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Objectives: To describe the impact of musculoskeletal pain (MP); to compare management of MP by the
population and by primary care physicians; and to identify misconceptions about treatment.
Methods: 5803 people with MP and 1483 primary care physicians, randomly selected, in eight European
countries were interviewed by telephone. A structured questionnaire was used to ask about usual
management of MP and perceived benefits and risks of treatment. Current health status (SF-12) was also
assessed.
Results: From primary care physicians’ perceptions, MP appears to be well managed. All presenting
patients are offered some form of treatment, 90% or more doctors are trying to improve patients’ quality of
life, and most are aware and concerned about the risks of treatment with NSAIDs. From a population
perspective, up to 27% of people with pain do not seek medical help and of those who do, several wait
months/years before seeing a doctor. 55% or fewer patients who have seen a doctor are currently
receiving prescription treatment for their pain. Communication between doctors and patients is poor; few
patients are given information about their condition; and many have misconceptions about treatment.
Conclusions: Management of MP is similar across eight European countries, but there is discordance
between physician and patient perspectives of care. Some people with pain have never sought medical
help despite being in constant/daily pain. Those who do seek help receive little written information or
explanation and many have misperceptions about the benefits and risks of treatment that limit their ability
to actively participate in decisions about their care.

C
hronic musculoskeletal pain (MP) is a debilitating
condition that affects over 100 million people in Europe
and around one in four people in less developed and

more developed countries world wide.1 Despite its importance
to patients, healthcare practitioners, and policy makers,
insufficient is currently known about its impact on quality
of life, how it is managed, and what factors influence its
management.2

The Bone and Joint Decade (2000–2010),3 4 supported by
World Health Organisation, is the umbrella for a number of
global and local initiatives aimed at improving the quality of
life of people with musculoskeletal conditions. One initiative,
the Arthritis Action Group (AAG), is a collaboration of
rheumatologists, epidemiologists, gastroenterologists, clinical
pharmacologists, orthopaedic surgeons, and primary care
physicians from across Europe. Its remit is to advance the
awareness of rheumatic conditions and the choices of
management so that healthcare providers, patients and their
carers can work in true partnership towards maximum
quality of life.

The AAG undertook the first extensive pan-European
survey to quantify the impact of MP on quality of life, to
describe current management, and to identify the beliefs and
perceptions of treatment that are held by physicians and
people with chronic MP.

METHODS
A telephone survey of primary care physicians and people
with chronic MP was undertaken in eight European
countries: France, Germany, Ireland, Italy, Spain, Sweden,

Switzerland, and the UK. Data were collected between July
2001 and June 2002.

Participants
Primary care physicians were randomly selected from the
medical registers in each of the eight countries. Eligible
physicians worked in primary care and had been in practice
for a minimum of 2 years. They had seen a minimum of 10
adult patients with chronic MP or arthritis in the past week.

People with MP were recruited from a population sampled
by random digit dialling. Eligible participants were: male and
female adults (18 years and over) who had experienced
chronic (lasting for at least 5 consecutive days), non-injury
related pain, swelling, or stiffness in joints (hands, knees,
other joints, neck, or back) or muscles, at least once a month
within the past 12 months. Participants (described collec-
tively as the population or people with MP) are described as
patients if they had sought medical help for their pain.

Data collection
The telephone survey was based on structured questionnaires
designed specifically for the survey and piloted in each
population before use to ensure acceptability, practicality,
and semantic equivalence across all language versions. The
physician and population questionnaires differed in specific
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Abbreviations: AAG, Arthritis Action Group; GI, gastrointestinal; MP,
musculoskeletal pain; NSAIDs, non-steroidal anti-inflammatory drugs;
OA, osteoarthritis; OTC, over the counter; RA, rheumatoid arthritis
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content but covered the same broad areas: current manage-
ment of MP, perceptions of the efficacy, benefits and risks of
treatment, and treatment beliefs relating to non-steroidal
anti-inflammatory drugs (NSAIDs). Participants with MP
also completed a quality of life questionnaire, SF-12,5 a
shortened version of the SF-36 health status questionnaire.
Table 1 lists the domains covered in the questionnaires.

Data were collected locally and collated centrally by Roper
Starch Worldwide and subjected to rigorous quality control to
ensure the validity, completeness, and accuracy of the data.

Statistical analysis
All data were entered in SPSS databases and analysed by a
member of the AAG (AJC). Population data were weighted to
correct for response bias. Descriptive statistics were used to
describe the management of MP separately for physicians
and the population within each country. Percentages
presented here represent the weighted responses for each
country, with N representing the number of people who were
asked the question. Data for individual countries were
analysed separately and ranges of percentages represent the
range across all eight countries. Between-country differences
were assessed using x2 tests for categorical data and analysis
of variance for continuous data.

Ethical approval
The survey was submitted for relevant ethics approval in each
of the participating countries. In the UK, submission was
made to MREC who considered the application and ruled
that it did not require ethics approval because recruitment of
the population was direct, without any prior knowledge of
their medical condition or treatment.

RESULTS
Participants
A total of 1483 primary care physicians (around 200 in each
country) and 5803 patients and non-help-seekers (around
800 in each country except Switzerland (501) and Ireland
(500)) were recruited (table 2). Most people with MP who
had seen a physician had a self reported diagnosis (that they
had been given by their physician) of ‘‘arthritis’’ or ‘‘wear and
tear’’.

Impact of MP
In all countries, MP had an impact on quality of life. Mean
SF-12 scores ranged from 39 (SD 12, min–max 11–65) in Italy
to 43 (SD 10, min–max 14–60) in Switzerland. 27–56% of

people with MP rated their health as poor or fair. 15–26%
reported that their pain limited a lot their ability to perform
moderate tasks such as vacuuming or playing golf. 38–52%
reported that they had accomplished less than they would
like in their daily activities as a result of their pain. Up to 57%
of respondents were in constant pain and 15–22% were in
daily pain.

Management of MP
Physician management
At least 90% of physicians in all countries reported a real
interest in trying to improve patients’ quality of life and
offered all patients some form of treatment.

Few physicians (17% or fewer in all countries except
Germany (34%, n = 201) and Spain (28% n = 200,),
x2 = 281.69, p = 0.0001) routinely provided patients with
written information about their condition and fewer routine-
ly provided written information about treatment options
(16% or fewer in all countries except Germany (29%, n = 201)
and Spain (25%, n = 200)).

Non-pharmacological approaches most frequently used
included advice to exercise and referral for physiotherapy.
Figure 1 shows the percentage of physicians in each country
who recommended non-pharmacological interventions to all
or most of their patients.

First line pharmacological management differed between
countries but use of NSAIDs was common in all countries
except the UK. Figure 2 shows first line pharmacological
management in each country.

Population management
Although many people with MP (73–88%) in all countries
had sought medical help and been given a diagnosis (48–
75%), up to 27% (12–27%) had never sought medical help for
their pain. At least 38% (38–57%) of these were in constant or
daily pain. Those that had sought medical help might have
waited several months or years before approaching their
doctor. Fewer than 38% of patients had sought help within
1 week of the onset of symptoms and between 12% and 34%
had waited a year or more. Although quality of life was
generally poor in all people with MP, people who had sought
medical help had significantly poorer quality of life than
those who had never sought help (mean difference in SF-12
scores: 24.78 to 29.32, p,0.006 to p,0.0001, 95% con-
fidence interval (CI) from 28.21 to 21.39, to 211.74 to
26.91).

Table 1 Domains included in the physician and population questionnaires

Physician questionnaire Population questionnaire

Demographic information
Nature of pain (location, frequency, disease duration)

Perceptions of patient help-seeking Medical help-seeking (ever, time from symptom onset to
help-seeking, most recent consultation)

Diagnosis Diagnosis
Provision of written information about condition and
treatment

Sources of information about condition and treatment

Non-pharmacological management Non-pharmacological management
Pharmacological management (prescription and OTC) Pharmacological management (prescription and OTC)
Expectations of treatment efficacy (prescription drug) Treatment efficacy (prescription and OTC)
Pattern of recommended drug taking Pattern of drug taking (dose and frequency)
Estimates of patient adherence Treatment adherence
Side effects (frequency, concern, information given to
patients, management of side effects)

Side effects (experience, awareness, concern)

Perception and management of risk Perception of personal risk
Attitudes towards NSAIDs Attitudes towards NSAIDs
Expectations of treatment and outcome Expectations of treatment and outcome
Disease impact on ability to work Disease impact: SF-12
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Many people with MP who had seen a doctor had obtained
some information about their condition or treatment (49–
72%), but few had received this information from their
doctor. 12–33% of patients had received written information
about their condition and 10–33%, written information about
their treatment from their doctor. Other sources of informa-
tion included newspapers and magazines (16–35%), friends
and family (11–32%), television (8–32%), and physiothera-
pists (10–44%).

Many patients used non-pharmacological approaches
(predominantly physiotherapy (17–45%) and exercise (39–
79%)) to manage their pain.

Pharmacological management of MP differed between
countries. Between 34% (in Italy) and 64% (in the UK) of
people with MP were currently taking drugs for their pain.
Most of these (.61%) were taking a prescription drug, of
whom, 42%–64% were taking an NSAID. 23%–59% were
taking a non-prescription (NP) drug (fig 3). Figure 2 shows a
comparison between physicians’ first line pharmacological
management and patients’ current use of prescription drug
by country. A small proportion of patients in each country
who were taking prescription drug (4–17%) had not seen
their doctor for at least 2 years. In every country, more than
40% of patients taking prescription NSAIDs (43–65%) had a
self reported diagnosis of osteoarthritis (OA), ‘‘arthritis’’, or
‘‘wear and tear’’. 4–24% of patients taking prescription
NSAIDs had a self reported diagnosis of rheumatoid arthritis
(RA).

Perceptions of treatment: benefits and risks
Of patients taking prescription NSAIDs, 23–47% thought
their treatment very effective in managing their pain.

Physicians’ perceptions of treatment efficacy were similar to
those of patients (fig 4).

Physician and population perceptions of treatment related
risk differed. Most physicians (67–94%), except in Italy (28%
n = 198), were very or somewhat concerned about the risks
associated with NSAID treatment. Conversely, 37% or fewer
patients taking NSAIDs were very/somewhat concerned.

There was a lack of knowledge about side effects among
some patients: 19% of patients taking NSAIDs in Spain, 45–
51% of patients in Sweden, Ireland, Germany, France, and
the UK, and 69–75% of patients in Switzerland and Italy were
aware of any side effect associated with NSAIDs, and 16–27%
of patients taking drugs believed that warning signs would
always precede serious gastrointestinal (GI) side effects such
as ulcers. A similar proportion of physicians (2–29%) also
believed that warning signs would always precede serious GI
side effects. Many physicians (40–64% in all countries except
Italy (26%, n = 198)) felt it best to tell patients only about the
most common side effects associated with NSAIDs. Table 3
shows the percentage of patients taking NSAIDs who had
established risk factors for side effects.

Most people with MP who were taking drugs reported fears
of tolerance (65–77%) and addiction (64–82%, except in
Spain (33%)) in relation to NSAID treatment. These views
were shared by some physicians. 22–42% of physicians in all
countries except Sweden (7%) endorsed perceptions of
tolerance, and 26–51% (12% of Swedish physicians) agreed
that daily use leads to over-reliance. More than 50% of people
with MP (51–75%) in all countries except Sweden (42%) and
more than 60% of physicians (61–86%) in all countries except
Italy (46%) thought the side effects from drug treatment
could be worse than the condition itself.

Table 2 Number of respondents (primary care physicians and people with MP) and demographic characteristics of
respondents with MP by country

UK France Germany Spain Ireland Sweden Italy Switzerland

Primary care physicians 200 200 201 200 150 179 201 152
People with MP 798 800 809 816 500 803 776 501

Characteristics of respondents with MP (% of respondents)
Female 63 60 61 69 62 62 70 65
Age 60+ 45 41 46 48 41 38 46 42
Self reported diagnosis of patients who
had received diagnosis from doctor:
OA/arthritis/wear and tear

71 71 57 71 67 54 59 57

Figure 1 Percentage of primary care
physicians in each country who
recommend non-pharmacological
interventions to all or most patients with
MP.
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DISCUSSION
These data represent the first extensive trans-European
survey of the management of MP from a physician and
population perspective. Although there are some differences
between countries in the management of pain, the impact of
pain and perceptions of treatment are similar across all eight
countries, especially in the population data.

MP across Europe is associated with a significant burden.
60–75% of people with MP are in constant/daily pain and it
has an impact on quality of life, limiting the ability to
perform physical and daily living activities.

From the physicians’ perspective, it seems that MP is well
managed in primary care across Europe, with 90% or more
doctors committed to improving patients’ quality of life, all
patients offered some form of treatment for their pain, and
most doctors aware of and concerned about the risks of
NSAID treatment. Although there are no published guide-
lines for the primary care management of general MP, there
are European and US guidelines for the management of OA, a
predominant cause of MP.6 7 In this survey, management
reported by physicians largely follows these guidelines,

although physician awareness and use of guidelines was
not assessed.

The population perspective, however, presents a less
optimistic picture. Patients delay seeking medical help for
their pain. Many do not take treatment. They lack informa-
tion about their condition and treatment, and as a result, are
unlikely to participate in their care in an informed way. These
combined factors are likely to adversely affect their outcome.

Up to 27% of people with MP across Europe do not seek
medical help for their pain despite some of them being in
constant or daily pain. Among those who do seek help, a
large proportion suffer months or even years before seeing
their doctor. Barriers to seeking help are likely to be complex
and could not be adequately predicted from this cross
sectional study. Attitudinal factors or interpretation of
symptoms, such as a tendency to normalise symptoms as
due to age (as identified in previous studies in OA8 and RA9),
may provide some explanation.

When patients do seek help, they may be offered some
form of treatment, but few receive any written information
about their condition or treatment. As a result, patients

Figure 2 Bar chart showing drugs prescribed as first line treatment by primary care physicians and drugs currently taken by patients with MP. The
physician bars (Dr) show the percentage of primary care physicians who prescribe analgesics alone, NSAIDs alone, or both NSAIDs and analgesics as
first line pharmacological treatment. The patient bars (Pt) show the percentage of patients who take analgesics alone, NSAIDs alone, a combination of
analgesics and NSAIDs, non-prescription (non-Rx) drugs alone, unclassified prescription drugs, or no medication.

Figure 3 Bar chart showing the percentage of people with MP in each
country who currently take drugs for pain and the type of drug taken
(prescription only, non-prescription (NP), or combined prescription and
NP drugs).

Figure 4 Bar chart showing the percentage of patients taking NSAIDs
who think that their treatment is not at all or only a little effective in
managing their pain. The doctors’ data represent the percentage of
patients whom primary care physicians think will require a change in
their treatment because of lack of efficacy.
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taking prescription NSAIDs are ill informed about the risks
associated with treatment and many significantly under-
estimate their personal risk. Lack of relevant and meaningful
information may also account for patient reported fears of
addiction, tolerance, and side effects. The adverse impact of
such fears on drug taking has been well documented in
several patient groups10–12 and may explain low use of
prescription drugs (28–54% of patients) in this study, even
among patients in constant or daily pain (50–66% of patients
who are not taking drugs are in constant/daily pain). For
patients who are taking drugs, these fears may prevent their
effective use and may in part explain why 53% or more of
patients taking prescription NSAIDs in this study report some
lack of efficacy. That such fears are shared by some
physicians is likely to reinforce patient beliefs and mis-
perceptions and implies a lack of awareness of the different
treatment choices available for patients with specific risk
profiles.13

Lack of accurate, meaningful information that inhibits
patients’ ability to make informed choices about treatment is
a major barrier to patient involvement in disease manage-
ment. Patient involvement has been highlighted as a priority
by many countries across Europe on the basis that it is
associated with higher levels of patient satisfaction, a
reduced symptom burden, and fewer referrals for specialist
care.14–16 In the UK, self management programmes for
arthritis17 have been available for some time and are now
being expanded to other chronic conditions through the
Expert Patient Programme. In this respect, the results from
this study are disappointing. Few patients received written
information or explanation from their doctor and many had
misperceptions about the risks and benefits of treatment. The
likely result of this is limited involvement in their care, lack
of choice in the treatment they receive, no knowledge of the
different risks and benefits of individual treatments, low
adherence to effective treatment, and poor long term
outcome.

The results of this survey highlight discordance between
medical perceptions of the management of MP and popula-
tion experience that is common to many European countries.
Discrepancy between medical and patient perspectives has
been described in relation to assessment of physical and
mental functioning, pain ratings, psychological distress, and
disease activity in patients with rheumatic disease,18–21 with
primary care physicians generally underestimating the
impact or severity of patients’ pain or psychological dis-
tress.22 23 This probably accounts for doctors’ difficulty in
identifying those disease or treatment outcomes of impor-
tance to patients24 and may explain some of the discordance
reported in this study. If doctors and patients have different

perceptions of, and priorities for, disease and outcome
patients’ needs or fears may not be addressed and patients
may be less likely to adhere to treatment recommendations.
Although satisfaction surveys among many patient popula-
tions report high levels of satisfaction with care, dissatisfac-
tion is associated with a lack of patients’ involvement in their
care or the inability of the doctor to deal with their needs.25

The OMERACT (Outcome Measures in Rheumatology
Clinical Trials) Patient Perspective international initiative is
an attempt to ensure that assessment of disease and outcome
is based on factors of importance to patients.

Although many primary care physicians are providing good
clinical care, the effectiveness of the treatment they offer
could be maximised by changes in the ways in which they
communicate information about the condition and treatment
options, improved assessment of patients’ risk, elicitation of
patients’ perceptions and priorities for treatment, and more
appropriate use of available treatments.
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Patients with established risk factor (%)
Patients with GI
sensitivity (%)

Country
Age
65+ Past ulcer Angina Past MI/CVA

Hyper-
tension Diabetes

Liver
disease

Kidney
disease

Co-med
aspirin

Co-med
steroids

Dyspepsia/
reflux

UK 34 6 13 7 33 6 3 6 22 4 16
France 25 5 1 1 33 5 8 8 23 6 14
Germany 35 17 8 5 41 10 9 10 17 8 22
Spain 42 10 2 4 28 8 1 18 19 3 11
Ireland 43 12 7 4 38 6 1 9 15 6 16
Sweden 35 5 4 7 21 7 7 4 14 2 16
Italy 43 4 4 5 39 9 5 9 21 11 8
Switzerland 35 7 3 3 33 5 5 10 12 7 21
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