 21:77-91.



loxLaAyia

m O TUmKOG pLULTLKOC TTOVOC OKTLVOBOAEL TILO KATW OTtO TO YOVOLTO

=  Otav pexpt to yovato : PeudopLlLtikog .

= JuvnBwg L4-S2 katavoun , He n / xwplg | e
VEUPOAOYLKO EAAELLQL Wi, g 7 -

Freynhagen R, Roke R, Baron R, et al. Pseudoradicular and radicular low-back pain—a disease continuum rather than
different entities? Answers from quantitative sensory testing. Pain 2008;135:65—74.
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loxLaAyLa \ ‘
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H maBoducioloyia tou pLlttikol movou dev ewvat cadng

MPOTELVOUEVEC AULTLOAOYILEG :
®m  neural compression with axonal dysfunction

= Ischemia - »—./{ \(_,,\)
. . N «:\’—- r
= inflammation =t
| \,//_\

m biochemical influences — g |

Low Back Pain and Sciatica
Anthony H Wheeler, MD; Chief Editor: Stephen A Berman, MDD, PhD. Medscape .Updated: Feb 03, 2016
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Yuvernelec Ooduadyioc
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ATIWAELO OWHOTIKAG VYELOC AOYW CUUTTTWHATWY

ATtwWAELO AELTOUPYLKOTNTAC AOYW TTOVOU
O

Meploplopog kaBnuepvotnTog & Tou eEAeUBepou xpovou & SpaoctnploTTwV

KUplog Aoyog amouaoiag ano tnv epyaocia

OLKOVOULKO KOOTOG :

0 Apeoo USS 12 billion / year
0 ‘Eppeoo USS 28 billion / year

Krismer M, van Tulder M, The Low Back Pain Group of the Bone and Joint Health Strategies for Europe Project. Low back pain (non-specific). Best Prac Res Clin

Rheumatol 2007; 21:77-9



KNAec & oopuoaAyia

EkduAlotikeg BAABeC ) aAAec PAAPEC

O€ OOTLKEG OOUEC KOl LUOOKEAETIKEC OOUEC

SLATILOTWVOVTOL GUXVA OE OLTLELKOVLOTIKEC LeBOdoug

AEN €€nyolv OpWC TTAVTA TOL CUUTTTWHOTOL
ouxva aveupiokovton Kat o QYZIOAOlIKA dtopa

2to (610 atopo : IAIA amelk. eupApaTa UE
S1adpopETIK) CUUMTWHATOAOYLO OTO XPOVO

Clinical practice. Persistent low back pain. Carragee EJ N Engl J Med. 2005 May 5;352(18):1891-8
Derbyshire SW,. Neuroimage. 2002;16:158—-168



QTTELKOVLON 0TNV oopuaAyla

Y€ TIPOOTITLIKEC LEAETEC E ATOMA

XwpLc R eAdylotn ooduadyia

niov urtoPBARBnkav oce MR

OUte ta eupruata tnc aeXtkng MRI
oute MRI aAAayéG oto Xpovo

Atav o€ B€on va npoPAEPouv emiKkeipevn avantuén oopuadyiag

Carragee EJ, Alamin TF, Miller JL, Carragee JM., Spine J 2005,;5:24-35.
Boos N, Semmer N, Elfering A, et al. Spine 2000,25:1484-92.



KAAEC KAl CUMTTTWHATO

AEN umtdpxel cuoXETLoN HETOEL

€0POUG TNC IPOTITWONG TOU SloKOoU

Kol 0TO BaBO TwWV KAWIKWVY EVPNUATWV

Haldeman S. North American Spine Society: failure of the pathology model to predict back pain.
Spine (Phila Pa 1976). 1990; 15(7):718-24



2YMITEPA2ZMA
oodpualdyio & KNAEC

H ox€on HeTaly amELKOVIOTIKWY EVPNUATWY
&
OUUMTWHUATWV
elvat ptwyn

AkpBnc AIATNQZH AEN umnopet va 600¢i oto

85% twv acbevwyv e oopualyia

[

OLKOU TUROY 0GHYaAYLa

2

Airaksinen O, Brox JI, Cedraschi C, et al. Chapter 4. European guidelines for the management of chronic nonspecific
low back pain. Eur Spine J. 2006;15(suppl 2):5192-S300



Mn €L0LkoU TUTIOU

World Health Organization (WHO) International Classification of Functioning, Disability and Health :
nonspecific back pain

Aev uTtapxEL UTtOKELUEVN TtaBoAoyia
Aev uTtapyxeL Lotk BAABn oxetikn e to mMpoBAnua

WHO International Classification of Functioning, Disability and Health.
www.who.int/classifications/icf/en/ accessed on December 23, 2012

OL tepLOoOTEPEC TIEPLMTWOEL honspecific acute low back pain Ba BeAtiwOolv peoa

o€ Kamoleg eBéopadec pe/ xwpic Bepamneia
Low back pain. Golob AL, Wipf JE Med Clin North Am. 2014 May;98(3):405-28




Low BACK PAIN

Ricuarp A. Devo, M.D., M.P.H.,
AND James N. Wenstein, D.O.

N Engl J] Med, Vol. 344, No.

& - February 1, 2001

TagLE 1. DIFFERENTIAL DMAGNOSIS OF LOW BACK PAIN.*

MecHamcal Low Back
or Lec Pam (979%)1

MomsecHamcal Seinal CoMDmonNs
{apouT 19%13

Lumbar strain, sprain { 70%)%§

facets, usually age-related ¢ 10%)

l Herntared disk (4%)
1
Osteoporotic compression fracoure (4%)
Spondylolisthesis | 2%)
Tranmaric fracoure (<1%)
Congeniral disease (<X1%)
Severe kyphosis
Severe scoliosis
Transitional vertebrae
Spondylolysisy
Internal disk disruption or diskogenic
low back pain||
Presumed instabilicy™*

Meoplasia (0.7%)
Multiple mycloma
Metastaric carcinoma
Lymphoma and leukemia
Spinal cord umors
Retroperitoneal tumors
Primary vertebral umors
Infecoion (0.01%)
—rermrrreiee
Sepric diskitis
Paraspinous abscess

Epidural abscess
f—%

with HLA-B27) (0.3%)

PNKYIOSIE SpOTAyIis
Psoratic spondylins
Reirer’s syndrome

Inflammatory bowel disease

Schevermann's disease [osteochondrosis)

Paget’s disease of bone

Inflammarory arthritis (often associaged

Viscenal Disease (2%)

DMsease of pelvic organs
Prostaritis
Endometriosis
Chronic pelvic inflammatory

disease

Renal disease
Nephrolithiasis
Pyelonephriris
Perinephnic abscess

Aortic aneurysm

Gastrointestinal disease
Pancreatitis
Cholecysrits
Penetrating ulcer




MRI otnv oodpuaiyila

EvOeitelc :
= Neupoloylkad onueia kot cupmTwpata (coBapd — emdevoupeva)
®  JUOTNMUOTLKA CUMTITWHOT

= Kivbuvoc yla kapkivo , Aotpwén , kataypota

®  EMIMOVOC TOVOC , O€ ATOUCLA VEUPOAOYLKWY ONUElWV & cupMTWHATWY, 4-8 eBdopdadwv

ATIOKAELOUOG GOBOPWY KATAOTACEWY,
Juxveg ekpUALloTikEC BAGBec EINAI ANAMENOMENEZX
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Avoid lumbar spine imaging in the emergency department for adults
with non-traumatic back pain unless the patient has severe or
progressive neurologic deficits or is suspected of having a serious
underlying condition (such as vertebral infection, cauda equine
syndrome, or cancer with bony metastasis).

Low back pain without trauma is a common presenting complaint in the
emergency department (ED). Most of the time, such pain is caused by
conditions such as a muscle strain or a bulging disc that cannot be identified
on an X-ray or CT scan, When a patient has symptoms or physical findings of
a serious or progressive neurclogical condition, or is suspected of having a
serious underlying condition such as cancer or a spinal infection, imaging
may be appropriate and may include plain X-rays or advanced imaging (e.g,
MEI or CT scan), Diagnostic imaging does not accurately identify the cause of
most low back pain and does not improve the time to recovery, The vast
majority of cases of back pain in the ED are related to muscle strain or
inflammation. As a result, routine imaging of the low back should be avoided
in order to reduce ionizing radiation exposure and unnecessary cost,



Date of ongin: 1996
Last review date; 2015

American College of Radiology
ACR Appropriateness Criteria”

Clinical Condition: Low Back Pain
Variant 1: Acute, subacute, or chronic uncomplicated low back pain or radiculopathy. No red flags. No
prior management.
—Padiolrie Beocaduece L Patine | Comments RRL*
MRI lumbar spine without contrast 2 ]
H-ray lumbar spine 2 e

Xeray myelography and post myelography

CT lumbar spine 2 2200

If there 15 concern for spondylolysis ina

Te-99m bone scan with SPECT spine 2 young patient, SPECT/CT remauns the e
gold standard.

CT lumbar spine without contrast 2 s

CT lumbar spine with contrast 2 e

MRI lumbar spine without and with 3 o

contrast

CT lumbar spmne without and with

contrast ] PRRY

Rating 54::*: 1,2,3 Usually not appropriatef 4,56 May be appropriate; 7.8,9 Usually appropriate Hi;‘:;':ﬂ;_ﬂ
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_ Imaging for Low Back Pain

Clinical Practice
Guideline Manual

Recommendation

Don't do imaging for low back pain within the first six weeks,
unlessired flags jare present. (Red flags include, but are not limited to,
severe or progressive neurological deficits or when serious underlying
conditions such as osteomyelitis are suspected.)

Low back pain is the fifth most common reason for all physician visits.
Imaging of the lower spine before six weeks does not improve
outcomes, but does increase cosis.




O IO Baoikd¢ AOYOG yia un «PAXVETE» KAAEC OTNV
Ayid

Agev €€nyouv T CUNTITWMATA

Ta idla euprjuata oTov id10 aoBevr)
o€ GAAN XPOVIKI TTEPIOdO




ORIGINAL RESEARCH
SPINE

Systematic Literature Review of Imaging Features of Spinal
Degeneration in Asymptomatic Populations

W. Brinjikji, PH. Luetmer, B. Comstock, BW. Bresnahan, LE Chen, RA. Deyo, S. Halabi, J.A. Turner, AL. Avins, K. James, ).T. Wald,
DF. Kallmes, and ).G. Jarvik

Sl =

33 apbpa pe 3110

H ouxvotnta tou Disk bulge :

* 30% yla atopa 20 eTwv

* 84% yLa 80 eTwv

AJINR Am J Neuroradiol. 2015 Apr;36(4):811-6



Kal auToi TToU «TTIOTEUOUV» OTIC KNAEC,
EXOYN AAIKO ?

Oxt anoAvta

m  The outer portion of the
annulus

m inserts into the vertebral
body

® and accommodates
nociceptors and
proprioceptive nerve
endings




Xpovia Ocdpualyia

15-20% => MOPOATELVOUEVO TIOVO

Kal mepurouv 2-8% xpoOvio nmovo

Andersson GB1. Epidemiological features of chronic low-back pain. Lancet. 1999 Aug 14,;354(9178):581-5.



ErtutoAacpoc XO

Aev umtdpyouv TTOANA SeSOUEVA OXETIKA LE TOV ETILITOAACHO TNG Xpoviac oodualyiag Mn ebikou tumou
® Jupdwva PE TIGC KAAUTEPEC EKTIUAOELS : 23%

m  11-12% tou MANBUGCHOU EXEL LELWHEVN LKAVOTATA AOYW XPOVLIOC oodpuaAyiog

Airaksinen O, Brox JI, Cedraschi C, et al. Chapter 4. European guidelines for the management of chronic nonspecific
low back pain. Eur Spine J. 2006;15(suppl 2):5192-S300.



Mapayovtec kvouvou yia XO

To péyeboc pag KAANG

O aplBUOC Twv KNAwV

H omovSuALkn otévwon

Ot ekdpuALoTikEC aAAowwoelg (rty facet | ooteoduta f Z-oAloOnon)

JuvouaoUOC OAWV TWV TAPATIAVW



Mapayovtec kvouvou yia XO

Mpo-umtapyov PuUXoAoyLKO stress
@&uata anolnuiwong

AMa nén xpoviou tovou

Epyaolaka mpoBAnuata

Clinical practice. Persistent low back pain. Carragee EJ N Engl J Med. 2005 May 5;352(18):1891-8



KATA2TA2EI2 TIA
[MTAPATETAMENH ANIKANOTHTA

WuXOoAOYLKO OTPEC
poor coping skills (6eéiotntec avtiuetwrrionc)

oofapn apxLkn avikovotnta

Low back pain. Golob AL, Wipf JE Med Clin North Am. 2014 May; 98(3):405-28



[XPONIA O2PYAATIA

Agv gival akpIBwg
n «Xpoviwon»

TNC OCEIOC ATTO PNXAVIKA aiTIO



Xpovia Ocdpualyia

Ooduadyia dtapketag > 3 pnpvwv => XPONIA OZQYAATIA

(umogela : 6 €B6 -> 3 unvec)
Chou R,. Ann Intern Med 2007; 147:478-491

Xpovia oopuadyio >6 unvwv SLAPKELD CUUTTWUATWY
Acute and chronic low back pain. Patrick N, Emanski E, Knaub MA. Med Clin North Am. 2014 Jul;98(4):777-89

Back pain is the most frequently reported chronic pain condition

Morlion B.. Curr Med Res Opin 2011,27(10):2067-8




XPONIA oocduoAyia

JAuepa Bewpeital :

Bio - psychosocial phenomenon

in which anatomical injury interplays

with psychosocial factors

Chronic low back pain: pharmacological, interventional and surgical strategies.
Morlion B. Nat Rev Neurol. 2013 Aug;9(8):462-73



[pocEyylon xp. ooduaAylog

AEN untdpxel opodwviol OXETIKA LE TNV AVTLLETWTIILON TNG EMIHLOVNC OVIKOVOTNTOC OTNV Xpovia oodualyia
OTtoU Tal SOULKA EuprpaTa lval pn eW0LKA

®  Mepkol kKAwikol eotialouv otnv avadelén kal Beparmeia evog «kpudol» E0TLKOU CnHEIOU YEVEDNC
ntovou (occult local “pain generator”) eket otnv 22

= unapyxet pa el8kn taboloyia umtevBuvN yLa TNV EVOUVARWON TWV CUUTTWUATWY

Clinical practice. Persistent low back pain.
Carragee EJ N Engl J Med. 2005 May 5;352(18):1891-8



[Mpwiun W
TapEuaon ?

= identification of psychosocial prognostic factors— discussing these factors with the patient, setting
specific goals for reactivation, and providing an educational booklet

= did not find positive effects of a specifically designed intervention to be applied by general
practitioners for patients with acute or subacute low back pain

Jellema P, van der Windt DAWM, van der Horst HE, Twisk JWR, Stalman WAB, Bouter LM. Should treatment of (sub) acute low back pain be aimed at
psychosocial prognostic factors? Cluster-randomised clinical trial in general practice. BMJ 2005;331: 84-90



QTTELKOVION XP. 00dUOAyLOC

Medscape

NEWS & PERSPECTIVE DRUGS & DISEASES CME & EDUCATIO

There’s something you should know

Access the latest trial data, expert perspectives, and treatment
Information from Industry

gs & Disease Neurolo!

Low Back Pain and Sciatica

@ R B

The origin of chronic back pain is often assumed to be degenerative conditions of the spine

however
controlled studies have indicated that any correlation between
= clinical symptoms and
= radiological signs of degeneration
is minimal or nonexistent

Updated: Feb 03, 2016
http://emedicine.medscape.com/article/1144130-overview#al



artetkovion Xp OoduaAyioc

®  OyxLylati Ta i6Lar eupApATA OTNV ATIELKOVLON CUXVA OVEUPLOKOVTAL KOl OE ATOMOL LE EAAXLOTO
CUMUTTTWHOTO

MaAAov
* WuyxoAoylkoi tapAayovtes Ko
* MMapAdyovTteg Tou ennPeAloUV TNV AVOXK OTOV TOVO

oxetilovtal pe Tov Babuo movou & avikavotntag

Clinical practice. Persistent low back pain.
Carragee EJ N Engl J Med. 2005 May 5;352(18):1891-8



Artelkovion XPONIA ooduaAyia

= AEN ouviotdtaun a-a €Aeyxoc otnv XO pn €61kou tumou

= Juviotatal MRI:
o  Xe ocoPoapég nepuntwoelg red flags

o Ektipnon puitTikwVv CUUMTWUATWY

Airaksinen O, Brox JI, Cedraschi C, et al. Chapter 4. European guidelines for the management of chronic nonspecific
low back pain. Eur Spine J. 2006;15(suppl 2):5192-S300.



XPONIA oocdualyia

Chronic low back pain red flags:

History of cancer
Fever

Unexplained weight loss
Fallure to respond to conservatlve the :

Onset at age > 50 years

Pain at rest (including night pain)
Neurologic symptoms o
Advanced age with cardiovasculdgdisease




Awakplon XPONIAZ oodualylag

= Nonspecific

= EWwkA (my oyko)

® Ptttk : KAAOOLKOG epLd veu pomaBnTIKOG TTOVOC

Airaksinen O, Brox JI, Cedraschi C, et al. Chapter 4. European guidelines for the management of chronic nonspecific
low back pain. Eur Spine J. 2006;15(suppl 2):5192-S300



EVOAAOQKTLKA :
Awakplon XPONIAZ oodualylag

®m  nociceptive LBP

m  peripheral neuropathic LBP

m central sensitization

Smart KM, Blake C, Staines A, et al. Mechanisms-based classifications of musculoskeletal pain: part 3 of 3: symptoms
and signs of nociceptive pain in patients with low back (+/-leg) pain. Man Ther. 2012;17:352-357



Pain Medicine 2014; 15: 4-15
Wiley Periodicals, Inc.

REVIEW ARTICLE

What Is the Evidence that Neuropathic Pain Is
Present in Chronic Low Back Pain and Soft

Tissue Syndromes? An Evidence-Based
Structured Review

David A. Fishbain, MD, FAPA,*™#** Brandly Cole,
PsyD," John E. Lewis, PhD,* and Jinrun Gao,
MS, MBA**



NevupomnaBntikd otolxelo otnVv Ypovia oopuoaAyla

Table 2 Summary of studies addressing the prevalence of neurcpathic pain in chronic low badk pain determined by various methods

Characteristics of the By Physical By Pharmacological By DN4 By LANSS By Pain Detect JBy All Methods
Studies Examination Diagnostics Approach Questionnaire Cuestionnaire Questionnaire JCombined
MNumber of studies in this group 1(32) 2 (34, 33) 1 (35) 3 (36, 37, 38) 4 (39, 40, 4, 5) §11 (32, 34, 33, 35, 36

37, 38, 39, 40, 4, 5,"

% of studies in group with each
type of evidence category

Type 2 0 0 0 0 0 0
Type 3 100 0 100 100 100 T2.7
Type 4 0 100 0 0 0 27.3
% Average guality score of the 100 B87.5 100 100 100 a97.7
studies in the group
Total number of chronic LEP 77 60 132 2,403 10,206 13,518
patients in this group of
studies
% of chronic LEP patients in this N =240 M=10 N =24 M =1,308 M= 3,375 M = 4,951
group of studies with 33.4 (3 or more 16.7 182 4.4 33.1% 36.6
neuropathic pain characteristics of

neuropathic pain
radiating beyond the
knee, positive
Las&égue, absent
patellar reflex.
Strength and consistency of the 7 (not enough studies) B 7 (not enough studies) B A A
evidence for the guestion of
whether chronic LEP patients
have a neuropathic pain
component

DM4 = Neuropathic Pain Diagnostic Questionnaire; LANSS = Leads Assessment of Meur opathic Symptoms and Signs; LBP = low back pain.



Pain Medicine 2014; 15: 4-15
Wiley Periodicals, Inc.

REVIEW ARTICLE

What Is the Evidence that Neuropathic Pain Is
Present in Chronic Low Back Pain and Soft
Tissue Syndromes? An Evidence-Based
Structured Review

13. 518 aoBeveic

m  36,6% £Xouv veuponadntiko novo

m 2e Kopla peAeTn dev dpaivetal otL o NIMM eivat 0

= Avaloya pe tn uEBodo ektipnong, n cuxvotnta Kupaivetat ano 16 —54%



Kevtpkn

gvaloBntomoinon

Central Sensitization

Activated
Central neuron
{Thalamus)

Meningeal
blood vessel

o

Peripheral neuron
(trigeminal ganglion)

'.. h, .,v,.'.'i-" )
Sensitized ] LT
Central neuron /| | e
(dorsal horn of spinal cord) .'f | — vy Muscle
- tenderness

MNapateTtapevn A €vtovn evepyotnta ota oniodia kEpata NM

<1

Auv&nuévn amavtnon veupwvwy (increased neuronal responsiveness)

KoL KEVTPLKN evacOntomnoinon (central sensitization)

H avénuévn avtry KENTPIKH AMNANTHZH
(bleyepoipotnta) eivat utevBuvn yLa:

Mnxavikn urtepaAynoia
AMobuvia
Movo Twv GUVEPOUWYV XPOVLOU TTOVOU



REVIEW ARTICLE

Central Sensitization and Altered Central Pain Processing in
Chronic Low Back Pain

Fact or Myth?

Nathalie A. Roussel, PhD, Msc, PT* 7 Jo Nijs, PhD, Msc, PT, 7§ Mira Meeus, PhD, PT.T]
Veit Mylius, PhD, MD,| ¥ Cécile Fayt, PhD, MD# and Rob Oostendorp, PhD, MPT, PT**

(Clin J Pain 2013;29:625-638)



REVIEW ARTICLE

Central Sensitization and Altered Central Pain Processing in
Chronic Low Back Pain

Fact or Myth?

Nathalie A. Roussel, PhD, Msc, PT* ] Jo Nijs, PhD, Msc, PT, 11§ Mira Meeus, PhD, PT 1}
Veit Mylius, PhD, MD,|| ¥ Cécile Fayt, PhD, MD4t and Rob Qostendorp, PhD, MPT, PT**

(Clin J Pain 2013:29:625-638)

It tempting to speculate that

ongoing nociception

is associated with

cortical and subcortical reorganization

and mayplay an important role

in the process of the chronification of LBP

Results of studies examining the responsiveness to various

stimuli in patients with chronic LBP are conflicting



2uotaoelc (6leBveic)

RECOMMENDED

EvBappUvouv Toug aobeveig

m Na yivouv evepyeig ypriyopa aAAd tpoodeuTika

m Na €xouv umtoyn toug otL YPuxoAoyikol mapayovieg Umopel va elval n aLtia yla tn xpoviotnTa Tou Tovou

= AEN cuviotouv kamola dpappoakoAoyikn i pn Beparmneia e1g Bapog kamotag AAANG

Koes BW, van Tulder MW, Ostelo R, Kim Burton A, Waddell G. Clinical guidelines for the management of low back pain in primary care: an international
comparison. Spine 2001,26:2504-13



e NEW ENGLAND
JOURNAL of MEDICINE

[Ipoogyylon

Kamnowa pappakoroykn Oepamneia pe Alyeg nopevepyeLeg

amitriptyline, starting at 25 to 50 mg at bedtime,
and increasing the dosage as needed

KAI

Evapén emBetikng 3-6 popec / €BS , mpOypAUA OTTOKATAOTACNC

Me otoOx0o TNV AELTOUpPYLKOTNTA

Clinical practice. Persistent low back pain. Carragee EJ N Engl J Med. 2005 May 5;352(18):1891-8



OTOXOC

Meyiotonoinon Asttoupylkotntag

Kamotou BaBpol cuvexl{OUEVOC TTOVOC 1 UTIOTPOTIEC Elvall TILOAVEQ

Aev gival Opw¢ emkivouveg

Clinical practice. Persistent low back pain. Carragee EJ N Engl J Med. 2005 May 5;352(18):1891-8



Oo@uaAyia

H 2XEXH ME TA 2YMNTQMATA EINAI ®TQXH




[OZCDYA/\I'IA

4% TQON AZOEQN ME OZODYAATIA ODEIAETAI ZE KHH AIZKOY




[Xpévm OO PUOAYia
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