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How to read this report
As there was a dearth of studies that reported specifically on chronic non-cancer pain in Europe, we
assessed and extracted data from studies that may have included participants with cancer-related
chronic pain and mild chronic pain. To differentiate between chronic pain populations, we employed
specific labels in a systematic way:
Any chronic pain – population included those with mild chronic pain
Moderate to severe chronic pain – population excluded those with mild pain
General chronic pain – population may have included those with cancer-related pain and it was not
specifically reported to be excluded
Non-cancer chronic pain – population excluded those with cancer pain
The labelling also was based on the location of the pain or diagnosis, as reported in the publication:
such as chronic low back chronic pain, chronic neck pain, chronic widespread pain, etc. In some
cases, the population was added when this referred to a special group such as the elderly.
These terms were combined and some examples of labels are:
Any general chronic pain
Moderate to severe chronic non-cancer pain
Any chronic post-herpetic neuralgia in the elderly
Any general chronic low back pain
We used seven criteria (eight if it was a longitudinal study) to assess the quality of the observational
studies used in this report (see Methods for a list of the criteria and Appendix I for detailed quality
assessment of included studies). If four or more criteria were not met (i.e. criterion not met or
unclear), then we rated the study as low quality. A study was judged as medium quality if it did not
meet two or three criteria and a high quality study would have missed, at most, one criterion.

Kleijnen Systematic Reviews Ltd.

7

Abbreviations
ACR – American College of Rheumatology
ADJ – adjusted
ANOVA – analysis of variance
AUT – Austria
BMI – body mass index
BP – bodily pain
BPI – Brief Pain Inventory
CAPI – computer-assisted interview
CI – confidence interval
CLBP – chronic low back pain
CPPC – chronic painful physical condition
EQ-5D – EuroQoL 5D survey
EU – European Union
FIN – Finland
FM – fibromyalgia
GER – Germany
GH – general health
GP – general practitioner
HZ – herpes zoster
IRL – Ireland
IT – Italy
LFESSQ – London Fibromyalgia Epidemiology Study Screening Questionnaire
MDD – major depressive disorder
MDE – major depressive episode
MH – mental health
NL – Netherlands
NRS – numeric rating scale
OR – odds ratio
PIE – Pain in Europe study
PDN – painful diabetic neuralgia
PF – physical functioning
PHN – post-herpetic neuralgia
PSI – Pain Severity Index
Kleijnen Systematic Reviews Ltd.

8

PPS – painful physical symptoms
PPV – positive predictive value
QoL – quality of life
RCT – randomized controlled trial
RDQ – Roland Disability Questionnaire
RM – role mental
RP – role physical
SD – standard deviation
SE – standard error
SF – social functioning
SF-36 – short form 36
SNRI – serotonin norepinephrin re-uptake inhibitor
SR – systematic review
SSRI – selective serotonin re-uptake inhibitor
TENS – transcutaneous electroneural stimulation
TN – trigeminal neuralgia
UK – United Kingdom
VAS – visual analogue scale
V – vitality
VRS – verbal rating scale
WHO – World Health Organisation
WLD – work loss days

Kleijnen Systematic Reviews Ltd.

9

Executive summary
Chronic non-cancer pain is very common but good data are scarce about the prevalence, incidence,
diagnosis, severity, treatment and utilization of health care, as well as the impact of chronic pain on
society, health care systems and the patient. Information about the epidemiology of chronic noncancer pain can help health care professionals as well as decision and policy makers decide about
health budgets and prioritization, patient segmenting and budget fencing, and therapy budgets,
including behavioural therapy and drug budgets. This report aimed to provide epidemiological
information about chronic non-cancer pain in Europe using the most representative, recent,
comprehensive and valid studies. Where there was an absence of data on chronic non-cancer pain,
we used studies that may have included participants with chronic cancer-related pain.
Out of 16 619 retrieved titles and abstracts, we identified 45 studies concerning Europe as a whole
that were relevant to the project questions. Where data for combined European countries was not
provided, we presented data on the range of European countries. Ultimately, we selected eleven
studies (at least two to three studies per question) that provided the most recent, representative and
valid data. Two of the eleven selected studies had multiple publications – Ohayon 2003/2004/2005
and McDermott 2006/Tölle 2006 P Prac/ Tölle 2006 J Diab/Van Seventer 2006 – bringing the total
number of selected publications to publications. The epidemiology flow for adults with chronic pain
in Europe as a whole can be viewed in Figure 1. A summary of the results for each project question
follows in Table 1:
Table 1. Summary of results by project question
Question
Q2 – What is the
prevalence of chronic
pain in Europe?
10 studies identified
8 selected

Details of
selected studies
Alonso 2004
High quality
Representative sample
n=24 936 general
population
Type of chronic pain
condition: arthritis and
diabetes
Chronic pain definition:
pain due to arthritis
and diabetes assumed
chronic
6 European countries
plus USA and Japan
Branco 2009
Low quality
Representativeness
unclear
n=1125 rheumatology
outpatients
n=4517 general
population
Type of chronic pain:
chronic widespread
pain with/without
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Outcomes by
type of chronic pain
Any general chronic pain
Point prevalence: 17.1%
reported having at least one
chronic painful physical
condition (95% CI 16.5%, 17.6%)
Ohayon 2003/2004/2005
12-month prevalence: 29.34%
(SE 0.01)
Demyttenaere 2006
12-month prevalence country
range:
Highest:35% (140/400) in Berlin
Germany
Lowest: 17.3% (34/196) in
Athens, Greece
Gureje 1998
Life-time prevalence of any
general chronic pain that
restricts daily activities
25% reported they had
experienced chronic restrictive
pain at some point in their lives
Lifetime prevalence of chronic

Comments
on outcomes
The type of
prevalence
measured in the
included studies
varied considerably,
which precluded
direct comparisons
between prevalence
results. Attempts at
comparing results
from different
studies were further
confounded by the
different definitions
used for chronic pain
e.g. authors varied in
their pain duration
and activity
restriction criteria.
Except for Alonso
2004, the
representativeness
of these prevalence
data was judged as
unclear mainly

10

Question

Details of
selected studies
fatigue and
fibromyalgia
Chronic pain definition:
pain lasting ≥3 months
in rheumatology
outpatients; not
defined for general
population sample
5 European countries
Breivik 2006/Pain in
Europe (PIE) 2003
Low quality
Representativeness
unclear
n= 46 394 general
population
Type of chronic pain:
moderate to severe
chronic non-cancer pain
Chronic pain definition:
pain had lasted ≥6
months; occurred in the
last month and at least
two times per week
15 European countries
plus Israel
Demyttenaere 2006
Medium quality
Representativeness
unclear
n=21 425 general
population
Type of chronic pain:
any general chronic
pain
Chronic pain definition:
not defined (painful
physical symptoms
assumed to be chronic)
6 European countries
Demyttenaere 2007
Medium quality
Representativeness
unclear
n=10 516 general
population
Type of chronic pain:
any general chronic
neck or back pain
Chronic pain definition:
not defined
7 European countries
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Outcomes by
type of chronic pain
restrictive pain by location:
Head: 4%
Shoulders: 5%
Elbows: 2%
Wrists/hands: 3%
Knees: 6%
Neck: 5%
Upper back: 6%
Low back: 9%
Hips/thighs: 5%
Ankles/feet: 3%
Health in EU 2007

Comments
on outcomes
because authors did
not compare their
samples with the
target populations
and/or those who
agreed to participate
with those who
refused.

One-month prevalence of
moderate to severe chronic noncancer pain
19% for Europe as a whole
Highest in Norway: 30%
Lowest in Spain: 12%
Breivik 2006/PIE 2003
12-month prevalence of any
general chronic neck or back
pain
Country range:
Highest: 42.2% in the Ukraine
and 29.6% in Italy
Lowest: 14.7% in Spain
Demyttenaere 2007
Point prevalence of arthritis in
European countries
Unadjusted proportions who
reported arthritis ranged from
4.2% in Norway to 40.5% in Italy
Alonso 2004
Point prevalence of diabetes in
European countries
Unadjusted proportions who
reported diabetes ranged from
2.3% in Norway to 5.3% in
Germany
Alonso 2004
Point prevalence of chronic
widespread pain without fatigue
Rheumatology outpatients
46% screened positive for the
LFESSQ-4
General population
13% screened positive for the
LFESSQ-4
Branco 2009
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Question

Details of
selected studies
Gureje 1998
Medium quality
Representativeness
unclear
n=2819 primary care
outpatients
Type of chronic pain:
any general chronic
pain
Chronic pain definition:
pain present most of
the time for ≥6 months
for prior year
15 European healthcare centres
Health in EU 2007
Low quality
Representativeness
unclear
n=25 031 general
population
Type of chronic pain:
any general chronic
pain that restricts daily
activities
Chronic pain definition:
pain lasted ≥3 months
29 European countries
Ohayon 2003/Ohayon
2004/Ohayon 2005
Medium quality
Representativeness
unclear
n=18 980 general
population
Type of chronic pain:
any general chronic
pain
Chronic pain definition:
pain lasted ≥6 months
5 European countries

Q3 - What is the
incidence of chronic
pain conditions in
Europe?

No studies were
identified for Europe as
a whole that were
relevant to this
question.

Q4 – What percentage
of chronic pain
patients in Europe are
untreated or

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
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Outcomes by
type of chronic pain
Point prevalence of chronic
widespread pain with fatigue
Rheumatology outpatients
32% screened positive for
LFESSQ-6
General population in five
European countries
6.7% screened positive for
LFESSQ-6
Branco 2009

Comments
on outcomes

Point prevalence of fibromyalgia
Rheumatology outpatients
14% (95% CI 11.6, 15.6) screened
positive for the LFESSQ-6 and
fulfilled the ACR FM criteria
including pain duration ≥3
months
General population
2.9% (95% CI 2.4, 3.4) estimated
to have fibromyalgia based the
number who tested positive for
the LFESSQ-6 in the general
population and the LFESSQ-6
PPV calculated from
rheumatology outpatient
sample.
The estimated prevalence of FM
was judged by the authors to be
significantly lower in France
(1.4%; 95% CI 0.7, 2.1) compared
to Italy (3.7%; 95% CI 2.6, 4.8)
Branco 2009

Moderate to severe chronic noncancer pain
31% reported they were not
being treated for their pain in

Based on a
prevalence of 19%
(Breivik 2006/PIE
2003), approximately

12

Question
inadequately treated?
1 study selected
No studies were
identified that
reported the
proportion of
inadequately treated.

Q5 – How many
chronic pain patients
in Europe present
themselves for
treatment?
4 studies identified
2 selected

Details of
selected studies
with chronic pain
n=4827 responded to
the question ‘is your
pain currently being
treated in any way?’

Outcomes by
type of chronic pain
any way.
Breivik 2006/PIE 2003

Comments
on outcomes
6% of the general
population in Europe
had moderate to
severe chronic noncancer pain and
were untreated.
The
representativeness
of this result was
judged as unclear as
the authors did not
compare participants
with those who
refused to
participate.

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
n=4387 responded to
the question ‘have you
ever been to a pain
management
specialist?’
The number who
responded to the
question ‘how many
times in the last six
months did you visit
your current doctor
about the illness or
medical condition that
caused your pain?’ was
not reported
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Medium quality
Representativeness
unclear
n=602 with any general
chronic neuropathic
pain
Subsample n=82 with
any chronic trigeminal
neuralgia
Subsample n=140 with
any chronic painful
diabetic neuropathy
Subsample n=84 with
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Moderate to severe chronic noncancer pain
84% had seen a physician at least
once in the past 6 months for
the medical condition that
caused their pain
23% had seen a pain specialist at
some point for their pain Breivik
2006/PIE 2003
Any general chronic neuropathic
pain
76% consulted a physician in the
last 4 weeks for pain
Increased pain severity was
significantly associated with
increased physician visits
(p<0.001)
28% had telephone consultations
for pain in the last 4 weeks
49% had seen a pain specialist at
some point.
McDermott 2006
Any chronic trigeminal neuralgia
78% consulted a physician in the
last 4 weeks for pain
4% had telephone consultations
for pain in the last 4 weeks
53% had seen a pain specialist at
some point.
Tölle 2006 Pain Prac

Based on a
population
prevalence of 19%
(Breivik 2006/PIE
2003), about 16% of
the general
population in Europe
had moderate to
severe chronic noncancer pain and had
consulted for their
pain in the last 6
months.
Regarding pain
specialists: 49% of
patients with any
general chronic
neuropathic pain
had ever seen a pain
specialist compared
to 23% of the
moderate to severe
chronic non-cancer
pain population.
The
representativeness
of these results was
regarded as unclear
as respondents were
not compared to
non-respondents.

Any chronic painful diabetic
neuropathy
76% consulted a physician in the
last 4 weeks for pain
25% had telephone consultations

13

Question

Details of
selected studies
any chronic postherpetic neuralgia
Chronic pain definition:
pain lasting ≥3 months
5 European countries

Outcomes by
type of chronic pain
for pain in the last 4 weeks
43.1% had seen a pain specialist
at some point.
Tölle 2006 J Diab

Comments
on outcomes

Any chronic post-herpetic
neuralgia
68% consulted a physician in the
last 4 weeks for pain
30% had telephone consultations
for pain in the last 4 weeks
30% had seen a pain specialist at
some point.
Van Seventer 2006
Q6 –How many
chronic pain patients
in Europe get treated,
broken down by
treatment?
4 studies identified
2 selected

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
n=4827 responded to
‘was your pain being
treated in any way?’
n= 4839 responded to
‘have you ever taken
prescription medicine
for your pain?’ and ‘are
you currently taking
prescription pain
medication for your
pain’
The number who
responded to the
question ‘in the past 6
months, how many
different kinds of nonprescription, oral
medications have you
taken for your pain?’
was not reported
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details
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Moderate to severe chronic noncancer pain
69% reported that their pain was
being treated in any way
78% had taken prescription pain
medication for their pain at
some point
52% were currently taking
prescription pain medication
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive)
44% NSAIDs
23% weak opioids
18% paracetamol
6% Cox-2 inhibitor
5% strong opioids
3% each of
barbituate/ergotamine,
Tricyclic/SSRI/SNRI and triptan
2% each of DMARD/steroid
and anti-epileptic
1% each of muscle relaxant
and beta/CC blocker
53% had not taken any nonprescription oral pain medication
in previous 6 months
Non-prescription oral pain
treatment breakdown:
(NB proportions not mutually
exclusive)
55% NSAIDs
13% weak opioids (NB most
countries did not have opioidcontaining non-prescription
analgesics)
43% paracetamol
Breivik 2006/ PIE 2003

Data located for this
question pertained
to drug treatment
only. No studies
were identified that
reported how many
chronic pain patients
were treated with
non-drug pain
treatments, broken
down by treatment
type.
52% of those with
moderate to severe
chronic non-cancer
pain were currently
taking prescription
pain medication
compared to 93% of
those with any
general chronic
neuropathic pain. In
both groups, the
most commonly
prescribed analgesic
medications were
NSAIDS (up to 43%
and 44%) and only a
small proportion
were taking opioids
(up to 22% and 23%).
Anti-epileptics and
antidepressants
were widely
prescribed to those
with any general
chronic neuropathic
pain (up to 51%)
compared to those
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Question

Details of
selected studies

Outcomes by
type of chronic pain
Any general chronic neuropathic
pain
93% received at least one
prescription pain medication
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive)
Analgesics 71%:
22.4% opioids/opioid
compounds
43.0% NSAIDs/Cox2 inhibitors
Anti-epileptics 50.7%:
36.6% gabapentin
19.7% carbamazepine
Antidepressants 28.7%
Sedatives/hypnotics 15.1%
McDermott 2006

Comments
on outcomes
with moderate to
severe chronic noncancer pain (up to
3%).
The
representativeness
of the results was
regarded as unclear
as the authors did
not compare their
samples with their
target populations
nor did they
compare participants
with those who
refused to
participate.

Any chronic trigeminal neuralgia
93.9% received at least one
prescription pain medication
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive)
Analgesics 46.8%:
14.3% opioids/opioid
compounds
24.7% NSAIDs/Cox2 inhibitors
Anti-epileptics 55.5%:
28.6% gabapentin
54.5% carbamazepine
Antidepressants 26.0%
Amitriptyline 20.8%
Other 5.2%
Sedatives/hypnotics 13.0%
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
91.4% were treated with
prescription pain medication
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive)
Analgesics 62.5%:
16.4% opioids/opioid
compounds
41.4% NSAIDs/Cox2 inhibitors
Anti-epileptics 55.5%:
46.9% gabapentin
14.1% carbamazepine
Antidepressants 32.8%
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Question

Details of
selected studies

Outcomes by
type of chronic pain
Amitriptyline 25.8%
Other 7.0%
Sedatives/hypnotics 12.5%
Tölle 2006 J Diab

Comments
on outcomes

Any chronic post-herpetic
neuralgia
89.3% received at least one
prescription pain medication
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive)
Analgesics 64.3%:
20.2% opioids/opioid
compounds
33.3% NSAIDs/Cox2 inhibitors
Anti-epileptics 52.4%:
38.1% gabapentin
22.6% carbamazepine
Amitriptyline 21.4%
Other antidepressants 26.2%
Sedatives/hypnotics 32.1%
Van Seventer 2006
Q7 – What is the
compliance of treated
chronic pain patients
in Europe?
1 study selected

McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details

Any general chronic neuropathic
pain
93% received prescription pain
medication
Adherence was not reported
McDermott 2006
Any chronic trigeminal neuralgia
94% received at least one
prescription pain medication
94% were adherent to their
prescription pain medication
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
91% were treated with
prescription pain medication
75% always took their
prescription pain medication
18% took their prescription
medication “most of the time”
Tölle 2006 J Diab
Any chronic post-herpetic
neuralgia
89% received at least one
prescription pain medication
85% were adherent to their
prescription pain medication Van
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Data for this
questioned
pertained to
compliance with
prescription drug
treatment. No
studies were
identified that
reported compliance
with non-drug pain
treatment.
Adherence to
prescription pain
medication (i.e. took
medication all or
most of the time)
ranged from 85% to
94% for those with
chronic neuropathic
pain.
It was unclear
whether these
results were
representative as the
authors did not
compare their subsamples with their
target populations.
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Question

Details of
selected studies

Q8 – What are the
severity and duration
of chronic pain
conditions in Europe?

Boccard and Gerbier
1996
Low Quality
Representativeness
unclear
n=2623/2700 knee
arthrosis patient files
analysed
Type of pain: moderate
to severe pain due to
knee arthrosis
(assumed chronic).
About 96% reported
moderate to very
severe pain
Chronic pain definition:
not defined
6 European countries

3 studies identified

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details

Outcomes by
type of chronic pain
Seventer 2006
Moderate to severe chronic noncancer pain
Pain intensity:
All had moderate to severe pain
66% had moderate pain (NRS=5–
7)
34% had severe pain (NRS=8–10)
31% judged their pain so severe
that they could “not tolerate any
more”
Breakdown of those with
moderate to severe pain on 10
point numerical rating scale
(NRS=5-10):
5/10 15%
6/10 22%
7/10 19%
8/10 20%
9/10 7%
10/10 7%
Pain duration:
European median pain duration
of pain was 7 years
4% suffered 6 months to 1 year
8% suffered 1-2 years
60% suffered 2-15 years
21% suffered ≥20 years.
Breivik 2003/ PIE 2003
Any general chronic neuropathic
pain
Pain intensity:
Mean PSI score (n=592): 4.8 (SD
2.1)
54.0% (n=311/576) reported
moderate pain (PSI 4-6)
24.7% (n=142/576) reported
severe pain (PSI 7-10)
Pain duration:
15.8% suffered 3-6 months
17% suffered 7-12 months
24.3% suffered 13-35 months
42.8% suffered ≥36 months
McDermott 2006
Any chronic trigeminal neuralgia
Pain intensity:
Mean PSI score: 4.2 (SD 2.4)
50.0% reported moderate pain
14.6% reported severe pain.
Worst pain in the previous 24
hours reported as severe by 48%
of the patients and moderate by
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Comments
on outcomes

It would appear that
the proportion with
moderate or severe
pain depended on
type of chronic pain:
those with pain due
to knee arthrosis
(assumed chronic)
had a much larger
proportion (~59%)
who reported severe
pain compared to
those with any
general chronic
neuropathic pain
(~25%). It was not
possible to compare
these results with
the pain intensity
results from Breivik
6006/ PIE 2003 as
the authors
purposefully
excluded those with
mild pain.
For those with
moderate to severe
chronic non-cancer
pain and any general
chronic neuropathic
pain, the vast
majority had
suffered with their
pain for more than 1
year.
The
representativeness
of these results was
judged as unclear as
the authors did not
compare their
samples with their
target populations
nor did they
compare responders
to non-responders.
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Question

Details of
selected studies

Outcomes by
type of chronic pain
28% of patients.
Pain duration:
19.5% suffered 3-6 months
14.6% suffered 7-12 months
12.2% suffered 13-35 months
53.7% suffered ≥36 months
Tölle 2006 Pain Prac

Comments
on outcomes

Any chronic painful diabetic
neuropathy
Pain intensity:
Mean PSI score: 5.0 (SD 2.0)
57% reported moderate pain
25% reported severe pain
Pain duration:
10% suffered 3-6 months
15.7% suffered 7-12 months
30.7% suffered 13-35 months
43.6% suffered ≥36 months
Tölle 2006 J Diab
Any chronic post-herpetic
neuralgia
Pain intensity:
Mean PSI score: 4.2
59% reported overall moderate
to severe pain
78% reported their worst pain as
moderate to severe.
Pain duration:
45% of patients had PHN for ≥1
year
All participants had pain for ≥3
months
Van Seventer 2006
Moderate to severe chronic pain
due to knee arthrosis
Pain intensity:
Mean (SD) VAS 100mm score for
knee arthrosis: 60.2mm (18.8).
Verbal pain scale results
(moderate pain correlated to
48.7mm VAS score, and intense
(i.e. severe) pain correlated with
66.2mm):
4% suffered weak pain
37.8% suffered moderate pain
46.3% suffered severe pain
11.4% suffered very severe pain
Pain duration:
Not reported
Boccard and Gerbier 1996
Q9 – What are the

Demyttenaere 2006

Kleijnen Systematic Reviews Ltd.

Any general chronic pain

Those with any
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Question
demographics of pain
sufferers in Europe?
11 studies identified
3 selected

Details of
selected studies
Refer to Q2 for study
details
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details
Ohayon 2003/Ohayon
2004/Ohayon 2005
Refer to Q2 for study
details

Outcomes by
type of chronic pain
Prevalence of painful physical
symptoms (assumed chronic)
increased with: female sex (OR
1.63; 95% CI 1.48, 1.80), higher
age (≥64 years; Cuzick's Z-test
p<0.01) and lower educational
level (Cuzick's Z-test p<0.01)
Demyttenaere 2006
Prevalence of a chronic painful
physical condition increased
with: female sex (p<0.001);
higher age (≥45 years; p<0.001);
being unemployed, retired or a
homemaker (p<0.001); and
obesity (≥ 27 kg/m2; p<0.001)
Ohayon 2003/2004/2005
Any general chronic neuropathic
pain
Mean age 62.9 (SD 14.4) years
Male 49.6%
Employed 20.1%
Retired 50.5%.
McDermott 2006
Any chronic trigeminal neuralgia
Mean age 62.7(SD 15.8) years
Male 32.9%
Employed 28.8%
Retired 42.5%
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
Mean age 65.5 (SD 11.2) years
Male 58.3%
Employed 12.5 %
Retired 57.4%
Tölle 2006 J Diab
Any chronic post-herpetic
neuralgia
Mean age 71 (SD 12.8) years
Male 48%
Employed 12.6%
Retired 65%.
Van Seventer 2006

Q10 – What are the
co-morbidities and

Demyttenaere 2006
Refer to Q2 for study

Kleijnen Systematic Reviews Ltd.

Any general chronic pain.
Having a painful physical

Comments
on outcomes
general chronic pain
were significantly
more likely to be
female, older, have a
lower education
level, or have a
weight problem.
The demographics of
those with chronic
neuropathic pain
were not compared
to other populations.
However, within the
subpopulation with
trigeminal neuralgia
(TN), women
outnumbered men.
Those with painful
diabetic neuropathy
(PDN) or postherpetic neuralgia
(PHN) had a lower
employment rate
compared to those
with TN and
compared with the
overall general
chronic pain
population.
However, those with
PDN and PHN were
also slightly older
and a higher
percentage were
retired. None of the
above results for
chronic neuropathic
pain were tested for
statistical
significance.
The
representativeness
of the above results
was judged as
unclear primarily
because the authors
did not compare
their samples with
their target
populations.
Aside from
depression and
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Question
underlying diseases of
pain sufferers in
Europe?
6 studies identified
3 selected

Details of
selected studies
details
Demyttenaere 2007
Refer to Q2 for study
details
Ohayon 2003/Ohayon
2004/Ohayon 2005
Refer to Q2 for study
details

Outcomes by
type of chronic pain
condition (assumed chronic) was
significantly more likely in those
with a major depressive episode
than those without (adj OR 1.99,
95% CI 1.73, 2.30)
Demyttenaere 2006
Those with a major depressive
disorder (MDD) were
significantly more likely to have
at least one chronic painful
physical condition (CPPC)
compared to the rest of the
sample (adj OR 4.0, 95% CI 3.5,
4.7; p<0.001).
The association between CPPCs
and depressive symptoms
increased with the number of
depressive symptoms reported:
61.9% of those with at least 8
depressive symptoms also had a
CPPC (p<0.001)
CPPCs were significantly
associated with a MDD with and
without a non-painful medical
condition (respectively adj ORs:
5.17, 95% CI 3.95, 6.78; and 3.57,
95% CI 2.91. 4.3)
Of those with a CPPC, 23.3%
reported at least one insomnia
symptom compared to 7.4% of
those without a CPPC (adj OR
3.7, 95% CI 3.4, 4.2)
Ohayon 2003/2004/2005

Comments
on outcomes
mental disorders, no
studies were
identified that
measured the
number and type of
co-morbidities
among Europeans
with chronic pain.
Major depressive
episodes and
disorders and
depressive
symptoms in general
were significantly
more common
among those with
any general chronic
pain compared to
those without.
The
representativeness
of the above results
was judged as
unclear as the
authors did not
compare their
sample with their
target populations.

Any general chronic back or neck
pain
For the 7 European countries:
Except for Belgium, those with
chronic back or neck pain were
significantly more likely to have a
major depressive episode than
those without (adj OR range: 1.6,
95% CI 1.1, 2.4 in Italy to 2.3,
95% CI 1.5, 3.6 in the
Netherlands)
Except for France and Italy,
those with chronic back or neck
pain were significantly more
likely to have dysthymia than
those without (adj OR range: 2.5,
95% CI 1.8, 3.4 in the Ukraine to
4.2, 95% CI 1.8, 9.7 in the
Netherlands).
Except for those in France,

Kleijnen Systematic Reviews Ltd.
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Question

Q11 - How many
suffers have
inadequate pain
control in Europe?

Details of
selected studies

Outcomes by
type of chronic pain
Germany or Italy, those with
chronic neck or back pain were
significantly more likely to have
post traumatic stress disorder
compared to those without
chronic neck or back pain
(adjusted OR range: OR 2.8, 95%
CI 1.4, 5.6 in the Ukraine to OR
4.4, 95% CI 1.5, 13.3 in the
Netherlands).
Demyttenaere 2007

Comments
on outcomes

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain

Moderate to severe chronic noncancer pain
40% reported inadequately
controlled pain
Effectiveness of Prescription
medicines:
Completely or very: 45%
Somewhat: 41%
Not very/Not at all: 15%.
Effectiveness of non-prescription
medicines:
Completely or very: 31%
Somewhat: 49%
Not very/Not at all: 20%
Effectiveness of non-drug pain
treatments:
Completely or very: 38%
Breivik 2006/ PIE 2003

Except for those with
painful diabetic
neuropathy (PDN),
around 40% of those
with chronic
neuropathic pain
and moderate to
severe chronic noncancer pain
described their
prescription pain
medications as
completely/
extremely or very
effective. Those with
PDN appeared to
have a relatively
lower confidence in
the ability of their
prescription pain
medications to
effectively control
pain; although, this
results was not
tested for
significance.

2 studies identified
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details

Any chronic trigeminal neuralgia
42% found their prescription
pain medication extremely or
very effective
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
27% found their prescription
pain medication extremely or
very effective
Tölle 2006 J Diab
Any chronic post-herpetic
neuralgia
39% found their prescription
pain medication extremely or
very effective
Van Seventer 2006

Effectiveness of nonprescription and
non-drug pain
treatment was
considered poorer
than prescription
pain medications in
those with moderate
to severe chronic
non-cancer pain
The
representativeness
of the results was
judged as unclear as
authors did not
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Question

Details of
selected studies

Outcomes by
type of chronic pain

Q12a – What is the
impact of chronic pain
on quality of life in
Europe

Engbers 2005
Low quality
Representativeness
unclear
n=255 rehabilitation inand out-patients
Type of chronic pain
condition: chronic
lower back pain
Chronic pain definition:
pain lasted ≥3 months
6 European countries

Any general chronic pain
Those with persistent pain were
more likely to rate their health
status as fair to poor than those
without persistent pain
(statistically significant in 3/8
European health centres)
Gureje 1998

5 studies identified
3 selected

Gureje 1998
Refer to Q2 for study
details
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details

Any general chronic low back
pain
The mean SF-36 General Health
score at baseline was 53.4 (SD
18.4) on a 0 to 100 scale where
100 indicated better functioning
Engbers 2005
Any general chronic neuropathic
pain
Scale of 0 to 100, where 0=worst
possible health and 100=perfect
health:
Mean EQ-5D health state
valuations were 0.67, 0.46, and
0.16 for the mild, moderate and
severe pain intensities,
respectively (p<0.001)
Overall health rating: mean 53.9
(SD 21.0)
Patients estimated that their
overall rating would be 21.7
points higher, on average, if they
were free of neuropathic pain
McDermott 2006
Any chronic trigeminal neuralgia
A significant association was
observed between increasing
pain severity and poorer EQ-5D
scores: for mild pain the score
was 0.7, for moderate pain 0.54
and for severe pain 0.3 (p=0.001)
Overall health rating: mean 60.2
(SD 20.0)
Patients estimated an increase in
their health rating score to 78.4
(SD 22.7) (p<0.0001, paired t test) if they could experience
complete pain relief
Tölle 2006 Pain Prac
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Comments
on outcomes
compare their
samples with their
target populations.
The results
suggested that those
with any general
chronic pain and
those with chronic
neuropathic pain
rated their health
state lower than
those without
chronic pain. For
chronic neuropathic
pain, this was
supported by patient
estimations that
their health states
would significantly
improve if they were
completely free from
their chronic
neuropathic pain.
As well, for those
with chronic
neuropathic pain,
increasing pain
intensity was
significantly
associated with
poorer health state
evaluations.
The
representativeness
of the results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.
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Question

Details of
selected studies

Outcomes by
type of chronic pain
Any chronic painful diabetic
neuropathy
Mean EQ-5D Health State
Valuations were 0.59, 0.43, and
0.20 for mild, moderate, and
severe pain, respectively
(p<0.001)
Overall health rating: mean 49.9
(SD 21.2)
Patients estimated their health
rating score would increase to
72.1 (SD 20.6) (p<0.0001) if they
had complete relief from DPN
pain.
Tölle 2006 J Diab

Comments
on outcomes

Any chronic post-herpetic
neuralgia
Mean EQ-5D health state scores
were 0.72 for mild pain, 0.63 for
moderate pain and 0.27 for
severe pain (p<0.001)
Overall health rating: mean 61.7
(SD 20.3)
Patients estimated their health
rating score would increase to
79.7 (SD 19.8) (p<0.0001) if they
could experience complete relief
from PHN
Van Seventer 2006
Q12b – What is the
impact of chronic pain
on activities of daily
living in Europe?

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain

3 studies identified
Engbers 2005
Refer to Q12a for study
details
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details

Moderate to severe chronic noncancer pain
56% were less able and 9% were
no longer able to get a good
night’s sleep
50% were less able and 23%
were no longer able to exercise
49% were less able and 23%
were no longer able to lift
42% were less able and 12%
were no longer able to do
household chores
40% were less able and 7% were
no longer able to walk
79% reported that pain
increased with activity during the
day.
Breivik 2006/PIE 2003
Any general chronic low back
pain
Roland Disability Questionnaire
(score 0-24; higher score=greater
disability):
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For the majority of
those with moderate
to severe chronic
non-cancer pain,
everyday activities
appeared to be
severely restricted as
a result of their pain.
The significance of
these results was not
examined.
For those with
chronic neuropathic
pain, pain
interference scores
significantly
increased with pain
intensity.
The
representativeness
of the results was
judged as unclear as
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Question

Details of
selected studies

Outcomes by
type of chronic pain
Mean at admission: 9.6 (SD 4.9)
Mean at follow-up: 7.3 (SD 5.4)
MOS SF-36 physical functioning
scale (score 0-100; higher
score=better functioning):
Mean at admission: 55.7 (SD
23.8)
Mean at follow-up: 64.3 (SD22.6)
MOS SF-36 Role physical:
Mean at admission: 28.5 (SD
34.4)
Mean at follow-up: 40.8 (SD
40.5)
Engbers 2005

Comments
on outcomes
the authors did not
compare their
samples with their
target populations.

Any general chronic neuropathic
pain
Both the EQ-5D health state
valuation scores and BPI pain
interference scores were
significantly associated with
increasing pain severity
(p<0.001).
Mean EQ-5D health state
valuations (score -0.59 to 1.00
where 1.00=no problems):
0.46 for moderate pain
0.16 for severe pain
Mean BPI pain interference
scores (score 0-10 where
10=complete interference):
4.6 for moderate pain
6.8 for severe pain
McDermott 2006
Any chronic trigeminal neuralgia
Both the EQ-5D health state
valuation scores and BPI pain
interference scores were
significantly associated with
increasing pain severity (p=0.001
and p<0.001, respectively).
Mean EQ-5D health state
valuations:
0.54 for moderate pain patients
0.30 for severe pain patients
Mean BPI pain interference
scores:
4.0 for moderate pain patients
5.9 for severe pain patients
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
Both the EQ-5D health state
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Question

Details of
selected studies

Outcomes by
type of chronic pain
valuation scores and BPI pain
interference scores were
significantly associated with pain
severity (p<0.001)
Mean EQ-5D health state
valuations:
0.43 for moderate pain patients
0.20 for severe pain patients
Mean BPI pain interference
scores:
4.6 for moderate pain patients
6.9 for severe pain patients
Tölle 2006 J Diab

Comments
on outcomes

Any chronic post-herpetic
neuralgia
Both the EQ-5D health state
valuation scores and BPI pain
interference scores were
significantly associated with pain
severity (p<0.001)
Mean EQ-5D health state
valuations:
0.63 for moderate pain patients
0.27 for severe pain patients
Mean BPI pain interference
scores:
3.8 for moderate pain patients
6.2 for severe pain
Van Seventer 2006
Q12c – What is the
impact of chronic pain
on depression and
other mental illness
across Europe?
8 studies identified
3 selected

Demyttenaere 2006
Refer to Q2 for study
details
Engbers 2005
Refer to Q12a for study
details
Ohayon 2003/Ohayon
2004
Refer to Q2 for study
details
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Any general chronic pain
In respondents with Major
Depressive Episodes (MDEs),
50% also reported painful
physical symptoms (PPS)
(assumed chronic), compared to
29% of respondents without
MDE but with PPS (OR 1.99, 95%
CI 1.73, 2.30)
Demyttenaere 2006
Those with a major depressive
disorder (MDD) were
significantly more likely to have
≥1 chronic painful condition
(CPPC) compared to those
without a MDD (adj OR 4.0; 95%
CI 3.5-4.7; p<0.001).
An increase in the proportion
with CPPC was significantly
associated with an increase in
the number of depressive
symptoms: 61.9% with ≥8
depressive symptoms had CPPC

Major depressive
episodes, major
depressive disorders
and depressive
symptoms were
significantly
associated with any
general chronic pain
and an increase in
the number of
depressive
symptoms was
significantly
associated with an
increase in the
number of chronic
pain conditions. As
well, the duration of
depressive moods
significantly
increased in the
presence of chronic
pain conditions.
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Question

Details of
selected studies

Outcomes by
type of chronic pain
(p <0.001)
Duration of depressive mood in
patients significantly increased
with ≥1 depressive symptom and
CPPC compared with those
without CPPC (19.0 months vs.
13.3 months; p=0.003)
CPPC was significantly associated
with MDD (adj OR 3.57, 95% CI
2.91, 4.38; p<0.01)
Experiencing constant pain was
significantly associated with
MDD (adj OR 1.60, 95% CI 1.28,
2.01; p<0.001)
The following 7 depressive
symptoms were significantly
associated with CPPCs in MDD
participants: feeling sad or
depressed (p<0.001),
psychomotor agitation (p<0.05)
and retardation (p<0.001),
weight gain (p<0.01), insomnia
(p<0.001), fatigue (p<0.001), and
impaired concentration (p<0.01).
Duration of current depressive
episode for major depressive
disorder (MDD) patients with a
CPPC was significantly longer
(31.4 months vs. 24.3 months)
for patients without a CPPC
(p<0.05).
MDD patients with a CPPC were
significantly more likely to have
had a past depressive episode
than MDD participants without a
CPPC (24.4% vs. 17.4%, p=0.01)
Ohayon 2003/2004

Comments
on outcomes
However, no
primacy of
association was
established i.e. the
data did not
establish whether
chronic pain led to
depressive episodes,
disorders and/or
symptoms or vice
versa.
The
representativeness
of the results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.

Any general chronic low back
pain
Baseline SF36 mental health
score: (score 0-100 where a
higher score indicated better
functioning)
Mean 62.6 (SD 19.7)
Min 12.0 – Max 100.0
Follow-up SF36 mental health
score (n=255) (losses to follow up
not reported).
Mean 67.0 (SD19.2)
Min 12.0 – Max 100.0
Engbers 2005
Q12d – What is the
impact of chronic pain

Breivik 2006/ PIE 2003
Refer to Q2 for study
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Moderate to severe chronic noncancer pain

Pain appeared to
completely isolate
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Question
on isolation and
helplessness in
Europe?
2 studies identified

Details of
selected studies
details
n=4839 respondents
with chronic pain
n=4786 responded to
‘are you able to
maintain relationship
with family and
friends?’
n=4675 responded to
‘are you able to attend
social activities?’
Boccard and Gerbier
1996
Refer to Q8 for study
details

Q12e – What is the
impact of chronic pain
on days off work in
Europe?
3 studies selected

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
n=1980 employed
Demyttenaere 2006
Refer to Q2 for study
details
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab
Refer to Q2 for study
details
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Outcomes by
type of chronic pain
Effect on isolation:
22% were less able and 5% were
no longer able to maintain
relationships with family and
friends
34% were less able and 14%
were no longer able to attend
social activities
Breivik 2006/ PIE 2003
Moderate to severe chronic pain
due to knee arthrosis
Effect on isolation:
5.1% no longer wanted to see
friends as a consequence of their
pain
Effect on helplessness:
22% felt they were a burden to
others or useless
Boccard and Gerbier 1996

Any general chronic pain
Mean work loss days in the past
30 days:
In non-depressed participants
with painful physical symptoms
(PPS) (assumed chronic) but
without a somatic disorder: 0.09
(SE 0.02) days
In depressed participants with
PPS but without a somatic
disorder: 0.25 (SE 0.06) days
In non-depressed participants
with PPS and with a somatic
disorder: 0.14 (SE 0.02) days
In depressed participants with
PPS and with a somatic disorder:
0.33 (SE 0.03) days
In those with PPS only: 3.6 days
In those with both MDE and PPS:
9.4 days
In non-depressed participants,
WLDs increased from 6% in
respondents without PPS to 12%
in people with PPS
In depressed participant, WLDs
increased from 15% in
respondents without PPS to 32%
in respondents with PPS.
In respondents without a somatic

Comments
on outcomes
(i.e. no longer able
to maintain
relationships) about
5% of those of with
either moderate to
severe chronic noncancer pain and
those with moderate
to severe pain due to
knee arthrosis
(assumed chronic).
About 1/5 of latter
pain population also
felt helpless (i.e. a
burden to others or
useless).
The
representativeness
of these results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.
Those with any
general chronic pain
lost an average of
3.6 work days in the
previous 30 days.
Depression and
other non-painful
somatic disorders
appeared to increase
the number of work
loss days although
the significance of
these results was not
examined.
Interestingly, a large
proportion of those
with moderate to
severe chronic noncancer pain did not
lose any work days in
the previous 6
months and the rate
of work loss days
was lower than that
reported for any
general chronic pain
(7.8 days over 6
months vs. 3.6 days
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Question

Details of
selected studies

Outcomes by
type of chronic pain
disorder:
and without PPS and without
Major Depressive Episode
(MDE): 1.2 WLDs
but without an MDE and with
PPS: 2.7 WLDs
but without PPS and with MDE:
3.9 WLDs
with both MDE and PPS: 7.5
WLDs
Respondents with a somatic
disorder:
but without PPS and without
MDE: 2.1 WLDs;
but without MDE and with PPS:
4.2 WLDs;
but without PPS and with MDE:
5.1 WLDs; and
with both MDE and PPS: 10.5
WLDs.
Demyttenaere 2006
Moderate to severe chronic noncancer pain
Mean time lost from work due to
pain in the last six months was
7.8 days.
% of respondents who lost days
off work due to pain in the last 6
months:
55% lost no days at all
11% lost 1-3 days
12% lost 4-9 days
9% lost 10-15 days
13% lost ≥16 days
Breivik 2006 ∕ PIE 2003

Comments
on outcomes
over 30 days)
In comparison to any
general chronic pain,
chronic neuropathic
appeared to result in
a higher number of
work loss days (5.6
days) in the previous
month; although the
number lost was
similar between
those with any
general chronic pain
and the
subpopulations with
trigeminal neuralgia
and painful diabetic
neuropathy.
The
representativeness
of these results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.

Any general chronic neuropathic
pain
Mean number of days missed
from work during the past 4
weeks due to pain was 5.5 (SD
9.8) days
McDermott 2006
Any chronic trigeminal neuralgia
Mean number of days missed
from work in the prior month
due to pain was 3.9 (SD 6.9)
days
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
Mean number of days missed
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Question

Details of
selected studies

Outcomes by
type of chronic pain
from work during the past 4
weeks due to pain was 3.6 (SD
7.5) days
Tölle 2006 J Diab

Q12f - What is the
impact of chronic pain
on incapacity benefits
in Europe?

Engbers 2005
Refer to Q12a for study
details

Any general chronic low back
pain
6.7% of European patients with
any general chronic low back
pain were on sick leave.
Engbers 2005

1 study identified

Comments
on outcomes

No studies were
identified that
reported the
proportion of those
with chronic pain
that were taking
incapacity benefits
as a result of their
pain
One study reported
that 6.7% of a
European population
sample with chronic
low back pain was on
sick leave; although
it was not apparent
that sick leave was
taken because of
chronic pain.
The
representativeness
of this result was
judged as unclear as
the authors did not
compare their
sample with their
target population.

Q13a/c. What are the
costs of chronic pain
from a societal and
patient perspective?
2 studies identified
No studies were
identified that
reported on the costs
of chronic pain from
the health care system
perspective (i.e. Q13b)

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
n=4228 responded to
question concerning
the ability to work
outside of the home
n=4215 responded to
question about the
impact of their pain on
employment
n=4336 responded to
question on keeping a
job
n=4272 responded to
question about
changing jobs
n=4336 responded to
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Moderate to severe chronic noncancer pain
Costs to society and the
individual
32% were no longer able to work
outside of their home
29% were less able to work
outside of their home
26% reported that chronic pain
impacted on employment
19% lost their job as a result of
their chronic pain
13% changed jobs entirely as a
result of their chronic pain
16% had to change job
responsibilities because of
chronic pain
Breivik 2006/ PIE 2003
Any general chronic neuropathic

No economic
evaluations were
identified that
reported the actual
costs (e.g. in Euros or
QALYs) of chronic
pain in Europe as a
whole from a
societal, health care
system, or patient
perspective
Two studies were
identified that
reported on the
impact of chronic
pain on employment
status and work
productivity, which
we took as indirect
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Question

Details of
selected studies
question about job
responsibilities
McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details
n=524/602 with any
general chronic
neuropathic pain
responded to question
about employment
status; n=109 worked
at least part-time
Subsample n=23/82
with any chronic
trigeminal neuralgia
(TN) worked at least
part-time
Subsample n=117/140
with any chronic painful
diabetic neuropathy
(PDN) responded to
question about
employment status;
n=17 worked at least
part-time; n=64 had
moderate PDN; n=29
had severe PDN

Outcomes by
type of chronic pain
pain
Impact on employment status:
None 57.1%
Reduction of work scheduled
time 16.4%
Disabled 17.2%
Unemployed or retired early
9.4%
Reduced work productivity was
reported:
No loss of productivity by 20.2%
A little of the time by 26.6%
Some of the time by 22.9%
A good bit of the time by 7.3%
Most of the time by 6.4%
All of the time by 16.5%
McDermott 2006
Any chronic trigeminal neuralgia
Impact on employment:
34% reduced scheduled worktime, were disabled, were
unemployed or took early
retirement because of TN
Impact on the amount of
reduced productivity
For those patients working at
least part-time, reduction in
productivity was reported at
least some of the time by 35%
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
Impact on employment status:
None 65%
Reduction of work scheduled
time 15.4%
Disabled 12.0%
Unemployed or retired early
7.7%
For those who were working for
pay at the time of the survey,
59% reported being less
productive at work at least some
of the time
Tölle 2006 J Diab

Comments
on outcomes
measures of costs
from a societal and
patient perspective.
For the majority of
moderate to severe
chronic non-cancer
pain and chronic
neuropathic pain
sufferers, pain did
not impact on
employment status.
For those who were
employed and had
any chronic
neuropathic pain,
reduced work
productivity was
reported at least
some of the time by
about 53%;
although, 20%
reported no loss of
productivity at all.
The
representativeness
of this result was
judged as unclear as
the authors did not
compare their
sample with their
target population.

Moderate painful diabetic
neuropathy
For 62.5% with moderate pain
(PSI 4–6; n=64), pain had no
impact on employment status.
Moderate pain was associated
with:
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Question

Details of
selected studies

Outcomes by
type of chronic pain
Reduction in scheduled work
time 21.9%,
Disability 7.8%
Unemployment or early
retirement 7.8%.
Tölle 2006 J Diab

Comments
on outcomes

Severe painful diabetic
neuropathy
For 51.7% with severe pain (PSI
7–10; n=29), pain had no impact
on employment status.
Severe pain was associated with:
Reduction in scheduled work
time 10.3%
Disability 27.6%
Unemployment or early
retirement 10.3%.
Tölle 2006 J Diab
Q14 What are the
issues/determinants
of patients’ awareness
of chronic pain in
Europe?
1 study identified

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
The number who
responded to 10
questions concerning
pain attitudes and
beliefs ranged from
n=4606 to n=4770

Moderate to severe chronic noncancer pain
75% considered their pain to be
just part of their medical
condition
50% felt tired all the time
44 % felt that pain prevented
them from concentrating
43% felt their pain made them
feel helpless
40% felt they could not function
normally
26% were in too much pain to
take care of themselves and
others
28% felt alone with their pain
32% felt older than they were
36% could not remember what it
felt like to not be in pain
Breivik 206/PIE 2003

Those with
moderate to severe
chronic non-cancer
pain recognised that
their chronic pain
negatively affected
many aspects of
their lives including:
energy levels: ability
to concentrate;
feelings of
helplessness; ability
to function normally
or take care of
themselves or
others; loneliness;
feeling old; and
forgetting what it
felt like to not be in
pain.
None of the above
results were
examined for
significance and their
representativeness
was judged as
unclear as the
authors did not
compare their
sample with their
target population
nor did they
compare responders
to non-responders.

Kleijnen Systematic Reviews Ltd.

31

Question

Q15 – What are the
issues/determinants
of health care
professionals’
awareness of chronic
pain in Europe?

Details of
selected studies
Boccard and Gerbier
1996
Refer to Q8 for study
details

1 study identified

Outcomes by
type of chronic pain

Comments
on outcomes

Moderate to severe chronic pain
due to knee arthrosis
Patient VAS pain scores
significantly correlated with
physician assessments (p<0.01
for correlation co-efficient, r)

No studies were
identified that
specifically reported
on the determinants
of health care
professionals’
awareness of chronic
pain in Europe.

Physician underestimation of
VAS pain scores, as compared to
patient reported levels, was
greatest for lower VAS scores;
although underestimation
disappeared for VAS scores
>75mm (significance not
reported).
Boccard and Gerbier 1996

One study on
moderate to severe
pain due to knee
arthrosis (assumed
chronic) determined
that physicians and
knee arthrosis
patients tended to
rate patient pain
intensities about the
same.
The
representativeness
of this result was
judged as unclear as
the authors did not
compare their
sample with their
target population.

Q16 - What are the
main symptoms and
complaints with which
patients present
themselves to health
care professionals in
Europe?
5 studies identified
3 selected

Boccard and Gerbier
1996
Refer to Q8 for study
details
Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain
Ohayon 2003/Ohayon
2004/Ohayon 2005
Refer to Q2 for study
details

Any general chronic
Pain locations reported:
Headaches: 7.6%
Pain in lower or upper limbs:
5.8%,
Joint/articular disease: 3.2%
Backaches: 3.1%
Gastrointestinal diseases: 1.5%
Ohayon 2003/2004/2005
Moderate to severe chronic noncancer pain
Reported locations of pain:
Back: 24%, Lower back: 18%,
Knee: 16%, Head: 15%, Leg: 14%,
Joints: 10%, Shoulder: 9%, Neck:
8%, Hip: 8%, Hand: 6%, Upper
back: 5%
Breivik 2006/ PIE 2003
Moderate to severe chronic pain
due to knee arthrosis
Numbers of words used to
describe pain:
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For those with any
general chronic pain,
7.6% reported
headaches, followed
by pain in lower or
upper limbs (5.8%),
joint/articular
disease (3.2%),
backaches (3.1%),
and gastrointestinal
diseases (1.5%).
For those with
moderate to severe
chronic non-cancer
pain, the most
commonly reported
locations of pain
were the back (47%),
followed by the knee
(16%) and head
(15%).
The main words used
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Question

Details of
selected studies

Q17 – What are the
frequencies of drug
(per WHO class), nondrug and combined
treatments in Europe?

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain

4 studies identified
2 studies selected

McDermott 2006/
Tölle 2006 Pain Prac/
Tölle 2006 J Diab/
Van Seventer 2006
Refer to Q5 for study
details

Outcomes by
type of chronic pain
0 words: 13%, 1 word: 35%, 2
words: 29%, 3 words: 23%
Main words used to describe
pain:
Deep-penetrating: 46%, Dull:
32%, Stabbing: 32%, Vice-like:
23%
Tolerability of pain as assessed
by the patient:
Tolerable: 66%, Not tolerable:
34%
Boccard and Gerbier 1996

Moderate to severe chronic noncancer pain
52% were currently taking
prescription medication for pain
Prescription pain treatment
frequencies:
NB proportions not mutually
exclusive
Step I: 44% NSAIDs, 18%
paracetamol, 6% Cox-2 inhibitor
Step II: 23% weak opioids
Step III: 5% strong opioids
Plus 3% each of
barbituate/ergotamine,
tricyclic/SSRI/SNRI and triptan,
2% each of DMARD/steroid and
anti-epileptic, 1% each of muscle
relaxant and beta/CC blocker.
Non-drug treatments were tried
by 69% of respondents:
30% had tried massage, 21%
physical therapy, 13%
acupuncture, 10% ointments or
creams, 9% heat,
8% exercise, 5% nerve
stimulation (TENS)
4% relaxation therapy, 3% diet or
special foods, 3% cold,
3% herbal supplements, 2% had
tried therapy/counselling Breivik
2006/PIE 2003
Any general chronic neuropathic
pain
93% received at least one
prescription pain medication
Prescription pain treatment
frequencies:
NB proportions not mutually
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Comments
on outcomes
by knee arthrosis
patients to describe
their moderate to
severe chronic pain
were deeppenetrating and dull.
The
representativeness
of these results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.
Step I analgesics
were the
predominantly (up to
43% and 44%)
prescribed pain
medications for
those with moderate
to severe chronic
non-cancer pain and
those with any
chronic neuropathic
pain. Step II and III
opioid medications
were prescribed less
frequently in these
two groups (up to
23% and 22%). In
addition, chronic
neuropathic pain
sufferers were
frequently (up to
51%) prescribed socalled Step IV
medications i.e. antiepileptics and anticonvulsants.
The
representativeness
of these results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.
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Question

Details of
selected studies

Outcomes by
type of chronic pain
exclusive
Analgesics 71%:
Step I: 43.0% NSAIDs/Cox2
inhibitors
Step II/III: 22.4% opioids/opioid
compounds
Anti-epileptics 50.7%:
36.6% gabapentin
19.7% carbamazepine
Antidepressants 28.7%
Sedatives/hypnotics 15.1%
McDermott 2006

Comments
on outcomes

Any chronic trigeminal neuralgia
93.9% received at least one
prescription pain medication
Prescription pain treatment
frequencies:
NB proportions not mutually
exclusive
Analgesics 46.8%:
Step I: 24.7% NSAIDs/Cox2
inhibitors
Step II/III: 14.3% opioids/opioid
compounds
Anti-epileptics 55.5%:
28.6% gabapentin
54.5% carbamazepine
Antidepressants 26.0%
Amitriptyline 20.8%
Other 5.2%
Sedatives/hypnotics 13.0%
Tölle 2006 Pain Prac
Any chronic painful diabetic
neuropathy
91.4% were treated with
prescription pain medication
Prescription pain treatment
frequencies:
NB proportions not mutually
exclusive
Analgesics 62.5%:
Step I: 41.4% NSAIDs/Cox2
inhibitors
Step II/III: 16.4% opioids/opioid
compounds
Anti-epileptics 55.5%:
46.9% gabapentin
14.1% carbamazepine
Antidepressants 32.8%
Amitriptyline 25.8%
Other 7.0%
Sedatives/hypnotics 12.5%
(Tölle 2006 J Diab)
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Question

Details of
selected studies

Outcomes by
type of chronic pain

Comments
on outcomes

Any chronic post-herpetic
neuralgia
89.3% received at least one
prescription pain medication
Prescription pain treatment
frequencies
NB proportions not mutually
exclusive
Analgesics 64.3%:
Step I: 33.3% NSAIDs/Cox2
inhibitors
Step II/III: 20.2% opioids/opioid
compounds
Anti-epileptics 52.4%:
38.1% gabapentin
22.6% carbamazepine
Amitriptyline 21.4%
Other antidepressants 26.2%
Sedatives/hypnotics 32.1%
Van Seventer 2006
Q18 – What are the
determinants of
treatment choice
between drug
treatment and nondrug treatment in
Europe?

No studies were
identified for Europe as
a whole that were
relevant to this
question.

Q19 – What are
determinants of
treatment choice
within drug
treatments in Europe?

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain

1 study identified
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Moderate to severe chronic noncancer pain
Reasons to switch prescription
pain medication
44% of those taking prescription
pain medication had switched
primarily because they needed
greater pain control
Reasons to stop treatment
26% (n=634) stopped taking
prescription medicine
Of these, 64% answered there
was no need,
34% were concerned over the
side-effects, and
7% were using alternative
treatments
Detailed reasons in participants
that answered there was no
need:
19% said that they managed or
lived with the pain
15% said that the pain was not
bad enough.
Detailed reasons in those worried

The main reason
behind switching to
a different
prescription pain
medication was to
obtain greater pain
control in those with
moderate to severe
chronic non-cancer
pain
The main reason
behind stopping
prescription drug
treatment altogether
was that there was
no longer any need
(i.e. chronic pain
sufferers were living
with their pain or
their pain was not
considered bad
enough)
The
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Question

Details of
selected studies

Q20 – What are
determinants of
compliance/adherence
to drug treatments in
Europe?

No studies were
identified for Europe as
a whole that were
relevant to this
question.

Q21 – What is
patients’ satisfaction
about drug treatments
in Europe?

Breivik 2006/ PIE 2003
Refer to Q2 for study
details
n=4839 respondents
with chronic pain

2 studies identified
McDermott 2006/
Tölle 2006 J Diab
Refer to Q5 for study
details
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Outcomes by
type of chronic pain
of the side effects:
14% thought that there were too
many side effects and/or did not
like the side effects
2% were worried about the
medicine being addictive
Breivik 2006/ PIE 2003

Comments
on outcomes
representativeness
of this result was
judged as unclear as
the authors did not
compare their
sample with their
target population.

Moderate to severe chronic noncancer pain
60% were satisfied with the pain
treatment they received,
40% were not satisfied
Breivik 2006/ PIE 2006

The majority (60%
and 62%) of those
with moderate to
severe chronic noncancer pain and any
chronic painful
diabetic neuropathy
appeared to be
satisfied (i.e. at least
somewhat) with
their pain treatment.

Any chronic painful diabetic
neuropathy
Patient satisfaction with
prescription medication:
Extremely satisfied: 15%
Somewhat satisfied: 47%
Neutral: 16%
Dissatisfied:22%
Tölle 2006 J Diab

The
representativeness
of these results was
judged as unclear as
the authors did not
compare their
samples with their
target populations.
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Figure 1. Epidemiology flow for chronic pain for adults in Europe

Epidemiology

Epidemiological data on:

1. Prevalence

Population

2. Diagnosis

Any general chronic pain: 17% to 25% of
adults (71 836 000 to 105 641 000)

Patient awareness

Those with mod-sev chronic non-cancer
pain:
84% visited a physician in past six
months
23% had seen a pain specialist

Patient presentation

Treatment choice

4. Brand choice

5. Compliance

422 562 000 adults

Prevalence

Disease diagnosis

3. Treatment
choice

Numbers on chronic pain:

Those with mod-sev chronic non-cancer
pain who took prescription pain
medication:
44% NSAIDs; 18% paracetamol; 6% Cox2 inhibitors
23% weak opioids
5% strong opioids

Brand choice

No data

Compliance – Pharmacy Rx fill

Those with any general chronic
neuropathic pain:
85%-95% of those with chronic
neuropathic pain were adherent to their
prescription pain medication regime all
or most of the time

Compliance – Patient persistence
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Introduction
Estimates of the prevalence of chronic non-cancer pain vary widely and typically range between 1030% of the adult population, although studies exist reporting prevalence as low as 2% or as high as
50% (IASP 2003, Breivik 2006/Pain in Europe 2003). This wide variation may reflect true differences
between populations, but also the use of different definitions of chronic pain in epidemiological
studies. Most definitions include continuous or intermittent pain, persisting for more than 3 months.
Also, assessment methods vary, mostly involving a survey either by telephone or with data collection
in person, using a range of different questionnaires and rating scales.
Typical locations of chronic non-cancer pain include upper and lower back, head and neck, and joints.
Surveys of the location of chronic non-cancer pain also report sometimes considerable variations.
Chronic non-cancer pain is often reported to be more common among women, in older age groups
and in lower income groups.
Severity of chronic pain is another element which is not straightforward to assess, both in terms of
definitions of various grades of severity, and in terms of which measurement instruments are used.
Compared with chronic pain of mild intensity and minimal disability, individuals with severely
disabling chronic pain are more likely to have co-morbid health conditions, poorer self-rated health,
problems with mental well-being and social functioning, activities of daily living, work loss, isolation,
helplessness, and high health care costs and utilization.
Chronic non-cancer pain is very common but good data about prevalence, incidence, diagnosis,
severity, treatment and utilization of health care are scarce. National statistics in Europe do not tend
to focus on chronic non-cancer pain as a discrete entity, but rather see pain as part of other
underlying diseases, a symptom. This approach ignores the insight of clinicians specialised in pain
treatment that chronic non-cancer pain is considered a discrete entity in itself, with clear
characteristics of symptoms, disability and mental health aspects which are largely independent of
the underlying disease or trauma [Ref to be added]. Many studies of chronic non-cancer pain
prevalence have been based in particular care settings, such as pain clinics, or in particular subgroups
with certain underlying diseases.
Information about the epidemiology of chronic non-cancer pain can be important for decision and
policy makers, so that they can decide about health budgets and prioritization, patient segmenting
and budget fencing, and therapy budgets, including behavioural therapy and drug budgets.
Compared with cardiovascular disease, oncology, diabetes and mental health there often seems to
be limited appreciation by decisions makers about the importance of chronic non-cancer pain, so
data about all aspects of the epidemiology of chronic non-cancer pain from prevalence to cost
impacts will be useful for proper information. Chronic non-cancer pain is an important and frequent
medical and public health issue, and there seems to be a need for better understanding of the
burden of disease and current treatment practice of chronic non-cancer pain.
This report aims to provide information about chronic non-cancer pain in Europe. It is a part of a
larger project addressing chronic pain in a range of European countries and Europe as a whole. Our
method is a review of the available published and unpublished data, using the principles of
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systematic reviews in searching and identifying relevant studies, and summarizing their findings.
Given the types of questions to be addressed, we aimed to use the most representative, recent,
comprehensive and valid studies, rather than summarizing the results of all studies that were found.

Methods
Objective of project
To undertake a literature review on the most recent epidemiological data on chronic non-cancer pain
in Europe as a whole.
Questions to be addressed
Epidemiology flow
1. What are the population and demographics of Europe?
2. What is the prevalence of chronic pain conditions?
3. What is the incidence of chronic pain conditions?
4. What percentage of chronic pain patients are untreated or inadequately treated?
5. How many chronic pain patients present themselves for treatment?
6. How many chronic pain patients get treated broken down by treatment?
7. What is the compliance of treated chronic pain patients?
Questions leading to in depth information to the numbers mentioned in the Epidemiology flow
8. What is the disease duration of chronic pain conditions?
9. What are the demographics of pain sufferers?
10. What are the co-morbidities of pain sufferers?
11. How many sufferers have inadequate pain control?
12. What is the impact of chronic pain on:
a. Quality of life
b. Activities of daily living
c. Depression and other mental illness
d. Isolation, helplessness
e. Days off work
f. Incapacity benefits
13. What are the costs of chronic pain from a
a. Societal perspective?
b. Health care system perspective?
c. Patient perspective?
14. What are issues/determinants of patients’ awareness of chronic pain?
15. What are issues/determinants of health care professionals’ awareness of chronic pain?
16. What are the main symptoms and complaints with which patients present themselves to
health care professionals?
17. What are the frequencies of drug (per WHO class), non-drug, and combined treatments?
18. What are determinants of treatment choice between drug treatment and non-drug
treatment?
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19. What are determinants of treatment choice within drug treatments?
20. What are determinants of compliance / adherence to drug treatments?
21. What is patients’ satisfaction about drug treatments?
Inclusion criteria
Study characteristics
Primary studies (epidemiologic, qualitative, cost analyses etc.) or systematic reviews of primary
studies published 1995 onwards. Only relevant primary data used in any systematic reviews
identified and fulfilling the inclusion criteria were used in the data analysis.
Exclusions: non-systematic reviews, studies examining the effectiveness of treatments, comments,
letters, editorials; any studies not showing any original data but just expressing opinions.
We expected to use the following types of data: national statistics (question 1), data from national
health surveys (questions 2, 3), epidemiological studies (cohort, cross-sectional etc.) (questions 2 to
21), insurance data (data on early retirement, service use, prescriptions etc.) (questions 2, 12, 17),
qualitative studies (questions 12, 13, 14, 15, 16, 18, 19, 20, 21), economic analyses (question 13),
RCTs (e.g. of specific interventions to increase awareness, adherence with awareness/adherence as
main outcome, possibly treatment satisfaction) (questions 14, 15, 20, 21)
Patients
Patients with chronic non-cancer moderate and/or severe pain from Europe as a whole.
Non-cancer chronic pain includes:
• musculo-skeletal pain: back pain / low back pain / shoulder pain / neck pain
• neuropathic pain (e.g. diabetic, post herpetic)
• fibromyalgia
• osteoarthritis
• rheumatoid arthritis
Exclusions:
• children and adolescents
• patients with mild pain
• patients with headache / migraine
• patients with angina pectoris
• pain associated with very specific medical conditions, e.g. Parkinson's disease, multiple sclerosis
etc.
• studies of non-European participants – unless European data or data for relevant European
countries were given separately or the non-European participants were less than 10% of the total
sample.
• studies including cancer patients – unless data for non-cancer patients are given separately (or
10% or less of cancer patients) NB – please refer to How to Read section for modification of this
inclusion criterion.
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Literature searches
We aimed to identify all relevant studies regardless of publication status (published, unpublished, in
press, and in progress), or language.
The search strategies (keywords) were developed specifically for each database (appendix).
We searched the following databases:
• MEDLINE (1995 to August 2009)
• EMBASE (1995 to August 2009)
• CDSR (Cochrane Library issue 2 2009)
• CENTRAL (Cochrane Library issue 2 2009)
• DARE (August 2009, CRD website)
• HTA (August 2009, CRD website)
• Guidelines International Network database (August 2009, GIN website)
Furthermore, references in retrieved articles and systematic reviews were checked. Supplementary
searches were undertaken as appropriate. Relevant websites were searched for national statistics,
insurance data, health surveys and other relevant data. Relevant sites are shown in the appendix.
Identified references were downloaded in Reference Manager software for further assessment and
handling.
The proposed search strategies (Ovid) are shown in the appendix.

Methods for study selection, quality assessment and data extraction
This literature review followed the methods and processes recommended in the Centre for Reviews
and Dissemination (CRD) “Systematic Reviews: Guidance for undertaking reviews in health care”.
Study selection
Two reviewers independently inspected the title and abstract of each reference identified by the
search and determine the potential relevance of each article. For potentially relevant articles, or in
cases of disagreement, the full article was obtained, independently inspected, and inclusion criteria
was applied. Any disagreements were resolved through discussion. Justification for excluding studies
from the review (after having retrieved potentially relevant articles) was documented.
Included studies were categorised in order to get a list of relevant studies per question. Where there
were more than three studies addressing a single aspect of any question, then for each question the
most relevant studies were extracted using the following criteria: size (large preferred), recency
(most recent preferred), quality (highest quality preferred), representativeness (populations
representative of the general target population preferred). Studies were ranked by these criteria and
the three or four highest ranking studies were extracted.
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Assessment of methodological quality
Quality assessment was carried out by one reviewer and checked by a second reviewer, using
checklists as outlined below. Any disagreements were resolved by consensus. The results of the
quality assessment have been used for descriptive purposes to provide an evaluation of the overall
quality of the included studies and to provide a transparent method of recommendation for design of
any future studies. Based on the findings of the quality assessment, recommendations have been be
made for the conduct of future studies.
The following quality criteria were used for the assessment of the different study types:
(criteria to be answered with yes / no / unclear)
Observational studies:
• Adequate description of study design and setting
• Adequate description of eligibility criteria (incl. description of diagnostic criteria for chronic pain
condition)
• Study population is representative of target population (sample size, sample selection,
demographics)
• Adequate description of outcomes (and how / how often measured), exposures, predictors
• Adequate description of statistical methods (incl. description of potential confounders and effect
modifiers and how they were dealt with)
• Adequate description of study participants
• Adequate description of losses to follow-up (for longitudinal studies), loss to follow-up less than
10% at 12 months or less than 25% for longer follow-up
• Results reported as unadjusted and confounder-adjusted including precision
RCTs:
• Adequate method of randomisation
• Adequate allocation concealment
• Adequate blinding (if appropriate)
• Adequate handling of losses to follow-up
• Adequate description of eligibility criteria (incl. description of diagnostic criteria for chronic pain
condition), interventions and outcome measurement
• Study population representative of target population (sample size, sample selection,
demographics)
• Groups comparable at baseline
Qualitative studies:
• Adequate description / justification of study design and setting
• Adequate description of eligibility criteria (incl. description of diagnostic criteria for chronic pain
condition)
• Study population representative of target population (sample size, sample selection,
demographics)
• Adequate description of outcomes / questions / procedures
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•
•

Adequate description of study participants
Methods of data summary described and sound (quotes used, data categorisations, theory)

SRs of observational studies:
• Adequate description of inclusion criteria (study design, participants, interventions / exposure,
outcomes)
• Adequate description of search strategy (sources, keywords, time period, limits)
• Adequate description of study selection
• Adequate description of assessment of confounding
• Adequate description of quality assessment
• Adequate description of data analysis and heterogeneity assessment
• Description of study flow
• Study characteristics of each study included
• Quality of each study included
• Results of each study included and overall
SRs of RCTs:
• Adequate description of inclusion criteria (study design, participants, interventions, outcomes)
• Adequate description of search strategy (sources, keywords, time period, limits)
• Adequate description of study selection
• Adequate description of quality assessment of included studies
• Description of trial flow
• Description of data analysis / summary (including heterogeneity)
• Description of study characteristics of the included studies
• Quality of each study included
• Results of each study included and overall
For this report on Europe as a whole, all included studies were observational studies (see Appendix
1). Seven criteria (eight if it was a longitudinal study) were used to assess the quality of an
observational study (see above). If four or more criteria were not met (i.e. criterion not met or
unclear), then we rated the study as low quality. A study was judged as medium quality if it did not
meet two or three criteria and a high quality study would have missed, at most, one criterion.
Data extraction and presentation
For each study, data were extracted by one reviewer and checked by a second reviewer. Any
disagreements were resolved by consensus.
We employed a narrative method to present the data and for any synthesis. Typically, narrative
synthesis involves the use of narrative text and tables to summarise data in order to allow the reader
to consider outcomes in the light of differences in study designs and potential sources of bias for
each of the studies being reviewed. This involves organising the studies by (as appropriate)
intervention, population, or outcomes assessed, summarising the results of the studies, summarising
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the range and size of the associations these studies report, and describing the most important
characteristics and the quality of the included studies.
Study characteristics and quality were presented in tables. Tables of results (including basic
demographics of the populations assessed) are presented in tables subdivided by questions.

Results
Search, selection and allocation of studies
We retrieved and identified 45 studies from Europe as a whole that were relevant to the project
questions. The identification process can be viewed in Figure 2. The allocation and number of studies
for specific project questions can be viewed in Figures 3a-e. Of the 45 studies, we selected at least
two to three of the most relevant, recent and valid studies to answer each question, which
amounted to a total of eleven studies. The quality assessment of these eleven studies can be viewed
in Appendix I. The eleven selected studies included two that had multiple publications – Ohayon
2003/2004/2005 and McDermott 2006/Tölle 2006 Pain Prac/ Tölle 2006 J Diab/Van Seventer 2006 –
for a total of sixteen publications.
Figure 2. Search and identification of studies for all countries
Europe: 45

Denmark: 65
Main search:
16 619 hits

Germany: 169

France: 70

17 027 hits

Selected for
retrieval of
full text
articles: 1056

Italy: 51

Spain: 112
Dutch search
including
cancer pain:
408 hits

Clearly not
relevant
(titles,
abstracts):
14 974

Unclear –
keep for
later: 997

Netherlands: 155
Sweden: 102

UK: 236
Duplicates: 4
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Project questions - Europe
Figure 3. Number of studies located per question
Figure 3a. Epidemiology flow for Europe - number of studies identified per question
Q1 What are the population
and demographics?
1 source (Eurostats)

Q2 What is the prevalence of
chronic pain conditions?
10 studies

Q8 What is the disease
duration of chronic pain
conditions?
3 studies
Q9 What are the demographics
of pain sufferers?
11 studies

Q3 What is the incidence of chronic
pain condition?
none

Q10 What are the co-morbidities
of pain sufferers?
6 studies

Q5 How many chronic pain
patients present
themselves for treatment?
4 studies

Q4 What percentage of chronic pain
patients are untreated or
inadequately treated?
1 study
Q6 How many chronic pain patients
get treated broken
down by treatment?
4 studies

Q7 What is the compliance
of treated chronic
pain conditions?
1 study
Q11 How many sufferers
have inadequate
pain control?
2 studies
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Figure 3b. What is the impact of chronic pain? – number of studies identified per question

Q12a Quality
of
Life
5 studies
Q12f Incapacity
Benefits
1 study

Q12b Activities
of daily
living
3 studies

Impact
of
chronic
pain on:
Q12c Depression
and other
mental
Illness
8 studies

Q12e Days
off
Work
4 studies
Q12d Isolation,
Helplessness
2 studies

Figure 3c. What are the costs of chronic pain from different perspectives – number of studies
identified per question

Q13c Patient
perspective?
2 studies

Q13a Societal
perspective?
2 studies

Q13b Health care
system
perspective?
none
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Figure 3d. Symptoms and awareness – number of studies identified per question

Q14 What are issues/determinants
of patients’ awareness
of chronic pain?
1 study

Q15 What are issues/determinants
of health care professionals’
awareness of chronic pain?
1 study

Q16 What are the main symptoms
and complaints with which
patients present themselves to
health care professionals?
5 studies

Figure 3e. Treatment – number of studies identified per question
Q17 What are the frequencies of
drug (per WHO class), non-drug
and combined treatments?
4 studies

Q18 What are the determinants of
treatment choice between drug treatment
and non-drug treatment?
none

Q19 What are determinants of treatment
choice within drug treatments?
1 study

Q20 What are determinants of compliance
/adherence to drug treatments?
none

Q21 What is patients’ satisfaction
about drug treatments?
2 studies
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Q1. What are the population and demographics of Europe?
The online database Eurostats for the European Union (EU27) was used to answer this question.
Population characteristics and data sources for each category can be viewed in Table 2.
As of Jan 2010, the population in the EU27 was 501 259 800 and 84.3% or 422 562 000 individuals
were adults. Life expectancy for those born in the EU27 in 2007 was 76.1 years for men and 82.2
years for women.
In Jan 2010, the unemployment rate in the EU27 was 9.3% for women and 9.7% for men and in
fifteen Member States the unemployment rate was higher for men than for women. In 2009, the
unemployment rate in the EU27 for those aged 25 to 74 years was 7.6% and, in the fourth quarter of
2009, 64.4% of those aged 15 to 64 years were employed.
In 2008, 71.5% of the adult EU27 population (aged 25-64 years) had completed at least upper
secondary education. In 2009, for those who had achieved lower secondary education the
employment rate was 54.7% and the unemployment rate was 12.8%. For those who had achieved
upper secondary and post-secondary non-tertiary education the employment rate was 73.7% and the
unemployment rate was 7.1%. For those who had achieved tertiary education, the employment rate
was 84.5% and the unemployment rate was 4.5%.
In 2008 in the EU27, the following population proportions were considered at-risk for poverty: 20%
those aged 18 to 24 years; 14% of those aged 25 to 64 years; and 19% of those ≥65 years.
Furthermore, 9.2% of those aged 18 to 59 in the EU27 lived in households where no-one works.
In 2007 in the EU27, provisionally 8.1% of social benefits were allocated to disability and 5.1% were
allocated to unemployment benefits.
Table 2. Population characteristics for European Union (EU 27). Source:
http://epp.eurostat.ec.europa.eu/portal/page/portal/eurostat/home
Numbers
Population Characteristics
(N)
General Population Data EU27
Total population (Jan 2010)
501 259 800
Adult population (Jan 2010)
422 562 000
Females (2008)
256 645 000
Males (2008)
244 614 800
Population by age range (2008)
<15 years
78 697 800
15 to 24 years
62 657 500
25 to 49 years
181 456 000
50 to 64 years
93 234 000
65 to 79 years
63 660 000
≥80 years
21 554 000
Employment in 2009
Kleijnen Systematic Reviews Ltd.
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100%
84.3%
51.2%
48.8%
15.7%
12.5%
36.2%
18.6%
12.7%
4.3%
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Population Characteristics
Employment rate (4th quarter 2009; aged 15 - 64 years)
Unemployment rate (aged 25 -74 years)
Education (population between 25-64 years)
Completed at least upper secondary education (2008)

Numbers
(N)
217 252 000
25 714 600

64.4%
7.6%

196 403 000

71.5%

%

Q2. What is the prevalence of chronic pain conditions in Europe?
We identified ten studies that were relevant to this question and selected eight for this summary
(Table 3).
Representativeness of study results
Alonso et al. 2004
Arthritis and diabetes
Branco et al. 2009
Any general chronic widespread
pain with or without fatigue
Any general chronic fibromyalgia
Breivik et al. 2006/
Moderate-severe chronic
Pain in Europe 2003
non-cancer pain
Demyttenaere et al. 2006
Any general chronic pain
Demyttenaere et al. 2007
Any general chronic back/neck pain
Gureje et al. 1998
Any chronic pain
Health in EU 2007
Any general chronic pain
that restrict daily activities
Ohayon et al. 2003/
Any general chronic pain
Ohayon et al. 2004/
Ohayon et al. 2005/

Representative
Representativeness unclear

Representativeness unclear
Representativeness unclear
Representativeness unclear
Representativeness unclear
Representativeness unclear
Representativeness unclear

Alonso et al. (2004) was a high quality cross-sectional survey study that reported the point
prevalences for two chronic pain conditions, arthritis and diabetes, among the general populations of
eight countries: Denmark, France, Germany, Italy, Japan, the Netherlands, Norway and the United
States. Between 1991 and 1994, the authors posted a survey to a nationally representative sample
from each country and the SF-36 was self-administered to all participants - except in Germany, Japan
and Italy where it was administered by an interviewer. Since the sample populations from Japan and
the United States were >10% of the pooled total, we reported the point prevalence range of arthritis
and diabetes for individual European countries only. It was not apparent that all those with arthritis
or diabetes also suffered from chronic pain; however, when compared to those who did not have a
chronic pain condition, both pooled population samples reported significantly lower SF-36 average
bodily pain (BP) scores: diabetes pooled sample: SF-36 BP deviation -4.5; SE 0.94; p<0.001; and
arthritis pooled sample: SF-36 BP deviation -14.1; SE 0.58; p<0.001. The mean durations of diabetes
and arthritis were not reported.
Branco et al. (2009) was a low quality cross-sectional survey of two populations in five European
countries: France, Italy, Spain, Portugal, and Germany. The authors measured the point prevalence of
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chronic widespread pain (with or without fatigue) and fibromyalgia for both the rheumatology
outpatient population and the general population in each country using national probabilistic
samples and the London Fibromyalgia Epidemiology Study Screening Questionnaire (LFESSQ). The
point prevalence for any general chronic fibromyalgia (FM) was measured for the rheumatology
outpatient population using the LFESSQ and the American College of Rheumatology (ACR) criteria for
FM. The positive predictive value (PPV) for the LFESSQ-6 was calculated for the rheumatology
outpatient sample and was used to estimate the prevalence of fibromyalgia in the general population
sample. To do this, the authors assumed the PPV was the same for both populations. Older youths
and adults (≥15 years) consulting a designated rheumatology clinic were screened at the clinic over a
period of one month and a sample of the general population in each country was screen by
telephone interview between October 2003 and September 2006. To be eligible, the duration of pain
symptoms had to have been ≥3 months in those rheumatology outpatients diagnosed with FM;
however, this was not an apparent requirement for those diagnosed with chronic widespread pain.
For this report, we have assumed that those with chronic widespread pain with or without fatigue
had pain that was chronic. Neither pain intensity nor duration of pain was reported and cancerrelated pain was not excluded.
Breivik et al. (2006)/Pain In Europe (2003) was a low quality study that administered a computerassisted telephone survey to a regionally stratified general population sample (n=46 394) in fifteen
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy,
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. The authors
measured the one-month prevalence of moderate to severe chronic non-cancer pain in the spring
and early summer of 2003. Screening interviews identified adult respondents (≥18 years) with
moderate to severe pain (≥5 on a 10-point Numeric Rating Scale [NRS]) that had lasted six months or
more, with pain experienced in the past month that occurred at least two times per week. For 4839
of the respondents (including 322 Israelis) who were identified as suffering from moderate to severe
chronic pain, the median pain duration was 7.0 years, 66% reported moderate pain (NRS=5–7), and
34% had severe pain (NRS=8–10). As only 1% of this sample had cancer-related pain, the combined
population was regarded as having chronic non-cancer pain.
Demyttenaere et al. (2006) carried out a medium quality large cross-sectional survey of adults in
Belgium, France, Italy, Germany, the Netherlands and Spain and measured the 12-month prevalence
of painful physical symptoms (PPS) in those with and without a major depressive episode (MDE).
Participants were interviewed and questioned about any frequent or severe headache, back or neck
pain or any other chronic pain and were considered to have PPS if they indicated they had these
symptoms during the past 12 months. The authors did not indicate clearly that they recruited only
chronic pain patients and they did not defined the term chronic. However, the language used in the
paper implied the participants had chronic pain; therefore, we have assumed that those with PPS had
chronic pain. Pain severity and duration were not reported. Cancer-related pain was not specifically
excluded and patients with concomitant chronic somatic disorders, including cancer, were included.
Demyttenaere et al. (2007) was a medium quality survey of community-dwelling adults in seventeen
countries including seven from Europe: Belgium, France, Germany, Italy, Netherlands, Spain and the
Ukraine. The authors estimated the 12-month prevalence of any general chronic back or neck pain
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for each country. Pain intensity and duration were not reported and cancer-related pain was not
excluded.
Gureje et al. (1998) was a medium quality cross-sectional survey of primary care patients from health
centres in the Americas, Asia, Africa and in seven European countries (Germany, France,
Netherlands, United Kingdom, Italy, Turkey and Greece) as part of the World Health Organization
Collaborative Study of Psychological Problems in General Health Care. Between 1991 and 1992, the
authors assessed the one-year prevalence of any general chronic pain (i.e. persistent pain present
most of the time for a period of 6 months or more during the prior year) among primary health care
patients. Consecutive primary care attendees between the age of majority (typically 18 years) and 65
years were screened and a stratified random samples were interviewed (n=5438). Pain intensity and
duration were not reported and cancer-related pain was not excluded.
Health in the European Union (2007) was a low quality study that measured the lifetime prevalence
of any general chronic pain (overall and by location) that restricts daily activities within the countries
of the European Union (25 European Union Member States [2006] plus Bulgaria, Romania, Croatia
and the Turkish Cypriotic Community). A random youth and adult (≥15 years) population sample was
recruited from each country between October and November 2006 and those who agreed to
participate were interviewed in their home. Pain intensity and duration were not reported although,
to be eligible, pain had to restrict daily activities. Cancer-related pain was not excluded.
Ohayon et al. (2003, 2004 and 2005) was a medium quality cross-sectional random telephone survey
of youths and adults (aged 15 to 100 years old) from the general populations of the United Kingdom,
Germany, Italy, Portugal, and Spain. Between 1994 and 1999, the authors assessed the point
prevalence of chronic (≥6 months) painful physical conditions (CPPC) and their relationship with
major depressive disorder. Answers provided during telephone interviews using the Sleep-EVAL
system were the main outcome measure. Interviews included questions about mental disorders and
medical conditions. Data on painful physical conditions were obtained through questions about
medical treatment, consultations, and/or hospitalizations for medical conditions and a list of 42
diseases. Pain severity and duration were not reported and cancer-related pain was not specifically
excluded.
An overview of the estimated prevalence figures for chronic pain conditions in the general
population of Europe can be viewed in Figure 4.
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Table 3. Characteristics, results and representativeness of studies relevant to Q2: prevalence of chronic pain conditions
Study details
Alonso et al. 2004
Study design
Cross-sectional study
Study method
Postal survey sent to
nationally
representative
samples between
1991 and 1994 in the
United States,
Denmark, France,
Germany, Italy, Japan,
Netherlands and
Norway. Selfadministered SF-36
questionnaire in all
countries except Italy
and Germany, where
SF-36 administered
via interview.

Population
Type of chronic pain
Any chronic pain due to arthritis
Any chronic pain due to diabetes
Pain due to arthritis and diabetes was
assumed to be chronic.

Outcomes and analysis

Results

Outcome measured

Point prevalence of arthritis
in European countries
Unadjusted proportions
who reported arthritis
ranged from 4.2% in Norway
to 40.5% in Italy

Range of point prevalence in
European countries for arthritis and
diabetes

Confirmation of diagnosis
Self-reported only

Pain severity
Not reported for individual countries
from Europe

Sample size and demographics
(proportions weighted to account for
different samples sizes)
Pooled sample: N=24 936; mean age 44.4
(SD 17.7) years; 47.8% men

Pooled sample (includes Japan and
the USA)
Mean SF-36 bodily pain score (0-100
where a lower score indicated lower
functioning or higher pain):

Denmark: n=4084; mean age 43.9 (SD
17.8) years; 47.6% men
France: n=3656; mean age 44.6 (SD 18.1)
years; 48.0% men
Germany: n=2914; mean age 45.2 (SD
18.4) years; 47.7% men
Italy: n=2031; mean age 46.0 (SD 18.5)
years; 47.9% men
Netherlands: n=4059; mean age 43.4 (SD
17.9) years; 46.1% men
Norway: n=2323; mean age 44.9 (SD
16.5) years; 48.7% men
Japan: n=3395
US: n=2474

Arthritis pooled sample: 66.8, which
was significantly lower than those
without a chronic pain condition (SF36 BP deviation -14.1; SE 0.58;
p<0.001)

Point prevalence of diabetes
in European countries
Unadjusted proportions
who reported diabetes
ranged from 2.3% in Norway
to 5.3% in Germany

Diabetes pooled sample: 76.4, which
was significantly lower than those
without a chronic pain condition (SF36 BP deviation -4.5; SE 0.94;
p<0.001)
Analysis
Descriptive only for this outcome

Patient selection
To ensure that samples were
representative of the age and gender
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Representativeness
Representative
High quality study
The authors ensured their
sample was representative
by comparing their samples
to the respective national
and regional populations
and by making adjustments
to account for any
differences.

Study details

Population

Outcomes and analysis

Results

Representativeness

Outcome measured
For both rheumatology outpatient
and general population samples:
Prevalence of chronic widespread
pain with fatigue (positive LFESSQ-6)

Point prevalence of chronic
widespread pain without
fatigue
Rheumatology outpatients
in five European countries
(n=1125)
46% screened positive for
the LFESSQ-4

Representativeness unclear

characteristics of the general and
regional populations, comparisons
between samples and populations
(age and sex structure) were performed.
To restore nationally representative
samples the following rates were applied:
percentage of individuals in the gender
and age stratum of the population/
percentage of participants in the
corresponding sex and age stratum of the
survey. Sampling weights also were
constructed to reflect regional
distributions.
Branco et al. 2009
Study design
Cross-sectional study
Study method
Between Oct 2003
and Sept 2006:
Rheumatology
outpatients
LFESSQ was
administered to
outpatients consulting
1 of 8 trained
rheumatologists
practicing in
rheumatology clinics
in France, Italy, Spain,
Portugal, and
Germany regardless
of the reason for their

Type of chronic pain
Any general chronic widespread pain
without fatigue
Any general chronic widespread pain with
fatigue
Any general chronic fibromyalgia
Chronic defined as pain lasting ≥3 months
in rheumatology outpatient population
sample with confirmed fibromyalgia.
It was not apparent that pain duration
was a selection criterion for those
designated as having chronic widespread
pain; therefore, pain was assumed to be
chronic for this diagnosis.
Cancer-related pain was not excluded.
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Prevalence of chronic widespread
pain without fatigue (positive
LFESSQ-4)
For rheumatology outpatient
population sample:
Prevalence of confirmed
fibromyalgia cases (positive LFESSQ-6
and fulfilled ACR FM criteria)

General population in five
European countries
(n=4517)
13% screened positive for
the LFESSQ-4
Point prevalence of chronic
widespread pain with
fatigue
Rheumatology outpatients
in five European countries
(n=1125)

For rheumatology outpatient
population sample:
Estimate of the prevalence of
fibromyalgia
This estimate was based on those
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Low quality study
The authors did not compare
their population samples to
the target populations nor
did they compare
responders to nonresponders.
As well, it was unclear
whether those diagnosed
with chronic widespread
pain actually had chronic
pain as pain duration was
not an apparent inclusion
criteria for this diagnosis

Study details

Population

Outcomes and analysis

visit. Sociodemographic
characteristics were
recorded. Patients
who screened positive
for either LFESSQ-4 or
LFESSQ-6 were then
examined to confirm
or exclude FM
according to
American College of
Rheumatology FM
criteria.

Confirmation of diagnosis
Rheumatology outpatients: screened and
examined at rheumatology clinic by
trained rheumatologist

who tested positive for LFESSQ-6 in
the general population and the
positive predictive value (PPV) for
LFESSQ-6 calculated from the
rheumatology outpatient population.
Authors assumed that the PPV was
the same for both populations

General population
LFESSQ was
administered by
professional
Interviewers, using
the ComputerAssisted Telephone
Interview system, to a
probabilistic sample
of the general
population in each
country. Participants
were selected using
the quota method
(sex, age, occupation
of the head of family)
with stratification
according to the
geographical
area/city. Sociodemographic

General population: self-report only by
telephone interview
Sample size and demographics
All 5 countries:
Rheumatology outpatients: n=1125;
mean age 56 years; 75% women
General population: n=4517; mean age
45 years; 52% women
France
Rheumatology outpatients: n=178; mean
age 54 years; 85% women
General population: n=1014; mean age
45 years; 52% women
Italy
Rheumatology outpatients: n=246; mean
age 49 years; 64% women
General population: n=1000; mean age
47 years; 52% women
Germany
Rheumatology outpatients: n=194; mean
age 55 years; 82% women
General population: n=1002; mean age
45 years; 52% women
Spain
Rheumatology outpatients: n=239; mean
age 64 years; 65% women
General population: n=1001; mean age
43 years; 52% women
Portugal
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Pain severity
Not reported

32% screened positive for
LFESSQ-6
General population in five
European countries
(n=4517)
6.7% screened positive for
LFESSQ-6
Point prevalence of
fibromyalgia
Rheumatology outpatients
in five European countries
(n=1125)
14% (95% CI 11.6, 15.6)
screened positive for the
LFESSQ-6 and fulfilled the
ACR FM criteria including
pain duration ≥3 months

Analysis
95% CIs were calculated and
reported for prevalence of
fibromyalgia and significance was
tested using chi2 for qualitative and
analysis of variance for quantitative
data

General population in five
European countries
(n=4517)
2.9% (95% CI 2.4, 3.4)
estimated to have
fibromyalgia based the
number who tested positive
for the LFESSQ-6 in the
general population and the
LFESSQ-6 PPV calculated
from rheumatology
outpatient sample.
The estimated prevalence of
FM was judged by the
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Representativeness

Study details
characteristics were
also recorded.
Prevalence of
fibromyalgia was
estimated in the
general population
using the positive
predictive value for
the LFESSQ-4 results
calculated for the
rheumatology
outpatient population

Population

Outcomes and analysis

Results

Rheumatology outpatients: n=268; mean
age 57 years; 81% women
General population: n=500; Mean age 41
years; 51% women

authors to be significantly
lower in France (1.4%; 95%
CI 0.7, 2.1) compared to
Italy (3.7%; 95% CI 2.6, 4.8).

Participant selection
Those who tested positive for LFESSQ-4
were designated chronic widespread pain
without fatigue. Those who tested
positive for LFESSQ-6 were designated
chronic widespread pain with fatigue.
However, pain duration was not an
apparent criterion for these diagnoses.

No other statistical
significant differences
between countries were
reported.

Representativeness

To be positive for fibromyalgia,
rheumatology outpatients with positive
LFESSQ screens also had to fulfil the
American College of Rheumatology (ACR)
criteria for FM, i.e. (a) ≥3 months’
duration of widespread pain distributed
on both sides of the body, above and
below the waist, and both the axial and
the peripheral skeleton, and (b) pain in
≥11 of 18 tender point sites on digital
palpation.
The general population respondents who
screened positive for the LFESSQ were
not required to meet ACR criteria for FM;
therefore, chronic pain was not
confirmed for this population sample.
Breivik et al. 2006
Pain Europe (PIE)
2003

Type of chronic pain
Moderate to severe chronic non-cancer
pain (only 1% reported cancer-related
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Outcome measured

Moderate to severe chronic
non-cancer pain (n=4839
including 322 Israelis)

Prevalence of moderate to severe
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Representativeness unclear
Low quality study

Study details
Study design
Cross-sectional study
Study method
Telephone survey in
two parts in
spring/early summer
2003. Population
samples from each
country were
screened for
moderate to severe
chronic pain. Around
300 of those who
qualified were
interviewed in-depth
from each country.

Population

Outcomes and analysis

pain)

chronic non-cancer pain

Most common causes of pain:
Arthritis/osteoarthritis 34%
Hernated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%

Pain severity
All had moderate to severe pain:
66% had moderate pain (NRS=5–7)
34% had severe pain (NRS=8–10)
31% judged their pain so severe that
“I could not tolerate any more”.

Representativeness

Prevalence was measured at
19% for all countries
combined

Initial country population
samples were not compared
to the national populations
and those who refused to be
screened or interviewed
were not compared to those
who agreed to participate.

Highest in Norway: 30%
Lowest in Spain: 12%

Analyses
Descriptive analysis only for this
outcome.

Chronic pain defined as: pain for ≥6
months; pain experienced in the last
month that occurred at least two times
per week. Pain intensity had to be ≥5 on
a 10-point Numeric Rating Scale (NRS)
(1=no pain, 10=worst pain imaginable)
during last episode of pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
Total n=46 394
Spain: 3801
Ireland: 2722
UK: 3800
France: 3846
Switzerland: 2083
Denmark: 2169
Germany: 3832
Netherlands: 3197
Sweden: 2563
Finland: 2004
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Study details

Population

Outcomes and analysis

Results

Representativeness

Austria: 2004
Belgium: 2451
Italy: 3849
Poland: 3812
Norway: 2018
Israel: 2244 (4.8% of total)
4839 respondents with moderate to
severe chronic non-cancer pain; sample
data were weighed by gender and seven
age-categories
Women: 56%; Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
Patient selection
Listed telephone numbers were stratified
by region but randomly selected within
the region. Interviewers stopped after
300 interviews per country. The fifteen
participating European countries were:
Austria, Belgium, Denmark, Finland,
France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain,
Sweden, Switzerland and the UK.
Demyttenaere et al.
2006

Type of chronic pain
Any general chronic pain.
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Outcomes measured
12-month prevalence of any general
chronic pain (PPS)
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Any general chronic pain

Representativeness unclear

12-month prevalence:

Medium quality study

Study details

Population

Study design
Cross-sectional survey
(random sample) of
non-institutionalised
adults aged 18 or
over, across 6
European countries –
Belgium, France,
Germany, Italy, the
Netherlands and
Spain between
January 2001 and July
2003.

All respondents with PPS reported
symptoms during the last 12 months and
were presumed “chronic”, but chronic
was not defined in the study.

Study method
Individuals were
interviewed in their
own homes using
computer-assisted
interview techniques
(CAPI). Data were
determined by means
of the World Mental
Health Composite
International
Diagnostic Interview.
Painful Physical
Symptoms (PPS) were
assessed through
questions about the
lifetime presence of,
or treatment for any
severe headache,
neck or back pain or
other chronic pain.

PPS with chronic somatic disorder was
defined as above, plus participant ever
had arthritis or rheumatism, seasonal
allergies, a stroke, a heart attack, heart
disease, high blood pressure, asthma,
tuberculosis, other chronic lung diseases,
malaria or other parasitic disease,
diabetes or high blood sugar, an ulcer in
the stomach or intestine, thyroid disease,
a neurological problem, HIV, AIDS or
cancer.

Outcomes and analysis

Results
29.34% (SE 0.01)

Participants and eligibility
criteria not adequately
described. Demographics of
the sample not comparable
to the target population.
Responders not compared
with non-responders.

Pain severity
Pain severity was not recorded or
reported.
Analyses
Prevalence data presented as
weighted percentages with standard
errors. Correlates of PPS were also
provided using odds ratios (OR) and
95% Confidence Intervals – adjusted
for socio-demographic details and
presence of MDE.

Confirmation of diagnosis
Self-reported answers to interview
questions – no diagnostic criteria
reported for pain diagnosis.
Interview questions:
1. “Did you still have back or neck
problems or receive treatment for them
at any time during the past 12 months?”
2. “Did you still have frequent or severe
headaches or receive any treatment for
them at any time during the past 12
months?”
3. “Did you still have (any other) chronic
pain or receive any treatment for it
during the past 12 months?”
Sample size and demographics
Total sample n=21,425
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Study details

Population

Outcomes and analysis

Results

Representativeness

Outcomes measured
12 month prevalence of any general
chronic back or neck pain: range for
7 European countries

Any general chronic neck or
back pain

Representativeness unclear

PPS section administered to 8796
respondents.
Sample with PPS:
One PPS: 23% (2023/8796)
Two PPS: 5.3% (466/8796)
Three PPS: 0.8% (70/8796)
(PPS section administered to 8796
respondents)
12-month prevalence:
Males with PPS: 24%
Females with PPS: 34.4%
Mean age not reported – age only
reported in relation to prevalence of PPS.

Patient selection
A random sample cross-sectional survey
was utilised. Participants were deemed to
have PPS when they gave an affirmative
answer to one of the three questions
reported above.
Demyttenaere et al.
2007

Type of chronic pain
Any general chronic back or neck pain.

Study design
Population surveys of
community-dwelling
adults in 17 countries
in Europe (Belgium,
France, Germany,
Italy, Netherlands,
Spain and the
Ukraine), the

Pain intensity was not reported therefore
those with mild pain were likely included.
Cancer-related pain was not excluded.

Medium quality study
12 month prevalence
country range:

Pain severity
Not reported

Highest: 42.2% in the
Ukraine and 29.6% in Italy

The term ‘chronic’ was not defined.
Confirmation of diagnosis
Self reported
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Analyses
Descriptive only for this outcome

Lowest: 14.7% in Spain
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The authors did not compare
their country samples with
the national populations nor
did they compare survey
responders with nonresponders.

Study details
Americas, the Middle
East, Africa, Asia, and
the South Pacific
Study method
Face-to-face survey
with questions about
chronic conditions
adapted from the US
Health Interview
Survey (National
Centre for Health
Statistics, 1994).

Population

Outcomes and analysis

Results

Representativeness

Sample size and demographics
European sample: n= 10 516
Breakdown by country:
Belgium: n=1043; mean age 46.9 y;
women 51.7%
France: n=1436; mean age 46.3 y; women
52.2%
Germany: n=1323; mean age 48.2 y;
women 51.7%
Italy: n=1779; mean age 47.7 y; women
52.0%
Netherlands: n=1094; mean age 45.0 y;
women 50.9%
Spain: n=2121; mean age 45.5 y; women
51.4%
Ukraine: n=1720; mean age 46.1 y;
women 55.1%
Selection
All respondents who met criteria for any
mental disorder (part 1) and a probability
sample of other respondents were
administered part-2 (assessment of
chronic physical conditions). Composite
International Diagnostic Interview (CIDI
3.0) was used to assess anxiety
disorders), mood disorders (major
depression and dysthymia), and alcohol
abuse or dependence.

Gureje et al. 1998
Study design
Cross-sectional survey
(only data for Europe

Type of chronic pain
Any general chronic pain
Chronic pain was pain that was present
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Outcomes measured
On e year prevalence of any general
chronic pain in those presenting to
primary care centres
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Any general chronic pain

Representativeness unclear

One year prevalence
country range:

Medium quality study

Study details
is presented here)
Study method
From 1991-1992, the
General Health
Questionnaire was
administered as a
screening instrument
to primary care
patients at eight
European health care
centres in Germany,
Turkey, France, the
Netherlands, England,
Italy and Greece.
Selected patients
were assessed by the
WHO primary care
version of the
Composite
International
Diagnostic Interview
(CIDI).

Population
most of the time for ≥6 months during
the prior year. Chronic pain patients had
to have at sometime during their lifetime
consulted a health professional about the
pain; taken medication more than once;
and had pain that interfered with life or
activities a lot.
Pain intensity was not reported and
cancer-related pain was not excluded

Outcomes and analysis

Results

Pain severity
Not reported

Highest:35% (140/400) in
Berlin Germany

Analyses
Weighted data accounting for the
stratified sampling scheme and
differentials in response rate by GHQ
stratum, sex and centre to control
for non-response.

Lowest: 17.3% (34/196) in
Athens, Greece

Outcomes measured
Life time prevalence of any general
chronic pain that restrict daily

Any general chronic pain
that restricts daily activities

Representativeness
The authors did not compare
their sample demographics
to the general population of
included countries or
population centres.

Confirmation of diagnosis
Patients presented at primary health care
centres
Sample size and demographics
Total from Europe: n=2819
Berlin, Germany: n=400
Ankara, Turkey: n=400
Paris, France: n=405
Mainz, Germany: n=400
Groningen, the Netherlands: n=340
Manchester, England: n=428
Verona, Italy: n=250
Athens, Greece: n=196
Patient selection
Consecutive patients attending a primary
care facilities in Berlin, Ankara, Paris,
Mainz, Groningen, Manchester, Verona,
and Athens.

Health in the EU 2007
Study design

Type of chronic pain
Any general chronic pain that restricts
daily activities
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Representativeness unclear
Low quality study
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Study details

Population

Outcomes and analysis

Results

activities – overall and by location

Cross-sectional study

Life time prevalence: 25%
reported they had
experienced chronic
restrictive pain at some
point in their lives

Chronic defined as pain lasting ≥3 months
Study method
Random population
sample from 25
members of the
European Union plus
Bulgaria, Romania,
Croatia and the
Turkish Cypriotic
Community. Between
Oct and Nov 2006,
participants were
interviewed in their
home and data
capture was
facilitated by
Computer Assisted
Interview (CAPI),
where available. For
each country, a
comparison between
the sample and the
'universe' description
(i.e. derived from
Eurostat population
data or national
statistics offices). A
national and
international
weighting procedure
was conducted using
the 'universe'
description and
international

Confirmation of diagnosis
Self-report only
Sample size and demographics
Total: n=25 031
Mean age not reported
Sex proportion not reported

Pain severity
Not reported
Analyses
Descriptive only. For samples of 1000
interviews, confidence limits were
provided according to percentage
value.

Patient selection
Those with chronic pain answered 'yes' to
the following question:
Have you ever had any pain affecting
your muscles, joints, neck or back which
has affected your ability to carry out the
activities of daily living that lasted 3
months or more?
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Lifetime prevalence of
chronic restrictive pain by
location:
Head: 4%
Shoulders: 5%
Elbows: 2%
Wrists/hands: 3%
Knees: 6%
Neck: 5%
Upper back: 6%
Low back: 9%
Hips/thighs: 5%
Ankles/feet: 3%

Representativeness
Authors did not compare
their samples with the
national populations nor did
they compare responders to
non-responders. As well,
demographics of sample
chronic pain population
were not described.

Study details

Population

Outcomes and analysis

Results

Representativeness

weighting.
Ohayon et al.
2003/2004/2005
Study design
Cross-sectional study
across 5 European
countries (United
Kingdom, Germany,
Italy, Portugal, and
Spain)
Study method
Telephone interview
between 1994 and
1999, using the SleepEVAL System. Lay
interviewers read
participants the
questions displayed
on the computer
screen and entered
their answers. A
typical interview
covered sociodemographic
information, sleep/
wake schedule,
sleeping habits,
psychiatric symptoms,
medical treatments,
and physical illnesses.

Type of pain
Any general chronic pain – chronic painful
physical condition (CPPC)

Outcomes measures:
Point prevalence of any general
chronic pain

Chronic defined as pain that was
persistent for ≥6 months, patients had
consulted a health specialist for the pain,
whether or not it resulted in a treatment;
were taking medication, prescribed or
not, for the pain; or reported that pain
interfered with functioning.

Pain severity:
Not reported

Confirmation of diagnosis
Self report only. Painful physical
conditions were ascertained through
several questions about current
treatment, current medication,
hospitalizations in the previous 12
months and lists of 42 diseases (asking to
specify if the participant had one or more
of them).

Analyses:
Descriptive and logistic regression
analysis controlled for sex, age,
occupational status, alcohol intake,
smoking, stress and BMI (factors
normally associated with depression)

Sample size and demographics
N=18 980
Overall participation rate: 80.4%.
Men: n=9116 (48%)
Women: n=9864 (52%)
Men:
<25y n= 1759 (19%)
25-34y: n=1807 (20%)
35-44y: n=1556 (17%)
45-54y: n=1399 (15%)
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Any general chronic pain

Representativeness unclear

Point prevalence: 17.1%
reported having at least one
chronic painful physical
condition (95% CI 16.5%,
17.6%)

Medium quality study
Responders were not
compared to nonresponders.

Study details

Population

Outcomes and analysis

Results

55-64y: n=1228 (13%)
≥65y: n=1367 (15%)
Women:
<25y: n=1684 (17%)
25-34y: n=1767 (18%)
35-44y: n=1554 (16%)
45-54y: n=1426 (14%)
55-64y: n=1313 (13%)
≥65y: n=2120 (21%)
Patient selection
The target population in the United
Kingdom, Germany, Italy, and Spain was
all non-institutionalized residents
aged ≥15 years; in Portugal, the minimum
age was set at 18 years.
A 2-stage sampling design was used for
all 5 countries, using the geographical
distribution in the first stage and the Kish
selection method in the second stage
(maintains age and sex representation)
Exclusion criteria included insufficient
fluency in the national language, hearing
or speech impairment, or an illness that
precluded the feasibility of an interview
or being currently hospitalized.
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Representativeness

Figure 4. Overview of the estimated prevalence figures (rounded to the nearest 1000) for chronic pain conditions in the general population of Europe.
Population
Total: 501 259 800 (EU27 Jan 2010)
Adults: 422 562 000 (≥15 yrs)

Chronic pain prevalence
Moderate to severe non-cancer: 80 286 000 adults (one-month19%)**
Any general: 105 641 000 adults (lifetime 25%)*
Back pain

Neuropathic pain

Arthritis

Any general upper back:

no data

Any diagnosis:

25 354 000 adults (lifetime 6%)*
Post-herpetic
neuralgia
Low back pain
Any general : 38 031 000
adults (lifetime 9%)*

Neck pain
Any general: 21 128 000
adults (lifetime 5%) *

Back pain w/o
radiculopathy

no data

52 609 000 adults
(point 12.5%)

Chronic regional pain
syndromes
Any general
fibromyalgia:
12 254 000 adults
(point 2.9%)*

Osteoarthritis
no data

Trigeminal
neuralgia
no data

Rheumatoid arthritis

Diabetic
neuropathy

no data

no data
Phantom limb
pain
no data

no data
Back pain with radiculopathy
no data

*chronic pain defined as pain lasting ≥3 months
**chronic pain defined as pain lasting ≥6 months
Kleijnen Systematic Reviews Ltd.

65

Post-thoraco/
mastectomy
pain

Chronic
visceral pain
syndromes

no data

no data

Q2. Results
Prevalences per study for Europe as a whole can be viewed in Table 4a. Estimate figures all have
been rounded to the nearest 1000. Prevalences for individual European countries can be viewed in
Table 4b.
Table 4a. Summary of the prevalence of chronic pain conditions in Europe as a whole
Study

Pain characteristics

Chronic non-cancer pain
Breivik et al. 2006/
Self-reported moderate to severe
Pain in Europe 2003
chronic non-cancer pain in adults
≥18 years
Chronic general pain
Demyttenaere et al.
Self-reported any general chronic
2006
pain in adults ≥18 years
Ohayon et al.
2003/2004/2005
Health in EU 2007

Gureje et al. 1998

Any general chronic pain in youths
and adults between 15 and 100
years
Any general chronic pain in youths
and adults (≥15 years) that restricts
daily activities
Any general chronic pain in adults
≥18 years who presented at
primary care centres

Chronic neck or back pain
Demyttenaere et al.
Self-reported any general chronic
2007
neck or back pain in adults ≥18
years
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Prevalence in
Europe*

Projected to whole
European adult
population**

One-month
prevalence: 19%

80 286 000

12-month
prevalence:
29.34%
Point prevalence:
17.1%

123 979 000

Lifetime prevalence:
25%

105 641 000

One-year prevalence:
Berlin, Germany: 35%
Ankara, Turkey:
38.5%
Paris, France: 30.6%
Mainz, Germany:
32.5%
Groningen,
Netherlands: 37.4%
Manchester,
England: 34.8%
Verona, Italy: 19.6%
Athens, Greece:
17.3%
Median: 35%

147 896 000

12-month
prevalence:
Belgium: 19.9%
France: 21.3%
Germany: 18.3%
Italy: 29.6%
Netherlands: 17.4%
Spain: 14.7%
(Ukraine: 42.2%)

80 709 000

72 258 000

66

Study

Pain characteristics

Health in EU 2007

Any general chronic neck pain in
youths and adults (≥15 years) that
restricts daily activities
Health in EU 2007
Any general chronic low back pain
in youths and adults (≥15 years)
that restricts daily activities
Health in EU 2007
Any general chronic upper back
pain in youths and adults (≥15
years) that restricts daily activities
Chronic widespread pain or fibromyalgia
Branco et al. 2009
Self-reported any general chronic
widespread pain without fatigue in
youths and adults ≥15 years
Branco et al. 2009
Self-reported any general chronic
widespread pain with fatigue in
youths and adults ≥15 years
Branco et al. 2009
Estimated any general
fibromyalgia (chronic widespread
pain with fatigue plus ACR criteria)
in youths and adults ≥15 years
Arthritis
Alonso et al. 2000
Self-reported arthritis in those ≥18
years

Diabetes
Alonso et al. 2000

Self-reported diabetes in those ≥18
years

Prevalence in
Europe*
Median (less
Ukraine): 19.1%
Lifetime prevalence:
5%

Projected to whole
European adult
population**

21 128 000

Lifetime prevalence:
9%

38 031 000

Lifetime prevalence:
6%

25 354 000

Point prevalence:
13%

54 933 000

Point prevalence:
6.7%

28 312 000

Point prevalence:
2.9%

12 254 000

Point prevalence:
Denmark 6.4%
France 16.4%
Germany 17.0%
Italy 40.5%
Netherlands 8.5%
Norway 4.2%
Median: 12.45%

52 609 000

Point prevalence:
Denmark 2.6%
France 3.3%
Germany 5.3%
Italy 4.5%
Netherlands 3.3%
Norway 2.3%
Median: 3.3%

13 945 000

**Representativeness was judged as unclear for all prevalence estimates except for Alonso et al.
2000, where the point prevalence estimates were judged as representative of countries from Europe
** Whole population: 501 259 800 (EU 27: Jan 2010)
Adults (84.3% of whole population were ≥15 years in Jan 2010): 422 562 000
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Table 4b. Prevalence and incidence estimates for individual European countries.
Country

UK
Population: 61 383 000
(49 865 800 adults aged
16yrs or over)

France
Population: 62 793 432
(47 346 000 adults)

Sweden
Population: 9 340 700
(7 025 600 adults)

Denmark
Population: 5 534 738
(4 182 492 adults aged
20yrs or over)

Prevalence of Chronic
Pain (Whole Population –
including adults)*
Any (including mild):
41-46.5%
Moderate to severe:
13%
Severe:
5.7%

Prevalence (Adults Only)

Any (including mild):
31.7%
Moderate to severe:
15% - 19.1%

Chronic Back Pain:
7.6%
Chronic Low Back Pain:
17%
Chronic neck/shoulder
pain in French workers:
10.8%
Fibromyalgia (inc ≥15yrs):
2.2%
Chronic neuropathic
Pain:
Any – 6.9%
Mod to Severe – 10.8%

Any chronic back pain in
people aged 45-60yrs:
1.8%
(154 000 per 100 personyears of exposure)

Chronic Back Pain:
15.4%
Chronic Low Back Pain:
30%
Chronic Neck/Shoulder
Pain:
10.5%
Chronic Widespread
Pain:
11.4%
Chronic Regional Pain
Syndromes:
23.9%

Any general chronic pain:
7%

Chronic Low Back Pain:
12-36%
Chronic Neck/Shoulder
Pain:
10%
Chronic Thoracic Pain:
4%
Chronic Forearm Pain:

6-year incidence of
moderate to very severe
non-cancer pain:
10.7% (Annual incidence
1.8%)

Any (including mild):
54.7%
Moderate to severe:
18%
Severe:
2.8%

Any (including mild):
20.2%
Moderate to severe:
16%
Severe:
5.6%
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Chronic Back Pain:
16%
Chronic Low Back Pain:
11%
Chronic Forearm Pain:
4%
Chronic Widespread
Pain:
10.5%
Fibromyalgia:
0.18%
Chronic neuropathic
Pain:
8%

Incidence
(Annual incidence unless
otherwise stated)
Any chronic pain
including mild pain and
cancer-related pain:
8.3%

Any chronic neck pain in
people aged 45-60yrs:
1.1%
(94 000 per 100 personyears of exposure)

General chronic pain in
the very elderly (over 2
years) ≥70yrs:
16%
Any chronic
musculoskeletal pain:
13%
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Country

Germany
Population: 82 002 000
(68 247 754 adults)

Prevalence of Chronic
Pain (Whole Population –
including adults)*

Moderate to severe:
17%
Severe:
5.1%

Prevalence (Adults Only)

3.37%
Chronic Elbow, Forearm
and Hand Pain:
12%
Chronic Back Pain:
18.7%
Chronic Neck/Shoulder
Pain:
12.7%
Chronic Neuropathic
Pain:
1.2%
Fibromyalgia:
3.2-5.8%
Chronic Diabetic
Neuropathy:
13.3% of diabetics
Chronic Widespread
Pain:
8.6%
Chronic visceral Pain
Syndrome:
7.8%

Incidence
(Annual incidence unless
otherwise stated)

Incidence of disc
disorders (in chronic back
pain):
0.15-1.33%
Chronic LBP after 3 years
in construction workers
without LBP at baseline:
7.7%
Post-herpetic neuralgia in
herpes zoster patients:
28.4%
Moderate pain: 8.9%
Severe pain: 1.8%

Italy
Population 60 045 068,
(51 601 113 aged≥15yrs)

Moderate to severe:
26%
Chronic Pain in the
Elderly:
26-31.5%

Chronic joint pain:
27%
Chronic musculoskeletal
pain:
26.7%
Low back pain (lasting ≥3
months):
5.9%

No incidence data
reported for Italy

Spain
Population 46 160 000
(38 207 800 adults)

Moderate to severe:
12%
Chronic Pain in the
Elderly:
70.8-72.1%

Incidence of neuropathic
pain in population
attending neurology
units and primary care
centres (in a 6-month
period):
77.2%

Netherlands
Population 16 485 787
(12 552 000 adults ≥20
yrs)

Moderate to severe:
18%
Any general chronic
musculoskeletal pain:
44.4%
Unexplained severe
chronic pain:
0.8%

Chronic Back Pain:
15-51%
Chronic Low Back Pain:
14.8%
Chronic Neuropathic
Pain:
4%
Fibromyalgia:
1.4-2.37%
Chronic Low Back Pain:
21.2%
Chronic Neck/Shoulder
Pain:
14.3%-15.1%
Chronic Regional Pain
Syndromes (study
includes children):
5.2%
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Any neuropathic pain
(chronic and nonchronic):
8.2 per 1000 person
years (0.082%)
Complex Regional Pain
Syndromes (study
includes children):
26.2 per 100 000 person
years (0.26%)
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Country

Prevalence of Chronic
Pain (Whole Population –
including adults)*

Prevalence (Adults Only)

Incidence
(Annual incidence unless
otherwise stated)
Incidence of persistent
pain 3 months post
herpes zoster diagnosis:
3.4 per 1000 person
years
Neuropathies
Any – 0.82%
Ischia – 0.21%
Diabetic neuropathy –
0.07%
Post herpetic neuralgia
(PHN)– 0.04%
Trigeminal neuralgia –
0.03%
Phantom pain – 0.002%
Any chronic back pain in
working people:
Men – 2.02 per 1000
workers per year
Women – 2.14 per 1000
workers per year
Non-specific back pain
Men – 0.54 per 1000
workers per year
Women – 0.76 per 1000
workers per year
Non-specific neck pain
Men – 0.06 per 1000
workers per year
Women – 0.10 per 1000
workers per year

*NB. All population prevalence data was based on studies with adult populations only - children
were excluded.
Q2. Conclusion
Eight studies were selected that reported on prevalence of chronic pain or prevalence of chronic
pain conditions in Europe. Of these, the results of one (Alonso et al. 2000) was judged to be
representative whereas, in the remainder, the representativeness was unclear.
Three studies estimated the prevalence of any general chronic pain in pooled samples of multiple
European countries: the point prevalence estimate for any general chronic pain was 17.1% and the
lifetime prevalence was estimated at 25% (Ohayon et al. 2003/2004/2005, and Health in the EU
2007, respectively). The 12-month prevalence was estimated at just over 29% (Demyttenaere et al.
2006). One study estimated the one-month prevalence of moderate to severe chronic non-cancer
pain at 19% (Breivik et al. 2006/Pain in Europe 2003). Another study estimated the lifetime
prevalence of any general chronic neck, low back and upper back pain at 5%, 9% and 6% respectively
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(Health in EU 2007). The point prevalence of any general chronic fibromyalgia was estimated in one
study to be just under 3% (Branco et al. 2009).
These prevalence results were not comparable as the definition for chronic pain varied between
studies: pain lasting 3 months or more (Health in the EU 2007 and Branco et al 2009), lasting 6
months or more (Ohayon et al. 2003/2004/2005 and Breivik et al. 2006/Pain in Europe 2003) or pain
was not defined at all (Demyttenaere et al. 2006).

Q3. What is the incidence of chronic pain conditions in Europe?
No studies were identified for this question for Europe as a whole.

Q4. What percentage of chronic pain patients are untreated or inadequately treated?
We identified one study that was relevant to question 4 (Table 5).
Representativeness of study results
Breivik et al. 2006/
Moderate to severe chronic non-cancer pain
Pain in Europe 2003

Representativeness unclear

Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to a regionally stratified general population sample in 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. The authors
reported the percentage of respondents with moderate to severe chronic non-cancer pain who were
not treated in any way for pain. In the spring and early summer of 2003, screening interviews
identified adult respondents (≥18 years) with moderate to severe pain (≥5 on a 10-point Numeric
Rating Scale [NRS]) that had lasted six months or more, with pain experienced in the past month that
occurred at least two times per week. Around 300 moderate to severe chronic pain sufferers were
interviewed in-depth from each country for a total of 4839 respondents (including 322 Israelis).
Median pain duration for all countries combined was 7.0 years, 66% reported moderate pain
(NRS=5–7), and 34% had severe pain (NRS=8–10). As only 1% of the sample had cancer-related pain,
the combined population was regarded as having chronic non-cancer pain.
No studies were identified that reported the number of chronic pain patients who were
inadequately treated (i.e. number of patients who were treated but their treatment did not meet
the accepted standard for their chronic pain condition).
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Table 5. Characteristics, results and representativeness of studies relevant to Q4: percentage of untreated or inadequately treated
Study details
Breivik et al. 2006
Pain in Europe 2003
Study design
Cross-sectional study
Study method
Telephone survey in
two parts in
spring/early summer
2003. First the
population was
screened for
moderate to severe
chronic pain. Around
300 of those who
qualified were
interviewed in-depth
from each country.
However, reported
responses to
questions varied and
number of
participants for
individual questions
were often <300.

Population
Type of chronic pain
Moderate to severe chronic non-cancer
pain – 1% of sample had cancer-related
pain
Chronic pain is defined as pain for ≥ 6
months, pain in the last month and
several times during the last week. Their
pain intensity had to be ≥ 5 on a 10-point
Numeric Rating Scale (NRS) (1 = no pain,
10 = worst pain imaginable) during last
episode of pain.

Outcomes and analysis
Outcome measured
Percentage of respondents who
were not being treated for their
moderate to severe chronic noncancer pain in any way

Representativeness

Moderate to severe chronic
non-cancer pain

Representativeness unclear
Low quality study

31% of respondents
(n=4827) reported they
were not being treated for
their pain in any way.

Pain severity
Moderate (66%, NRS scale 5-7) to
severe (34%, NRS scale 8-10) pain

With a prevalence estimate
of 19%, an estimated 6% of
the adult general population
in Europe had untreated
moderate to severe chronic
non-cancer pain

Analyses
Descriptive analyses

Confirmation of diagnosis
Not reported
Sample size and demographics
n=4839 respondents with chronic pain
n=4827 responded to the question ‘is you
pain currently being treated in any way?’
Sample data were weighed by gender
and seven age-categories (18-30, 31-40,
41-50, 51-60, 61-70, 71-80, 80+)
Women: 56% / Men: 44%
Age groups:
18-30:16%
31-40:18%
41-50:21%
51-60:18%
61:70:14%
71-80:10%
81+:4%
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Responders were not
compared to nonresponders.

Study details

Population

Outcomes and analysis

Results

Patient selection
Listed telephone numbers were stratified
by region but randomly selected within
the region. Interviewers stopped after
300 interviews per country. Countries
included were Austria, Belgium,
Denmark, Finland, France, Germany,
Ireland, Italy, the Netherlands, Norway,
Poland, Spain, Sweden, Switzerland and
the UK (and Israel).
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Representativeness

Percentage e of general population in Europe

Q4 Results
Moderate to severe chronic non-cancer pain
The proportion of moderate to severe chronic non-cancer sufferers who were not for their pain in
any way can be viewed in Figure 5. Those who currently were not receiving any treatment were
asked to give their reasons as to why not. The most common reason given was that respondents
could manage the pain on their own (33%). However, many patients felt their pain was not bad
enough (13%), disliked taking medication (10%), had side effects from treatment (11%), felt that
nothing more could be done (12%), decided to live with their pain (11%), felt their treatment had not
helped (5%) or felt their pain condition was better now (5%).
(19%)

20%
18%
16%
69% (13%)

14%
12%
10%
8%
31% (6%)
6%
4%
2%
0%
Percent not treated
in any way

Percent treated
in some way

Prevalence of moderate to
severe
chronic non-cancer pain

Figure 5. Percentage of respondents (n=4827) with moderate to severe chronic non-cancer pain who
were not treated in any way for their pain and percentage who have treated their pain ‘in some way’.
In brackets: percentage of general population in Europe. With a prevalence of 19%, an estimated 6%
of the general population in Europe were not treated in any way for their moderate to severe chronic
non-cancer pain (Breivik et al. 2006 and Pain in Europe 2003)
Q4 conclusion
One low quality study (Breivik et al. 2006 and Pain in Europe 2003) found that 31% of participants
with moderate to severe chronic non-cancer pain were not being treated for their pain. With a
prevalence of 19%, an estimated 6% of the general population in Europe had moderate to severe
chronic non-cancer pain and were not treated in any way for their pain. The representativeness of
the result was unclear because non-responders were not compared to responders and sample sizes
were judged to be low.
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Q5. How many chronic pain patients present themselves for treatment?
We identified four studies relevant to this question and selected two for this summary (Table 6).
Representativeness of study results
McDermott et al. 2006/
Any general chronic neuropathic pain
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Van Seventer et al. 2006
Any chronic post-herpetic neuralgia
Breivik et al. 2006/
Pain in Europe 2003

Moderate-severe non-cancer chronic pain

Representativeness
unclear

Representativeness
unclear

McDermott et al. (2006), Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab) and van Seventer et al.
(2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on health-care resource
utilisation. Adults (≥18 years) with a neuropathic pain condition that had lasted at least three months
were recruited from 125 general practices (92%) and other non-pain specialists (8%) in six European
countries: France, Germany, Italy, the Netherlands, Spain and the United Kingdom. The authors
reported the percentage of patients who had consulted a physician in the past four weeks and the
percentage who had been evaluated by a pain specialist at some point for any general chronic
neuropathic pain (McDermott et al. 2006), trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac),
painful diabetic neuropathy (PDN) (Tölle et al. 2006 J Diab) and post-herpetic neuralgia (PHN) (van
Seventer et al. 2006). For those with any chronic general neuropathic pain, TN, PDN and PHN,
respectively 67%, 66%, 74% and 45% had their painful neuropathic condition for more than one year
and respectively 79%, 65%, 82% and 59% reported moderate to severe pain (i.e. ≥4 on 0-10 Pain
Intensity Index) during the 24 hours prior to the interview. Those with cancer-related neuropathic
pain were not excluded.
Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to a regionally stratified general population sample in 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. The authors
reported the percentage that had seen a physician in the past six months for the medical condition
which had caused their pain and the percentage who had ever consulted a pain specialist for their
pain. In the spring and early summer of 2003, screening interviews identified adult respondents (≥18
years) with moderate to severe pain (≥5 on a 10-point Numeric Rating Scale [NRS]) that had lasted six
months or more, with pain experienced in the past month that occurred at least two times per week.
Around 300 moderate to severe chronic pain sufferers were interviewed in-depth from each country
for a total of 4839 respondents (including 322 Israelis). Median pain duration for all countries
combined was 7.0 years, 66% reported moderate pain (NRS=5–7), and 34% had severe pain (NRS=8–
10). As only 1% of the sample had cancer-related pain, the combined population was regarded as
having chronic non-cancer pain.
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Table 6. Characteristics, results and representativeness of two studies relevant to Q5: presentations for treatment
Study details

Population

Outcomes and analysis

McDermott et
al. 2006
Tölle et al. 2006
Pain Prac
Tölle et al. 2006
J Diab
Van Seventer et
al. 2006

Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)
Any chronic post-herpetic neuralgia (PHN)
Chronic defined as pain lasting ≥3 months

% of PHN patients who had telephone
consultations for pain in the past four
weeks

Study design
Cross-sectional
study

Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of
the neuropathic pain syndromes with
references to patient-reported pain
descriptors, location, and pain duration.

Pain severity in last 24 hours
Pain Severity Index (PSI) range 0-10
where 0=no pain and 10=pain as bad
you can imagine

Study method
Adult patients
came from 125
communitybased physician
practices (92%
general
practices and
8% other nonpain specialists)
in France,
Germany, Italy,
the
Netherlands,
Spain and the
UK.
Demographics
and treatment
information
were recorded

Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy 41,
Netherlands 58, Spain 95 and UK 103);
mean age 62.9 (SD 14.4) years; women 50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%,
cervical radiculopathy 14%; TN 14% and
post-traumatic neuropathy 12%
< 10% of sample: neuropathic pain due to
central post-stroke; post-spinal cord injury;
post-mastectomy; post-thoracotomy; and
phantom limb
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean
age 62.7±15.8 years; women 67.1%
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Results

Outcomes measured
% consulted a physician in the past four
weeks for pain

Representativeness

Any general chronic
neuropathic pain
(n=602) (McDermott et al.
2006)

Representativeness
unclear

76% consulted a physician
at least once in the last 4
weeks for pain

The representativeness of
the results was judged as
unclear because the authors
did not compare those who
consented to participate
with those who did not give
their consent.

Medium quality study

% evaluated by a pain specialist

28% had telephone
consultations for pain in the
last 4 weeks
49% had been evaluated by
a pain specialist at some
point

Any general chronic neuropathic pain
(McDermott et al. 2006)
Mean PSI score (n=592): 4.8 (SD 2.1)
54.0% (n=311/576) reported moderate
pain (4-6 on PSI scale)
24.7% (n=142/576) reported severe pain
(7-10 on PSI scale)

Any chronic trigeminal
neuralgia (n=82)
(Tölle et al. 2006 Pain Prac)
78% consulted a physician
at least once in the last 4
weeks for pain

TN (Tölle et al. 2006 Pain Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate pain
14.6% reported severe pain

24% had telephone
consultations for pain in the
last 4 weeks

PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain

53% had been evaluated by
a pain specialist at some
point

76

Study details
during an
interview.
Patients
completed the
Brief Pain
Inventory (BPI)
severity and
interference
questions

Population
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19); mean
age 65.6±11.2 years; women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%

Outcomes and analysis

Results
Any chronic painful diabetic
neuropathy
(n=140) (Tölle et al. 2006 J
Diab)

PHN (van Seventer et al. 2006)
Mean PSI score: 4.2
59% reported overall moderate to
severe pain
78% reported their worst pain as
moderate to severe

76% consulted a physician
at least once in the last 4
weeks for pain

Analyses
Descriptive only for this outcome

25% had telephone
consultations for pain in the
last 4 weeks

Patient selection
Adult (≥18 years) diagnosed by physician
with the following: PDN, PHN, TN, central
post-stroke neuropathic pain , post-spinal
cord injury neuropathic pain , postmastectomy neuropathic pain, postthoracotomy neuropathic pain, cervical
radiculopathy, phantom limb neuropathic
pain or post-traumatic neuropathy

43.1% had been evaluated
by a pain specialist at some
point
Any chronic post-herpetic
neuralgia (n=84)
(van Seventer et al. 2006)

Specifically for TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s
use of specific neuropathic pain descriptor
items from the Short Form McGill Pain
Questionnaire

68% consulted a physician
at least once in the last 4
weeks for pain
30% had telephone
consultations for pain in the
last 4 weeks

Specifically for PDN – diabetic distal
symmetrical sensory-motor polyneuropathy

30% had been evaluated by
a pain specialist at some
point

Specifically for PHN – neuropathic pain in
the area of a spinal nerve dermatome or
cranial nerve tract after crusting of skin
lesions associated with herpes zoster (PHN).
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Representativeness

Study details

Population

Outcomes and analysis

Results

Representativeness

Outcome measured
% who had seen a physician about the
medical condition that caused their pain
in the last 6 months

Moderate to severe chronic
non-cancer pain

Representativeness unclear

A 3 month history of the condition was
required with pain experienced within a
week of the survey.
Patients excluded if they had 1) participated
in an investigational drug study in past 30
days; 2) a serious/unstable
medical/psychological condition
compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have
confounded neuropathic pain assessment;
and 4) not able to distinguish between
neuropathic pain and another chronic pain
condition.
Breivik et al.
2006
Pain Europe
(PIE) 2003
Study design
Cross-sectional
study
Study method
Telephone
survey in two
parts in
spring/early
summer 2003.
First the
population was
screened for
moderate to

Type of chronic pain
Moderate to severe chronic non-cancer
pain (only 1% reported cancer-related pain)
Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%
Chronic pain defined as pain for ≥ 6 months,
pain in the last month and and occurred at
least twice per week. Pain intensity had to
be ≥5 on a 10-point Numeric Rating Scale
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Low quality study
84% (n=unknown) had seen
a physician at least once in
the past 6 months for the
medical condition that
caused their pain (Breivik et
al. 2006)

% who had ever seen a pain specialist
for their pain
Pain severity
All had moderate to severe pain:
66% had moderate pain (NRS=5–7)
34% had severe pain (NRS=8–10)
31% judged their pain so severe that “I
could not tolerate any more”.

23% (n=4387) had seen a
pain specialist at some point
for their pain (Breivik et al.
2006/PIE 2003)

Analyses
Descriptive analysis only for this
outcome.
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Initial country population
samples were not compared
to the national populations
and those who refused to
be screened or interviewed
were not compared to those
who agreed to participate.

Study details
severe chronic
pain. Around
300 of those
who qualified
were
interviewed indepth from
each country.
However,
reported
responses to
questions varied
and number of
participants for
individual
questions were
often <300.

Population

Outcomes and analysis

Results

(NRS) (1=no pain, 10=worst pain
imaginable) during last episode of pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
n=4839 respondents with moderate to
severe chronic non-cancer pain (including
322 Israelis)
n=unknown, responded to the question
‘how many times in the last six months did
you visit your current doctor about the
illness or medical condition that caused
your pain?’
n=4387 responded to the question ‘have
you ever been to a pain management
specialist?’
Sample data were weighed by gender and
seven age-categories
Women: 56%; Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
Patient selection
Listed telephone numbers were stratified by
region but randomly selected within the
region. Interviewers stopped after 300
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Representativeness

Study details

Population

Outcomes and analysis

Results

interviews per country. The fifteen
participating European countries were:
Austria, Belgium, Denmark, Finland, France,
Germany, Ireland, Italy, the Netherlands,
Norway, Poland, Spain, Sweden, Switzerland
and the UK.
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Representativeness

Q5. Results
The proportions of chronic neuropathic pain sufferers and moderate to severe chronic non-cancer
pain sufferers who had ever visited a pain management specialist at some point can be viewed in
Figure 6. The proportion who had consulted for their chronic pain condition (physician and
telephone consultations) can be viewed in Figure 7.
Moderate to severe chronic non-cancer pain
Approximately 14% of respondents with moderate to severe chronic non-cancer pain had seen their
doctor once, 60% had seen their doctor two to nine times and 11% had seen their doctor at least ten
times in the past six months for their chronic pain condition. The proportions that had ever seen a
pain management specialist for moderate to severe chronic non-cancer pain varied widely between
European countries: 8% in Norway to 40% and 43% in France and Italy, respectively.
Any chronic neuropathic pain
Increased pain severity was significantly associated with increased physician visits (p<0.001)
(McDermott 2006).

Any chronic post-herpetic neuralgia (n=84)

30%

Any chronic painful diabetic neuropathy (n=140)

43%

Any chronic trigeminal neuralgia (n=82)

53%

Any general chronic neuropathic pain (n=602)

49%

Moderate to severe chronic non-cancer pain
(n=4387)

23%

0%

10%

20%

30%

40%

50%

60%

Percent who had ever consulted a pain specialist for their pain

Figure 6. Percent of chronic pain patients who had ever consulted a pain specialist for their pain
(Breivik et al. 2006 and Pain in Europe 20003, McDermott et al. 2006, Tölle et al. 2006 Pain Prac,
Tölle et al. 2006 J Diab, and Van Seventer et al. 2006)
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85%

Moderate to severe chronic noncancer pain (n=unknown)
Any general chronic neuropathic
pain (n=602)

% physician
consultations in
past 6 months

76%
28%

Any chronic trigeminal neuralgia
(n=82)

% physician
consultations in
past 4 weeks

78%
24%

Any chronic painful diabetic
neuropathy (n=140)

% telephone
consultations in
past 4 weeks

76%
25%

Any chronic post-herpetic
neuralgia (n=84)

68%
30%

0%

20%

40%

60%

80%

100%

Percent who consult for pain

Figure 7. Percentage of chronic pain sufferers who had consulted a physician or had a telephone
consultation for their pain (McDermott et al. 2006, Tölle et al. 2006 Pain Prac, Tölle et al. 2006 J
Diab, Van Seventer et al. 2006, and Breivik 2006/ Pain I Europe 2003).
Q5. Conclusion
A single study reported on those who suffered from moderate to severe chronic non-cancer pain in
15 European countries plus Israel. Of those who responded to the specific question concerning
consultations, 84% reported they had seen a physician at least once in the last six months about the
illness or medical condition that caused your pain and 23% reported that they had seen a pain
specialist at some point for their pain. The target population for this study was moderate to severe
chronic pain sufferers among the general population of the 15 European countries plus Israel. It was
unclear whether the results were representative as the authors did not compare each country
sample with the national population nor did they compare those that refused with those that had
agreed to participate.
A single study reported on patients who presented with any general chronic neuropathic pain to
general practitioners in six European countries. Of these, 76% had seen a physician for their pain and
28% had a telephone consultation at least once in the past four weeks, and 49% had seen a pain
specialist at some point for their pain. Increased pain severity was significantly associated with
increased physician visits. The target population for this study was chronic neuropathic pain patients
who had presented to their general practitioners in six European countries - those who had
presented to pain specialists purposefully were not included. It was unclear whether the results
were representative as the authors did not compare those who gave their consent to participate
with those who had refused consent. The sub-sample sizes also were considered small.
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Q6. How many chronic pain patients get treated, broken down by treatment?
We identified four studies that were relevant to this question and selected two for this summary
(Table7).
Representativeness of study results
McDermott et al. 2006/
Any general chronic neuropathic pain
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Van Seventer et al. 2006
Any chronic post-herpetic neuralgia
Breivik et al. 2006/
Pain in Europe 2003

Moderate-severe non-cancer chronic pain

Representativeness
unclear

Representativeness
unclear

McDermott et al. (2006), Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab) and van Seventer et
al. (2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on health-care resource
utilisation. Adults (≥18 years) with a neuropathic pain condition that had lasted ≥3 months were
recruited from 125 general practices (92%) and other non-pain specialists (8%) in six European
countries: France, Germany, Italy, Netherlands, Spain and UK. The percentage of patients who were
treated (i.e. received prescription pain medication) was reported for those with any general chronic
neuropathic pain (McDermott et al. 2006), trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac),
painful diabetic neuropathy (PDN) (Tölle et al. 2006 J Diab) and post-herpetic neuralgia (PHN) (van
Seventer et al. 2006). The authors also reported the percentage who received pain medication by
type. For those with any chronic general neuropathic pain, TN, PDN and PHN, respectively 67%, 66%,
74% and 45% had their painful neuropathic condition for more than one year and respectively 79%,
65%, 82% and 59% reported moderate to severe pain (i.e. ≥4 on 0-10 Pain Intensity Index) during the
24 hours prior to the interview. Those with cancer-related neuropathic pain were not excluded.
Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to a regionally stratified general population sample in 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. The authors
reported the proportions who were taking prescription pain medication at time of interview and the
breakdown of pain treatments by type. In the spring and early summer of 2003, screening interviews
identified adult respondents (≥18 years) with moderate to severe pain (≥5 on a 10-point Numeric
Rating Scale [NRS]) that had lasted six months or more, with pain experienced in the past month that
occurred at least two times per week. Around 300 moderate to severe chronic pain sufferers were
interviewed in-depth from each country for a total of 4839 respondents (including 322 Israelis).
Median pain duration for all countries combined was 7.0 years, 66% reported moderate pain
(NRS=5–7), and 34% had severe pain (NRS=8–10). As only 1% of the sample had cancer-related pain,
the combined population was regarded as having chronic non-cancer pain.
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Table 7. Characteristics, results and representativeness of the study relevant to Q6: % treated, broken down by treatment
Study details
McDermott et al. 2006
Tölle et al. 2006 Pain Prac
Tölle et al. 2006 J Diab
Van Seventer et al. 2006
Study design
Cross-sectional study

Population
Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)
Any chronic post-herpetic neuralgia (PHN)

Outcomes and analysis
Outcomes measured
% treated – for this study,
the % who received at least
one prescription medication
% who were taking specific
types of pain treatment

Chronic defined as pain lasting ≥3 months
Study method
Adult patients came from
125 community-based
physician practices (92%
general practices and 8%
other non-pain specialists)
in France, Germany, Italy,
the Netherlands, Spain and
the UK. Demographics and
treatment information were
recorded during an
interview with a trained
physician. Patients
completed the Brief Pain
Inventory (BPI) severity and
interference questions and
EQ-5D responses in a
patient questionnaire

Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of
the neuropathic pain syndromes with
references to patient-reported pain
descriptors, location, and pain duration.
Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy 41,
Netherlands 58, Spain 95 and UK 103);
mean age 62.9 (SD 14.4) years; women 50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%, cervical
radiculopathy 14%; TN 14% and posttraumatic neuropathy 12%
< 10% of sample: neuropathic pain due to
central post-stroke; post-spinal cord injury;
post-mastectomy; post-thoracotomy; and
phantom limb
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean
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Pain severity in last 24
hours
Pain Severity Index (PSI)
range 0-10 where 0=no pain
and 10=pain as bad you can
imagine
Any general chronic
neuropathic pain
(McDermott et al. 2006)
Mean PSI score (n=592): 4.8
(SD 2.1)
54.0% (n=311/576)
reported moderate pain (46 on PSI scale)
24.7% (n=142/576)
reported severe pain (7-10
on PSI scale)
TN (Tölle et al. 2006 Pain
Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain
14.6% reported severe pain

Results
Any general chronic neuropathic
pain
(n=602) (McDermott et al. 2006)

Representativeness
Representativeness
unclear
Medium quality study

93% received at least one
prescription pain medication
Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 71%:
22.4% opioids/opioid
compounds
43.0% NSAIDs/Cox2 inhibitors
Anti-epileptics 50.7%:
36.6% gabapentin
19.7% carbamazepine
Antidepressants 28.7%
Sedatives/hypnotics 15.1%
Any chronic trigeminal neuralgia
(n=82)
(Tölle et al. 2006 Pain Prac)
93.9% received at least one
prescription pain medication
Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 46.8%:
14.3% opioids/opioid
compounds
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The target population
was neuropathic pain
patients who present
to general practitioners
(as opposed to pain
specialists). The
representativeness of
the results was judged
as unclear because the
authors did not
compare those who
consented to
participate with those
who did not give their
consent.

Study details

Population

Outcomes and analysis

age 62.7±15.8 years; women 67.1%
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19); mean
age 65.6±11.2 years; women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%
Patient selection
Adult (≥18 years) diagnosed by physician
with the following: PDN, PHN, TN, central
post-stroke neuropathic pain , post-spinal
cord injury neuropathic pain , postmastectomy neuropathic pain, postthoracotomy neuropathic pain, cervical
radiculopathy, phantom limb neuropathic
pain or post-traumatic neuropathy

PDN (Tölle et al. 2006 J
Diab)
Mean PSI score: 5.0±2.0
57% reported moderate
pain
25% reported severe pain
PHN (van Seventer et al.
2006)
Mean PSI score: 4.2
59% reported overall
moderate to severe pain
78% reported their worst
pain as moderate to severe

Results
24.7% NSAIDs/Cox2 inhibitors
Anti-epileptics 55.5%:
28.6% gabapentin
54.5% carbamazepine
Antidepressants 26.0%
Amitriptyline 20.8%
Other 5.2%
Sedatives/hypnotics 13.0%
Any chronic painful diabetic
neuropathy
(n=140) (Tölle et al. 2006 J Diab)
91.4% were treated with
prescription pain medication

Specifically for PDN – diabetic distal
symmetrical sensory-motor polyneuropathy

Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 62.5%:
16.4% opioids/opioid
compounds
41.4% NSAIDs/Cox2 inhibitors
Anti-epileptics 55.5%:
46.9% gabapentin
14.1% carbamazepine
Antidepressants 32.8%
Amitriptyline 25.8%
Other 7.0%
Sedatives/hypnotics 12.5%

Specifically for PHN – neuropathic pain in
the area of a spinal nerve dermatome or
cranial nerve tract after crusting of skin

Any chronic post-herpetic
neuralgia
(van Seventer et al. 2006)

Specifically for TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s
use of specific neuropathic pain descriptor
items from the Short Form McGill Pain
Questionnaire
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Analyses
Descriptive only for this
outcome
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Representativeness

Study details

Population

Outcomes and analysis

Results

Representativeness

lesions associated with herpes zoster (PHN).
89.3% received at least one
prescription pain medication

A 3 month history of the condition was
required with pain experienced pain within a
week of the survey.

Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 64.3%:
20.2% opioids/opioid
compounds
33.3% NSAIDs/Cox2 inhibitors
Anti-epileptics 52.4%:
38.1% gabapentin
22.6% carbamazepine
Amitriptyline 21.4%
Other antidepressants 26.2%
Sedatives/hypnotics 32.1%

Patients excluded if they had 1) participated
in an investigational drug study in past 30
days; 2) a serious/unstable
medical/psychological condition
compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have
confounded neuropathic pain assessment;
and 4) not able to distinguish between
neuropathic pain and another chronic pain
condition.

Breivik et al. 2006
Pain Europe (PIE) 2003
Study design
Cross-sectional study
Study method
Telephone survey in two
parts in spring/early
summer 2003. First the
population was screened
for moderate to severe
chronic pain. Around 300 of
those who qualified were
interviewed in-depth from

Type of chronic pain
Moderate to severe chronic non-cancer pain
(only 1% reported cancer-related pain)
Most common causes of pain:
Arthritis/osteoarthritis 34%
Hernated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%
Chronic pain defined as pain for ≥6 months,
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Outcome measured
% treated in any way
% who have ever taken
prescription pain
medication
% currently treated with
prescription pain
medication
% who took nonprescription pain
medication in last 6 months

Moderate to severe chronic noncancer pain (n=4839 including
322 Israelis)

% who were taking specific
types of pain treatment

52% (n=2516) were currently
taking prescription medication for
pain

Representativeness
unclear
Low quality study

69% (n=3330)reported that pain
was being treated (in any way)
(out of 4827 respondents)
78% reported to have taken
prescription pain medication for
their pain at some point
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Initial country
population samples
were not compared to
the national
populations and those
who refused to be
screened or
interviewed were not
compared to those who
agreed to participate.

Study details
each country. However,
reported responses to
questions varied and
number of participants for
individual questions were
often <300.

Population

Outcomes and analysis

pain in the last month and occurred at least
twice per week. Pain intensity had to be ≥5
on a 10-point Numeric Rating Scale (NRS)
(1=no pain, 10=worst pain imaginable)
during last episode of pain.

Pain severity
All had moderate to severe
pain:
66% had moderate pain
(NRS=5–7)
34% had severe pain
(NRS=8–10)
31% judged their pain so
severe that “I could not
tolerate any more”.

Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 (including 322 from Israel) respondents
with moderate to severe chronic non-cancer
pain
n=4827 responded to the question ‘was your
pain being treated in any way?’
n= 4839 responded to the question ‘have
you ever taken prescription medicine for
your pain?’
n=4839 responded to the question ‘are you
currently taking prescription pain
medication for your pain’
Sample data were weighed by gender and
seven age-categories
Women: 56%; Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
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Analyses
Descriptive analysis only for
this outcome.

Results
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive)
44% NSAIDs
23% weak opioids
18% paracetamol
6% Cox-2 inhibitor
5% strong opioids
3% each of
barbituate/ergotamine,
Tricyclic/SSRI/SNRI and triptan
2% each of DMARD/steroid and
anti-epileptic
1% each of muscle relaxant and
beta/CC blocker
53% had not taken any nonprescription pain medication in
the past 6 months.
Non-prescription oral pain
treatment breakdown:
(NB proportions not mutually
exclusive)
55% NSAIDs
43% paracetamol
13% weak opioids although most
European countries do not
provide non-prescription
analgesics that contain opioids
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Representativeness

Study details

Population

Outcomes and analysis

Results

Patient selection
Listed telephone numbers were stratified by
region but randomly selected within the
region. Interviewers stopped after 300
interviews per country. The fifteen
participating European countries were:
Austria, Belgium, Denmark, Finland, France,
Germany, Ireland, Italy, the Netherlands,
Norway, Poland, Spain, Sweden, Switzerland
and the UK.
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Representativeness

Q6 Results
NB For treatment breakdown, proportions given by treatment category or sub-type were not
mutually exclusive as many patients practiced polypharmacy or polytreatment
The percentage of moderate to severe chronic non-cancer pain sufferers who had ever taken and
were currently taking prescription pain medication, and the breakdown by medication type, can be
viewed in Figure 8 and 9, respectively. The proportion of chronic neuropathic pain suffers who took
prescription pain medication by medication type and neuropathic pain type can be viewed in Figure
10.
Moderate to severe chronic non-cancer pain
Approximately 53% of those with moderate to severe chronic non-cancer pain had not taken any
non-prescription pain medication in the past six months. For those that had taken non-prescription
pain medication, 55% took NSAIDs, 43% took paracetamol and 13% took weak opioids; although
most European countries did not provide non-prescription analgesics that contained opioids

% who were currently being treated in any way
for their pain (n=4827)

69%

% who had previously taken prescription pain
medication (n=4839)

% who were currently taking prescription pain
medication (n=4839)

78%

52%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%
Percentage of moderate to severe chronic non-cancer pain sufferers

Figure 8. Percentage of moderate to severe chronic non-cancer pain sufferers who were treated for
the pain (Breivik 2006/ Pain in Europe 2003)
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Type of prescription pain medication

Beta/CC blockers

1%

Muscle relaxants

1%

Anti-epileptics

2%

DMARD/steroids

2%

Triptans

3%

Tricyclics/SSRIs/SNRIs

3%

Barbituates/ergotamines

3%

Strong opioids

5%

Weak opioids

23%

Cox II inhibitors

6%

NSAIDs

44%

Paractamol

18%

0%

10%

20%

30%

40%

50%

Percentage of moderate to severe chronic non-cancer pain sufferers who were
currently taking prescription pain medication

Figure 9. Breakdown of pain medication type for those moderate to severe chronic non-cancer pain
sufferers who were currently taking prescription pain medication (Breivik 2006/ Pain in Europe 2003)

93.0%
70.8%

Any chronic neuropathic pain
(n=602)

50.7%
28.7%
15.1%

% who took prescription pain
medication
89.3%
64.3%
52.4%

Any chronic post-herpetic
neuralgia (n=84)

% who took prescription
analgesics

26.2%
32.1%
91.4%
62.5%
55.5%

Any chronic painful diabetic
neuropathy (n=140)

% who took prescription
antidepressants for pain

32.8%
12.5%
93.9%
46.8%
55.5%

Any chronic trigeminal neuralgia
(n=82)

26.0%
13.0%

0%

20%

40%

60%

% who took prescription antiepileptics for pain

% who took sedatives or
hypnotics for pain

80% 100%

Figure 10. Percentage of patients who took prescription pain medication for chronic neuropathic
pain conditions, broken down by prescribed treatment. Proportions in treatment categories were
not mutually exclusive as many patients practiced polypharmacy (McDermott et al. 2006, Tölle et al.
2006 Pain Prac, Tölle et al. 2006 J Diab and van Seventer et al. 2006).
Q6 Conclusion
A single study reported on those who suffered from moderate to severe chronic non-cancer pain in
15 European countries plus Israel. Of those who responded, 52% reported that they were currently
taking prescription pain medication. Of those who were taking prescription pain medication at the
time of interview, 44% were taking NSAIDs, 23% weak opioids, 18% paracetamol, 6% Cox-2
Kleijnen Systematic Reviews Ltd.
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inhibitors, and 5% were taking strong opioids. Approximately 53% said they had not taken any nonprescription pain medication in the last six months. Of those who had, 55% took NSAIDs, 43% took
paracetamol and 13% took weak opioids. The target population for this study was moderate to
severe chronic pain sufferers among the general population of the 15 European countries plus Israel.
It was unclear whether the results were representative as the authors did not compare each country
sample with the national population nor did they compare those that refused with those that had
agreed to participate. In addition, the numbers of responses for individual questions were often
<300, i.e. less than the numbers initially reported for responders for each country.
A single study reported on patients who presented with any general chronic neuropathic pain to
general practitioners in six European countries. Of these, 93% were receiving prescription pain
medication. Of these, 71% were taking analgesics, 51% anti-epileptics, 29% antidepressants and
15% were taking sedatives or hypnotics for relief of chronic neuropathic pain. The target population
for this study was chronic neuropathic pain patients who presented to their general practitioners in
six European countries - those who presented to pain specialists purposefully were not included. It
was unclear whether the results were representative as the authors did not compare those who
gave their consent to participate with those who had refused consent. The sub-sample sizes also
were considered small.

Q7. What is the compliance of treated chronic pain patients?
We identified one study, which included four companion papers, that was relevant to question 7
(Table 8).
Representativeness of study results
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
Representativeness unclear
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Van Seventer et al. 2006/
Any chronic post-herpetic neuralgia
McDermott et al. 2006
Any general chronic neuropathic pain
Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab), van Seventer et al. (2006)and McDermott et al.
(2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on health-care resource
utilisation. Presenting adults (≥18 years) with a neuropathic pain condition that had lasted at least
three months were recruited from 125 general practices (92%) and other non-pain specialists (8%) in
six European countries: France, Germany, Italy, the Netherlands, Spain the Netherlands and the
United Kingdom. The percentage of patients who were adherent to their pain medication was
reported for those with trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac), painful diabetic
neuropathy (PDN) (Tölle et al. 2006 J Diab) and post-herpetic neuralgia (PHN) (van Seventer et al.
2006). A patient was considered adherent if they took their pain medication all or most of the time.
For those with TN, PDN and PHN, respectively 66%, 74% and 45% had their painful neuropathic
condition for more than one year and 65%, 82% and 59% respectively reported moderate to severe
pain (i.e. ≥4 on 0-10 Pain Intensity Index) during the 24 hours prior to the interview.
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Table 8. Characteristics, results and representativeness of the study relevant to question 7: compliance of treated chronic pain patients
Study details
Tölle et al. 2006 Pain Prac
Tölle et al. 2006 J Diab
Van Seventer et al. 2006
McDermott et al. 2006
Study design
Cross-sectional study
Study method
Adult patients came from
125 community-based
physician practices in
France, Germany, Italy, the
Netherlands, Spain and the
UK. Demographics and
treatment information were
recorded during an
interview. Patients
completed the Brief Pain
Inventory (BPI) severity and
interference questions

Population
Type of chronic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy (PDN)
Any chronic post-herpetic neuralgia (PHN)
Chronic defined as pain lasting ≥3 months
Confirmation of diagnosis
Physician completed a clinical case report form
that provided classical definitions of the
neuropathic pain syndromes with references
to patient-reported pain descriptors, location,
and pain duration.
Sample size and demographics
Total chronic neuropathic pain patients
recruited: 602
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean age
62.7±15.8 years; women 67.1%
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19); mean
age 65.6±11.2 years; women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%
Patient selection
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Outcomes and analysis

Results

Outcomes measured
% who received prescription
medication

Any chronic trigeminal
neuralgia
(Tölle et al. 2006 Pain Prac)

% of those who received
prescription medication who
were adherent (i.e. took their
medication all or most of the
time)

94% received at least one
prescription pain medication

Pain severity in last 24 hours
Pain Severity Index (PSI) range
0-10 where 0=no pain and
10=pain as bad you can
imagine

Any chronic painful diabetic
neuropathy
(Tölle et al. 2006 J Diab)

Representativeness
Representativeness
unclear
Medium quality study

TN (Tölle et al. 2006 Pain Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain (4-6 on PSI scale)
14.6% reported severe pain
(7-10 on PSI scale)
PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain
PHN (van Seventer et al. 2006)
Mean PSI score: 4.2
59% reported overall
moderate to severe pain
78% reported their worst pain

92

94% were adherent to their
prescription pain medication

91% were treated with
prescription pain medication
75% always took their
prescription pain medication
18% took their prescription
medication “most of the
time”
Any chronic post-herpetic
neuralgia
(van Seventer et al. 2006)
89% received at least one
prescription pain medication
85% were adherent to their
prescription pain medication

The target population
was neuropathic pain
patients who present
to general practitioners
(as opposed to pain
specialists). The
representativeness of
the results was judged
as unclear because the
authors did not
compare those who
consented to
participate with those
who did not give their
consent.

Study details

Population
Adult (≥18 years) diagnosed by physician for
the following: TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s
use of specific neuropathic pain descriptor
items from the Short Form McGill Pain
Questionnaire; PDN – diabetic distal
symmetrical sensory-motor polyneuropathy;
and PHN – neuropathic pain in the area of a
spinal nerve dermatome or cranial nerve tract
after crusting of skin lesions associated with
herpes zoster (PHN). A 3 month history of the
condition was required with pain experienced
within a week of the survey.

Outcomes and analysis
as moderate to severe
Analyses
Descriptive only for this
outcome

Patients excluded if they had 1) participated in
an investigational drug study in past 30 days;
2) a serious/unstable medical/psychological
condition compromising study participation; 3)
a concomitant illness unrelated to the studydefined condition that may have confounded
neuropathic pain assessment; and 4) not able
to distinguish between neuropathic pain and
another chronic pain condition.
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Results

Representativeness

Q7 Results
Any chronic neuropathic pain
The percentage of patients who took prescription pain medication for chronic neuropathic pain by
pain type and the percentage who were adherent to their medication regime (i.e. took their
medication all or most of the time) can be viewed in Figure 11.

89% (n=75)

Any chronic post-herpetic
neuralgia (n=84)

85% (n=64)

91% (n=128)

Any chronic painful diabetic
neuropathy (n=140)

% who took prescription
pain medication

93% (n=119)

94% (n=77)

Any chronic trigeminal
neuralgia (n=82)

94% (n=72)

0%

20%

40%

60%

% who took prescription
medication and were
adherent to their
medication regime

80% 100%

Figure 11. Percentage of patients who took prescription pain medication for three chronic
neuropathic pain conditions and, of those who took prescription pain medication, the percentage
who were adherent to their medication regime (i.e. took pain medication all or most of the time)
(Tölle et al. 2006 Pain Prac, Tölle et al. 2006 J Diab, van Seventer et al. 2006).
Q7 Conclusion
A single study reported on patients who presented with any chronic neuropathic pain to general
practitioners or other pain specialists in six European countries: France, Germany, Italy, Netherlands,
United Kingdom and Spain. Three separate publications reported on patient compliance with
prescription pain medication for three of the chronic neuropathic pain conditions examined in this
study. Of those who received prescription pain medication, 94% of trigeminal neuralgia patients,
93% of painful diabetic neuropathy patients and 85% of post-herpetic patients took their medication
all or most of the time. The authors did not report patient compliance with pain medication regimes
for the remaining participating patients (n=296) who had other chronic neuropathic pain conditions.
The target population for this study was chronic neuropathic pain patients who presented to their
general practitioners in six European countries - those who presented to pain specialists
purposefully were not included. It was unclear whether the results were representative of this target
population as the authors did not compare those who gave their consent to participate with those
who had refused consent. The sub-sample sizes also were considered small.
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Q8. What are the severity and duration of chronic pain conditions across Europe?
We identified three studies that were relevant to this question (Table 9).
Representativeness of study results
Breivik et al. 2006/
Moderate-severe chronic
Pain in Europe 2003
non-cancer pain

Representativeness unclear

McDermott et al. 2006/
Tölle et al. 2006 Pain Prac/
Tölle et al. 2006 J Diab/
Van Seventer et al. 2006

Any general chronic neuropathic pain
Representativeness unclear
Any chronic trigeminal neuralgia
Any chronic painful diabetic neuropathy
Any chronic post-herpetic neuralgia

Boccard and Gerbier 1996

Moderate-severe chronic pain
due to knee arthrosis

Representativeness unclear

Breivik et al. (2006)/Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to a regionally stratified general population sample in 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. The authors
reported the percentage with moderate and severe pain and the median pain duration. In spring and
early summer 2003, screening interviews identified adult respondents (≥18 years) with moderate to
severe pain (≥5 on a 10-point Numeric Rating Scale [NRS]) that had lasted six months or more and
was present in the past month at least two times per week. Around 300 moderate to severe chronic
pain sufferers were interviewed in-depth from each country.
McDermott et al. (2006), Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab) and van Seventer et
al. (2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on patient functioning. The
authors presented mean pain severity scores and three of the four papers reported pain duration.
Presenting adults (≥18 years) with a neuropathic pain condition that had lasted ≥3 months were
recruited from 125 general practices (92%) and other non-pain specialists (8%) in six European
countries: France, Germany, Italy, Spain the Netherlands and the United Kingdom. Those with
cancer-related neuropathic pain were not excluded.
Boccard and Gerbier (1996) completed a large cross-sectional survey in 6 European countries
(France, Switzerland, Italy, Spain, Portugal and Belgium) on people with pain due to knee arthrosis,
which was assumed to be chronic. Following a normal consultation, patients and physicians
completed a questionnaire that included a Visual Analogue Scale (VAS) pain assessment which both
physicians and patients were asked to complete and a verbal description of pain was also reported
for patients. The authors reported pain intensity using a variety of measures: 100mm VAS scale; 5category verbal scale; and word descriptors for pain and level of tolerability of pain.
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Table 9. Characteristics, results and representativeness of the study relevant to Q8: severity and duration of chronic pain conditions
Study details
Breivik et al. 2006
Pain Europe (PIE) 2003
Study design
Cross-sectional study
Study method
Telephone survey in two
parts. From spring to early
summer 2003, the
population was screened for
moderate to severe chronic
pain. Around 300 of those
who qualified were
interviewed in-depth from
each country. However,
reported responses to
questions varied and
numbers of participant
responses reported for
separate questions were
often <300.

Population
Type of chronic pain
Moderate to severe chronic noncancer pain (only 1% reported cancerrelated pain)
Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%
Chronic pain defined as pain for ≥ 6
months, pain in the last month and
several times during the last week.
Pain intensity had to be ≥5 on a 10point Numeric Rating Scale (NRS)
(1=no pain, 10=worst pain
imaginable) during last episode of
pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents including 322 from
Israel
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Outcomes and analysis
Outcome measured
% with moderate and severe
pain
% respondents rating pain
as 5 –10 on a 10-point
numerical rating scale
Prevalence of severe pain
Duration of pain
Duration of chronic pain
intensity of 5 or more on a
1-10 NRS pain intensity
scale (whole European
population)

Pain severity
See results section

Analyses
Descriptive analysis only for
this outcome.

Results
Moderate to severe chronic noncancer pain (n=4839 including 322
Israelis)

Representativeness
Representativeness
unclear
Low quality study

% with moderate and severe pain
All had moderate to severe pain:
66% had moderate pain (NRS=5–7)
34% had severe pain (NRS=8–10)
31% judged their pain so severe that
they could “not tolerate any
more”(PIE, 2003)
% respondents pain rating on a 10point numerical rating scale: (n =
4839)
Five 25%
Six 22%
Seven 19%
Eight 20%
Nine 7%
Ten 7%
Duration of pain
European median duration of pain 7
years
12% respondents suffered from
chronic pain for < 2 years
60% had pain from 2-15 years

96

Initial country population
samples were not
compared to the national
populations and those who
refused to be screened or
interviewed were not
compared to those who
agreed to participate.

Study details

Population

Outcomes and analysis

Study design
Cross-sectional study
Study method
Adult patients came from

Chronic defined as pain lasting ≥3
months

McDermott et al. 2006
Tölle et al. 2006 Pain Prac
Tölle et al. 2006 J Diab
Van Seventer et al. 2006
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Representativeness

21% had suffered from pain for
≥20years.

Sample data were weighed by gender
and seven age-categories
Women: 56%; Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
Patient selection
Listed telephone numbers were
stratified by region but randomly
selected within the region.
Interviewers stopped after 300
interviews per country. The fifteen
participating European countries
were: Austria, Belgium, Denmark,
Finland, France, Germany, Ireland,
Italy, the Netherlands, Norway,
Poland, Spain, Sweden, Switzerland
and the UK.
Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic
neuropathy (PDN)
Any chronic post-herpetic neuralgia
(PHN)

Results

Duration of chronic pain intensity of
5 or more on a 1-10 NRS pain
intensity scale (whole European
population)
6 months to 1 year 4%
1 to <2 years 8%
2 to <5 years 22%
5 to <10 years 20%
10 to <15 years 17%
15 to <20 years 8%
20 years or more 21%

Outcomes measured
Pain severity in the last 24
hours
Duration of neuropathic
pain
Pain severity in last 24 hours
Pain Severity Index (PSI)
range 0-10 where 0=no pain

Any general chronic neuropathic
pain
(n=602) (McDermott et al. 2006)
Mean PSI score (n=592): 4.8 (SD 2.1)
54.0% (n=311/576) reported
moderate pain (4-6 on PSI scale)
24.7% (n=142/576) reported severe
pain (7-10 on PSI scale)
Duration of neuropathic pain
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Representativeness
unclear
Medium quality study
The target population was
neuropathic pain patients
who present to general
practitioners (as opposed
to pain specialists). The

Study details
125 community-based
physician practices (92%
general practices and 8%
other non-pain specialists) in
France, Germany, Italy, the
Netherlands, Spain and the
UK. Demographics and
treatment information were
recorded during an interview
with a trained physician.
Patients completed the Brief
Pain Inventory (BPI) severity
and interference questions
and EQ-5D responses in a
patient questionnaire.

Population
Confirmation of diagnosis
Physician completed a clinical case
report form that provided classical
definitions of the neuropathic pain
syndromes with references to
patient-reported pain descriptors,
location, and pain duration.
Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202,
Italy 41, Netherlands 58, Spain 95 and
UK 103); mean age 62.9 (SD 14.4)
years; women 50%
Breakdown of neuropathic
conditions:
Most common: PDN 23%; PHN 14%,
cervical radiculopathy 14%; TN 14%
and post-traumatic neuropathy 12%
< 10% of sample: neuropathic pain
due to central post-stroke; post-spinal
cord injury; post-mastectomy; postthoracotomy; and phantom limb
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country);
mean age 62.7±15.8 years; women
67.1%
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy
11, Netherlands 14, Spain 21 and UK
19); mean age 65.6±11.2 years;
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Outcomes and analysis
and 10=pain as bad you can
imagine
Analyses
Descriptive only for this
outcome

Results
3-6 months 15.8%
7-12 months 17%
13-35 months 24.3%
≥36 months 42.8%
Any chronic trigeminal neuralgia
(n=82) (Tölle et al. 2006 Pain Pract)
Mean PSI score: 4.2±2.4
50.0% reported moderate pain
14.6% reported severe pain
Worst pain in the previous 24 hours
reported as severe by 48% of the
patients and moderate by 28% of
patients.
Duration of neuropathic pain
3-6 months 19.5%
7-12 months 14.6%
13-35 months 12.2%
≥36 months 53.7%
Any chronic painful diabetic
neuropathy
(n=140) (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain
Duration of neuropathic pain
3-6 months 10%
7-12 months 15.7%
13-35 months 30.7%
≥36 months 43.6%
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Representativeness
representativeness of the
results was judged as
unclear because the
authors did not compare
those who consented to
participate with those who
did not give their consent.

Study details

Population

Outcomes and analysis

Results

women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country);
mean age71.0±12.8 years; women
52%
Patient selection
Adult (≥18 years) diagnosed by
physician with the following: PDN,
PHN, TN, central post-stroke
neuropathic pain , post-spinal cord
injury neuropathic pain , postmastectomy neuropathic pain, postthoracotomy neuropathic pain,
cervical radiculopathy, phantom limb
neuropathic pain or post-traumatic
neuropathy

Any chronic post-herpetic neuralgia
(n=84)
(van Seventer et al. 2006)
Mean PSI score: 4.2
59% reported overall moderate to
severe pain
78% reported their worst pain as
moderate to severe
45% of patients had PHN for ≥ 1
year. (No other details for duration
were reported). All participants had
pain for ≥ 3 months.

Specifically for TN – neuropathic facial
pain, allodynia, hyperalgesia and/or
the patient’s use of specific
neuropathic pain descriptor items
from the Short Form McGill Pain
Questionnaire
Specifically for PDN – diabetic distal
symmetrical sensory-motor
polyneuropathy
Specifically for PHN – neuropathic
pain in the area of a spinal nerve
dermatome or cranial nerve tract
after crusting of skin lesions
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Representativeness

Study details

Population

Outcomes and analysis

Results

Representativeness

associated with herpes zoster (PHN).
A 3 month history of the condition
was required with pain experienced
within a week of the survey.
Patients excluded if they had 1)
participated in an investigational drug
study in past 30 days; 2) a
serious/unstable
medical/psychological condition
compromising study participation; 3)
a concomitant illness unrelated to the
study-defined condition that may
have confounded neuropathic pain
assessment; and 4) not able to
distinguish between neuropathic pain
and another chronic pain condition.
Boccard and Gerbier 1996
Study design
Cross-sectional study across
6 European countries;
France, Switzerland, Italy,
Spain, Portugal and Belgium.
Study method
Files containing two
questionnaires, one for
patients and one for
physicians, were distributed
to GP’s by medical
information representatives.

Type of chronic pain
Moderate to severe chronic pain due
to knee arthrosis. Pain was assumed
to be chronic.
For the knee arthrosis subgroup: Pain
severity was recorded on a 100-mm
visual analogue scale (VAS) for both
patients and GP’s (estimations) and a
5-point verbal scale (none, weak,
moderate, severe, very severe) score
reported for patients. Only 4%
reported weak pain therefore the
population was regarded as having
moderate to severe pain.
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Outcome measured
Pain severity
For all countries combined;
Mean VAS Score 0-100mm
Pain severity on a verbal
scale
Words used by patients to
describe pain
Pain tolerability

Moderate to severe chronic pain
due to knee arthrosis

Representativeness
unclear

Pain severity
For all countries combined
Mean VAS scores by age and sex
(across countries)
20-29yrs: 65.3mm
30-39yrs: 67.3mm
40-49yrs: 67.1mm
50-59yrs: 67.8mm
60-69yrs: 67.5mm
70+ yrs: 67.6mm
Men: 67.7mm
Women: 66.4mm

Low quality study

100

Responders were not
compared to nonresponders and the details
regarding how patients
were selected by GPs were
not provided.

Study details
Questionnaires were
completed following a
normal consultation – these
included a pain assessment,
verbal description of pain
and a single choice between
several phrases describing
different levels or sorts of
consequences for various
professional and social
activities. Files were then
returned to ISIS research
(Paris) for analysis.

Population
Confirmation of diagnosis
No diagnostic criteria reported for
knee arthrosis but diagnosis was
confirmed by the physician.
Sample size and demographics
34 600 files (containing patient and
physician questionnaires) were
completed by 8650 physicians. For
knee arthrosis – 2700 files were
included/ returned, but only 2623
files were analysed (reasons other 77
files not analysed were not reported).
Males – 36.7%
Females – 63.3% (significantly more
women than men p<0.001)
Mean Age (across all countries for
knee arthrosis subgroup); 60.3 years.
Patient selection
Files were evenly distributed to GP’s
by medical representatives for each
country. GP’s selected patients with
knee arthrosis for inclusion in the
study. Files (containing patient /
physician questionnaires) on knee
arthrosis patients returned:
France n=550
Switzerland n=150
Italy n=550
Spain n=550
Portugal n=350
Belgium n=550
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Outcomes and analysis
Pain duration – not
reported.
Analyses
Descriptive analysis and
calculation of means.
Correlations and statistical
comparisons between
means (between patients
and physicians and between
countries).

Results
Mean (SD) VAS 100mm score for
knee arthrosis:
Patient: 60.2mm (18.8)
For all countries combined: Verbal
Scale (for patients)
Weak 4%, Moderate 37.8%, Severe
46.3%, Very severe 11.4%
(Moderate pain was correlated to
48.7mm VAS score, and intense (i.e.
severe) pain correlated with
66.2mm
Words used by patients to describe
pain (across countries):
Deep penetrating 46%
Dull 32%
Stabbing 32%
Vice-like 23%
Pain tolerability (assessed by
patients across countries)
Tolerable 66%
Non tolerable 34%
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Representativeness

Duration of moderate to severe chronic noncancer pain in years

Q8 results
Moderate to severe chronic non-cancer pain
Breivik et al. (2006) and Pain Europe (2003) interviewed 4839 respondents with chronic non-cancer pain
from 15 European countries plus Israel. All had at least moderate pain (≥5 on a 10 point NRS scale): 66%
had moderate pain (NRS 5-7) and 34% had severe pain (NRS 8-10). Approximately 31% judged their pain
to be so severe that they “could not tolerate any more”. A breakdown of duration of chronic pain of
intensity of 5 or more on a 10 point NRS scale is shown in Figure 12.

20 years or more

21%

15 to <20 years

8%

10 to <15 years

17%

5 to <10 years

20%

2 to <5 years

22%

1 to < 2 years

8%

6 months to 1 year

4%

0%

5%

10%

15%

20%

25%

% of respondents with score of 5 or more on NRS scale

Figure 12. Duration of moderate to severe chronic non-cancer pain (pain intensity of ≥5 on a 10 point
NRS scale; n=4839) (Breivik et al. 2006/Pain in Europe 2003)
Any general chronic neuropathic pain
McDermott et al. (2006) questioned 576 out of 602 presenting patients from six European countries
about the intensity and duration of their chronic neuropathic pain.
Mean Pain Severity Index (PSI) score on a 0-10 scale (10 being the worst pain) was 4.8 (SD 2.1).
Approximately 54% (n=311/576) reported moderate pain (4-6 on PSI scale) and 25% (n=142/576)
reported severe pain (7-10 on PSI scale). Approximately 16% had suffered with neuropathic pain
between 3-6 months, 17% for 7-12 months, 24% for 13-35 months and 43% for ≥36 months.
Any chronic trigeminal neuralgia
Tölle et al (2006 Pain Pract) reported on a subpopulation (n=82) of the population examined by
McDermott et al. (2006) who suffered from trigeminal neuralgia (TN). The mean PSI score was 4.2 (SD
2.4) and 50.0% reported moderate pain while 14.6% reported severe pain. The worst pain
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in the previous 24 hours was reported as severe by almost half (48%) of the patients and moderate by
28% of patients. For 19.5% of respondents, the duration of neuropathic pain was 3-6 months, 14.6% for
7-12 months, 12.2% for 13-35 months and 53.7% for ≥36 months.
Any chronic painful diabetic neuropathy
Tölle et al (2006 J Diab) reported on 140 patients with painful diabetic neuropathy (PDN). Mean PSI
score was 5.0 (SD 2.0). 57% reported moderate pain and 25% reported severe pain. 10% of respondents
had duration of neuropathic pain of 3-6 months, 15.7% had pain for 7-12 months, 30.7% had pain for
13-35 months and 43.6% reported duration of pain of ≥ 36 months.
Any chronic post-herpetic neuralgia
Van Seventer et al (2006) reported on a subpopulation (n=84) of the population examined by
McDermott et al. (2006) who suffered from post-herpetic neuralgia (PHN). The mean PSI score was 4.2,
59% reported overall moderate to severe pain, and 78% reported their worst pain as moderate to
severe. All participants with PHN had pain for ≥3 months and 45% of patients had PHN for ≥1 year.
Moderate to severe chronic pain due to knee arthrosis.
Boccard and Gerbier (1996) reported pain severity across countries on a large sample of patients with
pain associated with knee arthrosis (n= 2623). Patients were asked to describe pain in a number of ways.
The mean patient VAS score on a 0-100mm scale was 60.2mm (SD 18.8). On a 5-category verbal scale
(No Pain – Very Severe), 4% had weak pain, 37.8% had moderate pain, 46.3% had severe pain and 11.4%
of the sample reported very severe pain. Words used to describe pain were “deep penetrating” (46%),
“dull” (32%), “stabbing” (32%) and “vice-like” (23%). Approximately 66% of the sample said their pain
was tolerable and the remaining 34% reported their pain as non-tolerable. Table 10 below shows mean
VAS scores by age and sex.
Table 10. Mean VAS pain score (0-100mm scale where 100=very severe pain) by age group reported by
those with predominantly moderate to severe chronic pain due to knee arthrosis (n=2623) (Boccard &
Gerbier 1996)
Age

Mean VAS pain score

20-29 years
30-39 years
40-49 years
50-59 years
60-69 years
70+ years

65.3mm
67.3mm
67.1mm
67.8mm
67.5mm
67.6mm

Across the sample, the mean VAS pain score was 67.7mm for men and 66.4mm for women. Duration of
pain was not reported.
Q8 Conclusion
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For this question, one medium and two low quality studies were located. The medium quality study
encompassed four publications reporting on the same population of patients with neuropathic pain. In
those with any general neuropathic pain, the mean Pain Severity Index (PSI) score on a 0-10 scale (10
being the worst pain) was 4.8 (SD 2.1), with 54% reporting moderate pain and 24.7% reporting severe
pain. Approximately 43% reported that the duration of their neuropathic pain was ≥36 months. In the
subpopulation with chronic trigeminal neuralgia (TN) (n=82), mean PSI score was 4.2 (SD 2.4) with 50%
reporting moderate pain and 14.6% had severe pain. Approximately 54% had TN for ≥36 months. In the
subpopulation with chronic painful diabetic neuropathy (PDN) (n=140), the mean PSI score was 5.0 (SD
2.0) with 57% reporting moderate pain and 25% with severe pain. Approximately 44% had PDN for ≥36
months. In the subpopulation with chronic post-herpetic neuralgia (PHN) (n=84), the mean PSI score was
4.2 with 59% reporting overall moderate to severe pain. Approximately 45% of patients had PHN for ≥1
year.
One low quality study of 4839 respondents with at least moderate chronic non-cancer pain from 15
European countries and Israel reported that 66% had moderate pain and 34% had severe pain. Of these,
21% had suffered with their moderate to severe chronic non-cancer pain for ≥20 years. Another low
quality study examined responses from 2623 patients with moderate to severe pain due to knee
arthrosis and measured the mean VAS pain score at 67.7mm for men and 66.4mm for women with small
variations across age groups. On a 5-point verbal scale, 46.3% said their chronic knee arthrosis pain was
severe and 11.4% of the sample reported very severe pain. Of the entire sample, 34% described their
pain as not tolerable. Duration of pain was not reported in this study.

Q9. What are the demographics of pain sufferers in Europe?
We identified eleven studies that were relevant to question 9 and selected three for this summary
(Table 11).
Representativeness of study results
McDermott et al. 2006/
Any general chronic neuropathic pain
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Van Seventer et al. 2006
Any chronic post-herpetic neuralgia
Ohayon et al. 2003/2004/2005 Any chronic painful physical condition
Demyttenaere et al. 2006

Any general chronic pain

Representativeness
unclear

Representativeness
unclear
Representativeness
unclear

McDermott et al. (2006), Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab) and van Seventer et al.
(2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on patient functioning. The
Kleijnen Systematic Reviews Ltd.
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authors reported the demographic data of their population samples. Presenting adults (≥18 years) with
a neuropathic pain condition that had lasted ≥3 months were recruited from 125 general practices (92%)
and other non-pain specialists (8%) in six European countries: France, Germany, Italy, the Netherlands,
Spain and the United Kingdom. For those with any general chronic neuropathic pain (McDermott et al.
2006), trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac), painful diabetic neuropathy (PDN) (Tölle et
al. 2006 J Diab) and post-herpetic neuralgia (PHN) (van Seventer et al. 2006), respectively 67%, 66%,
74% and 45% had their painful neuropathic condition for more than one year and respectively 79%,
65%, 82% and 59% reported moderate to severe pain (i.e. ≥4 on 0-10 Pain Intensity Index) during the 24
hours prior to the interview. Those with cancer-related neuropathic pain were not excluded.
Ohayon et al. 2003/2004/2005 conducted a cross-sectional telephone survey of a random sample of
youths and adults (aged 15 to 100 years) that the authors deemed representative of the general
populations of the United Kingdom, Germany, Italy, Portugal, and Spain. Telephone interviews using the
Sleep-EVAL system gathered demographic information about those with any general chronic pain (i.e.
chronic painful physical conditions) that persisted for at least six months that required consultation for
pain. Pain intensity and duration was not reported. Pain severity and duration were not reported and
cancer-related pain was not specifically excluded.
Demyttenaere et al. (2006) carried out a medium quality large cross-sectional survey of adults in
Belgium, France, Italy, Germany, the Netherlands and Spain and recorded the demographics of those
with painful physical symptoms (PPS) in those with and without a major depressive episode (MDE).
Participants were interviewed and questioned about any frequent or severe headache, back or neck
pain or any other chronic pain and were considered to have PPS if they indicated they had these
symptoms during the past 12 months. The authors did not indicate clearly that they recruited only
chronic pain patients and they did not defined the term chronic. However, the language used in the
paper implied the participants had chronic pain; therefore, we have assumed that those with PPS had
chronic pain. Pain severity and duration were not reported. Cancer-related pain was not specifically
excluded and patients with concomitant chronic somatic disorders, including cancer, were included.
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Table 11. Characteristics, results and representativeness of the study relevant to Q9: what are the demographics of pain sufferers in Europe
Study details
McDermott et al. 2006
Tölle et al. 2006 Pain Prac
Tölle et al. 2006 J Diab
Van Seventer et al. 2006
Study design
Cross-sectional study
Study method
Adult patients came from
125 community-based
physician practices (92%
general practices and 8%
other non-pain
specialists) in France,
Germany, Italy, the
Netherlands, Spain and
the UK. Demographics
and treatment
information were
recorded during an
interview with a trained
physician. Patients
completed the Brief Pain
Inventory (BPI) severity
and interference
questions

Population
Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy (PDN)
Any chronic post-herpetic neuralgia (PHN)
Chronic defined as pain lasting ≥3 months
Confirmation of diagnosis
Physician completed a clinical case report form
that provided classical definitions of the
neuropathic pain syndromes with references to
patient-reported pain descriptors, location, and
pain duration.
Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy 41,
Netherlands 58, Spain 95 and UK 103); mean age
62.9 (SD 14.4) years; women 50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%, cervical
radiculopathy 14%; TN 14% and post-traumatic
neuropathy 12%
< 10% of sample: neuropathic pain due to central
post-stroke; post-spinal cord injury; postmastectomy; post-thoracotomy; and phantom
limb
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean age
62.7±15.8 years; women 67.1%
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
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Outcomes and analysis

Results

Representativeness

Outcomes measured
Demographics (age,
gender, employment
status)

Any general chronic
neuropathic pain
(n=602) (McDermott
et al. 2006)

Representativeness
unclear

Pain severity in last 24
hours
Pain Severity Index (PSI)
range 0-10 where 0=no
pain and 10=pain as bad
you can imagine

Mean age (SD): 62.9
(14.4)
Male(%)/Female(%):4
9.6/50.4
Employed (%):20.1
Retired (%): 50.5

Any general chronic
neuropathic pain
(McDermott et al. 2006)
Mean PSI score (n=592):
4.8 (SD 2.1)
54.0% (n=311/576)
reported moderate pain
(4-6 on PSI scale)
24.7% (n=142/576)
reported severe pain (710 on PSI scale)

Any chronic painful
diabetic neuropathy
(n=140) (Tölle et al.
2006 J Diab)

The target population
was neuropathic pain
patients who present
to general
practitioners (as
opposed to pain
specialists). The
representativeness of
the results was judged
as unclear because the
authors did not
compare those who
consented to
participate with those
who did not give their
consent.

TN (Tölle et al. 2006 Pain
Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain
14.6% reported severe
pain

Any chronic trigeminal
neuralgia (n=82)
(Tölle et al. 2006 Pain
Prac)

PDN (Tölle et al. 2006 J
Diab)
Mean PSI score: 5.0±2.0

Mean age (SD): 65.5
(11.2)
Male(%)/Female(%):
58.3/41.7
Employed (%): 12.5
Retired (%): 57.4

Mean age (SD):
62.7(15.8)
Male(%)/Female(%):
32.9/67.1
Employed (%): 28.8
Retired (%):42.5
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Medium quality study

Study details

Population
Netherlands 14, Spain 21 and UK 19); mean age
65.6±11.2 years; women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%
Patient selection
Adult (≥18 years) diagnosed by physician with the
following: PDN, PHN, TN, central post-stroke
neuropathic pain , post-spinal cord injury
neuropathic pain , post-mastectomy neuropathic
pain, post-thoracotomy neuropathic pain, cervical
radiculopathy, phantom limb neuropathic pain or
post-traumatic neuropathy

Outcomes and analysis

Results

57% reported moderate
pain
25% reported severe pain
PHN (van Seventer et al.
2006)
Mean PSI score: 4.2
59% reported overall
moderate to severe pain
78% reported their worst
pain as moderate to
severe

Any chronic postherpetic neuralgia
(n=84)
(van Seventer et al.
2006)
Mean age (SD): 71
(12.8)
Male(%)/Female(%):
48/52
Employed (%): 12.6
Retired (%): 65

Analyses
Descriptive only for this
outcome

Specifically for TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s use of
specific neuropathic pain descriptor items from
the Short Form McGill Pain Questionnaire
Specifically for PDN – diabetic distal symmetrical
sensory-motor polyneuropathy
Specifically for PHN – neuropathic pain in the area
of a spinal nerve dermatome or cranial nerve tract
after crusting of skin lesions associated with
herpes zoster (PHN).
A 3 month history of the condition was required
with pain experienced within a week of the
survey.
Patients excluded if they had 1) participated in an
investigational drug study in past 30 days; 2) a
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Representativeness

Study details

Population

Outcomes and analysis

Results

Representativeness

Outcomes measures:
Demographics (age,
gender, employment
status)

Results:
Pain prevalence
increases with age

Representativeness
unclear

serious/unstable medical/psychological condition
compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have confounded
neuropathic pain assessment; and 4) not able to
distinguish between neuropathic pain and
another chronic pain condition.
Ohayon et al.
2003/2004/2005
Study design
Cross-sectional study
across 5 European
countries (United
Kingdom, Germany, Italy,
Portugal, and Spain)
Study method
Telephone interview
between 1994 and 1999,
using the Sleep-EVAL
System. Lay interviewers
read participants the
questions displayed on
the computer screen and
entered their answers. A
typical interview covered
socio-demographic
information,
sleep/wake schedule,
sleeping habits,
psychiatric
symptoms, medical
treatments, and physical

Type of pain
Any general chronic pain (i.e. chronic painful
physical condition)
Defined by persistence for at least 6 months,
patients had consulted a health specialist for the
pain, whether or not it resulted in a treatment;
were taking medication, prescribed or not, for the
pain; or reported that pain interfered with
functioning.
17.1% of participants reported having at least 1
chronic painful physical condition (95% CI, 16.5%17.6%).

Medium quality study
Male(%)/Female(%):
13.2/20.7

Pain severity:
Not reported

Employed (%): 12.7
Analyses:
Descriptive (including
95% CI) and statistical
tests were performed (chi
square)

Retired (%): 25.3
Pain prevalence is
higher in individuals
with a BMI≥ 27 kg/m2

Confirmation of diagnosis
Self report only. Painful physical conditions were
ascertained through several questions about
current treatment, current medication,
hospitalisations in the previous 12 months and
lists of 42 diseases (asking to specify if the
participant had one or more of them).
Sample size and demographics
N=18 980
Overall participation rate: 80.4%.
Men: n=9116 (48%)
Women: n=9864 (52%)
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Responders were not
compared to nonresponders.

Study details
illnesses.

Population

Outcomes and analysis

Results

Representativeness

Outcome measured
Demographics (age,
gender, educational level)

Results
Female gender, higher
age and lower
educational level were

Representativeness
unclear

Men:
<25y n= 1759 (19%)
25-34y: n=1807 (20%)
35-44y: n=1556 (17%)
45-54y: n=1399 (15%)
55-64y: n=1228 (13%)
≥65y: n=1367 (15%)
Women:
<25y: n=1684 (17%)
25-34y: n=1767 (18%)
35-44y: n=1554 (16%)
45-54y: n=1426 (14%)
55-64y: n=1313 (13%)
≥65y: n=2120 (21%)
Patient selection
The target population in the United Kingdom,
Germany, Italy, and Spain was all noninstitutionalized residents aged ≥15; in Portugal,
the minimum age was set at 18 years.
A 2-stage sampling design was used for all 5
countries, using the geographical distribution in
the first stage and the Kish selection method in
the second stage (maintains age and sex
representation)
Exclusion criteria included insufficient fluency in
the national language, hearing or speech
impairment, or an illness that precluded the
feasibility of an interview or being currently
hospitalized.

Demyttenaere et al. 2006
Study design
Cross-sectional survey

Type of chronic pain
Any general chronic pain.
All respondents with PPS reported symptoms
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Medium quality study

Study details

Population

(random sample) of noninstitutionalised adults
aged 18 or over, across 6
European countries –
Belgium, France,
Germany, Italy, the
Netherlands and Spain
between January 2001
and July 2003.

during the last 12 months and were presumed
“chronic”, but chronic was not defined in the
study.
PPS with chronic somatic disorder was defined as
above, plus participant ever had arthritis or
rheumatism, seasonal allergies, a stroke, a heart
attack, heart disease, high blood pressure,
asthma, tuberculosis, other chronic lung diseases,
malaria or other parasitic disease, diabetes or
high blood sugar, an ulcer in the stomach or
intestine, thyroid disease, a neurological problem,
HIV, AIDS or cancer.
Pain severity was not recorded or reported.

Study method
Individuals were
interviewed in their own
homes using computerassisted interview
techniques (CAPI). Data
were determined by
means of the World
Mental Health Composite
International Diagnostic
Interview. Painful Physical
Symptoms (PPS) were
assessed through
questions about the
lifetime presence of, or
treatment for any severe
headache, neck or back
pain.

Confirmation of diagnosis
Self-reported answers to interview questions – no
diagnostic criteria reported for pain diagnosis.
Interview questions:
1. “Did you still have back or neck problems or
receive any treatment for them at any time during
the past 12 months?”
2. “Did you still have frequent or severe
headaches or receive any treatment for them at
any time during the past 12 months?”
3. “Did you still have (any other) chronic pain or
receive any treatment for it during the past 12
months?”

Outcomes and analysis

Results

Pain severity
Not reported

predictive of PPS.

Analyses
Prevalence data
presented as weighted
percentages with
standard errors.
Correlates of PPS were
also provided using odds
ratios (OR) and 95%
Confidence Intervals –
adjusted for sociodemographic details and
presence of MDE. Cuzick's
Z-test was used to test
linear effects of
continuous variables (i.e.
age and educational
attainment) on estimates
of PPS.

Major depressive episode (MDE) was determined
by whether respondents’ symptomology met the
12-month diagnostic criteria of the Diagnostic and
Statistical manual of Mental Disorders (DSM-IV)
Sample size and demographics
Total sample n=21 425
PPS section administered to 8796 respondents.
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Representativeness
Participants and
eligibility criteria not
adequately described.
Demographics of the
sample were not
compared to the
target population.
Responders not
compared with nonresponders.

Study details

Population

Outcomes and analysis

Results

Sample with PPS:
One PPS: 23% (2023/8796)
Two PPS: 5.3% (466/8796)
Three PPS: 0.8% (70/8796)
(PPS section administered to 8796 respondents).
Males with PPS: 24%
Females with PPS: 34.4%
Mean age not reported – age only reported in
relation to prevalence of PPS.
Patient selection
A random sample cross-sectional survey was
utilised. Participants were deemed to have PPS
when they gave an affirmative answer to one of
the three questions reported above.
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Representativeness

Q9 Results
Chronic neuropathic pain
The demographics (mean age and proportions by age, sex, and employment) of patients with any
general chronic neuropathic pain, trigeminal neuralgia, painful diabetic neuropathy and postherpetic neuralgia can be viewed in Table 12.
Table 12. Demographics of patients with chronic neuropathic pain (McDermott et al. 2006, Tölle et
al. 2006 Pain Prac, Tölle et al. 2006 J Diab and van Seventer et al. 2006)
Any general chronic
neuropathic pain
602

Any chronic painful
diabetic neuropathy
140

Any chronic
trigeminal neuralgia
82

Any chronic
post-herpetic
neuralgia
84

62.9 (14.4)

65.6 (11.2)

62.7 (15.8)

71 (12.8)

18-64 (%)

50.2

41.3

53.7

24

≥ 65 (%)

49.8

58.7

46.3

76

Female

50.4

41.7

67.1

52

Male
Employment (%)

49.6

58.3

32.9

48

Full-time

13.8

8.1

18.8

Part-time

6.3

4.4

10

Unemployed

2.8

3.7

2.5

-

N
Age
Mean years (SD)

Sex (%)

12.6

Disabled

9.3

9.6

5

3.8

Retired

50.5

57.4

42.5

65

Homemaker

13.6

14.7

20

17.5

Other

3.6

2.2

1.3

1.3

Any general chronic pain
Comparative demographics (between sexes, age groups, occupations, education levels, living
conditions and body mass indices) for those with any general chronic pain can be viewed in Table 13
and Table 14. Percentages by age group and sex can be found in Figure 13.
Table 13. Prevalence of any general chronic pain (i.e. chronic painful physical conditions) by condition
and socio-demographic characteristics (*p<0.001; §p<0.05 with the lowest figure for the variable in
the same column) (Ohayon et al. 2003/2004/2005)
N

Chronic
limb pain
% (SE)

Chronic
backaches
% (SE)

Chronic
joint/articula
r pain % (SE)

Chronic
gastrointestinal
pain % (SE)

Headache
s % (SE)

Any chronic
pain % (SE)

Female

9862

7.6(0.3)*

3.8(0.2)*

3.9(0.2)*

1.5(0.1)

9.9(0.3)*

20.7(0.4)*

Male

9116

3.9(0.2)

2.3(0.2)

2.4(0.2)

1.5(0.1)

5.1(0.2)

13.2(0.4)

Gender

Age groups (years)
<25

3442

2.8(0.3)

1.2(0.2)

1.0(0.2)

0.8(0.2)

7.2(0.4)

11.4(0.5)

25–34

3574

2.8(0.3)

1.4(0.2)

1.4(0.2)

0.9(0.2)

6.3(0.4)

11.3(0.5)
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35–44

3110

3.7(0.3)

2.3(0.3) §

1.5(0.2)

1.1(0.2)

7.3(0.5)

13.6(0.6)

45–54

2823

6.6(0.5)*

4.7(0.4)*

2.6(0.3)

2.1(0.3)*

9.0(0.5) §

18.9(0.7)*

55–64

2543

9.1(0.6)*

4.9(0.4)*

5.1(0.4)*

2.0(0.3)*

9.4(0.6) §

23.8(0.8)*

≥65

3488

10.8(0.5)*

4.7(0.4)*

7.8(0.5)*

2.5(0.3)*

7.1(0.4)

25.4(0.7)*

Occupation
Day Time
worker
Shift or night
worker

7885

3.2(0.2)

1.9(0.2)

1.5(0.1)

1.3(0.1)

6.7(0.3)

12.7(0.4)

1179

3.0(0.5)

2.8(0.5) §

2.2(0.4)

1.0(0.3)

6.3(0.7)

12.9(1.0)

Unemployed

964

8.4(0.9)*

4.4(0.7)*

3.6(0.6)*

1.9(0.4) §

10.6(1.0)*

21.8(1.3)*

Student

1579

2.6(0.4)

1.2(0.3)

0.9(0.2)

0.6(0.2)

6.3(0.6)

9.9(0.8)

Retired

3754

10.0(0.5)*

5.1(0.4)*

7.7(0.4)*

2.2(0.2) §

7.3(0.4)

25.3(0.7)*

Home maker

3618

8.9(0.5)*

4.1(0.3)*

3.6(0.3)*

1.7(0.2) §

10.0(0.5)*

21.4(0.7)*

Body Mass Index
1956

5.3(0.5)

2.2(0.3)

2.5(0.4)

1.7(0.3)

9.0(0.6)*

16.8(0.8)

8953

4.3(0.2)

2.6(0.2)

2.4(0.2)

1.4(0.1)

7.0(0.3)

14.7(0.4)

2958

5.7(0.4)

3.0(0.3)

2.9(0.3)

1.5(0.2)

7.2(0.5)

16.4(0.7)

≥27kg/m2
Refused to
disclose

4085

8.7(0.4)*

4.9(0.3)*

5.3(0.3)*

1.9(0.2)

8.1(0.4)

22.4(0.7)*

1028

8.8(0.9)*

1.6(0.4)

4.6(0.7)*

0.9(0.3)

9.3(0.9)

19.7(1.2) §

Total

18,980

5.8(0.2)

3.1(0.1)

3.2(0.1)

1.5(0.1)

7.6(0.2)

17.1(0.3)

Percentage of chronic painful physical
conditions

<20 kg/m2
20 to
<25kg/m2
25 to
<27kg/m2

35

Males (N=9116)

30

Females (N=9864)

28.6%

28.2%
24.8%

25
19%

20

20.4%

15.7%

10

13.6%

13.5%

15

12.9%

11.5%
9.4%

9.1%

5
0
<25

25-34

35-44

45-54

55-64

≧ 65

Age group

Figure 13. Prevalence of any general chronic pain (i.e. chronic painful physical conditions) by age
group and sex (Ohayon et al. 2003/2004/2005)

Table 14. Prevalence of [chronic] painful physical symptoms (PPS) and socio-demographic
characteristics (Demyttenaere et al. 2006)
12-month prevalence % (SE)
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Gender
Male

24.0 (0.01)

Female

34.4 (0.01)*

Age
18–24

20.7 (0.02)

25–34

25.9 (0.01)

35–49

29.9 (0.01)

50–64

33.7 (0.02)

64+

31.8 (0.02)**

Education
0–4

32.4 (0.02)

5–8

32.9 (0.02)

9–12

29.3 (0.02)

12+

23.8 (0.01)**

Living conditions
Alone
With
someone
Employment

29.2 (0.02)

Employed

27.0 (0.01)

Other

31.9 (0.01)

Total
* OR 1.63 (95% CI 1.48, 1.80); ** Cuzick's Z-test p<0.01

29.4 (0.01)

29.3 (0.01)

Q9. Conclusion
A single medium quality study (McDermott et al. 2006, Tölle et al. 2006 Pain Prac, Tölle et al. 2006 J
Diab and van Seventer et al. 2006) reported on patients who presented with any general chronic
neuropathic pain to general practitioners in six European countries. Of these, the mean age was 62.9
years and there was an almost even distribution between patients younger and older than 65 years.
The sample was equally divided among males and females. Twenty percent were currently working
either full or part time. About 50% of the patients were retired. The target population for this study
was any general chronic neuropathic pain patients who presented to their general practitioners in six
European countries - those who presented to pain specialists purposefully were not included. It was
unclear whether the results were representative as the authors did not compare those who gave
their consent to participate with those who had refused consent. The sub-sample sizes also were
considered small.
Two medium quality studies (Ohayon et al. 2003/2004/2005 and Demyttenaere et al. 2006)
examining the prevalence of any general chronic pain in the general population found that
significantly more women than men had any general chronic pain and the prevalence increased with
age. Unemployed, retired and homemaker individuals had a significantly higher prevalence
compared to workers and students. The prevalence of any general chronic pain was also significantly
higher in individuals with a BMI ≥27 kg/m2. It was unclear whether the results from these two
studies were representative of sufferers of any general chronic pain in Europe as population samples
were not compared to the target population nor were responders compared to non-responders.
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Q10. What are the co-morbidities of pain sufferers?
We identified 6 studies that were relevant to question 10 and selected 3 for this summary (Table 15)
Representativeness of study results
Demyttenaere et al. 2007 any general chronic back/neck pain

representativeness unclear

Demyttenaere et al. 2006 any general chronic pain

representativeness unclear

Ohayon et al. 2003/
Ohayon et al. 2004/
Ohayon et al. 2005

representativeness unclear

any general chronic pain

Demyttenaere et al. (2007) was a medium quality survey of community-dwelling adults in seventeen
countries including seven countries from Europe: Belgium, France, Germany, Italy, Netherlands,
Spain and the Ukraine. The authors estimated the prevalence of any general chronic back or neck
pain for each country and assessed the association of specific mood, anxiety disorders, and alcohol
abuse/dependence disorders among persons with compared to those without chronic neck or back
pain. Here we reported the comparative odds of having a mental disorder between those with
chronic neck or back pain and those without for the seven European countries. Pain intensity and
duration were not reported and cancer-related pain was not excluded.
Demyttenaere et al. (2006) carried out a medium quality large cross-sectional survey of adults in
Belgium, France, Italy, Germany, the Netherlands and Spain and measured the 12-month prevalence
of painful physical symptoms (PPS) in those with and without a major depressive episode (MDE).
Participants were interviewed and questioned about any frequent or severe headache, back or neck
pain or any other chronic pain and were considered to have PPS if they indicated they had these
symptoms during the past 12 months. The authors did not indicate clearly that they recruited only
chronic pain patients and they did not defined the term chronic. However, the language used in the
paper implied the participants had chronic pain; therefore, we have assumed that those with PPS
had chronic pain. Pain severity and duration were not reported. Cancer-related pain was not
specifically excluded and patients with concomitant chronic somatic disorders, including cancer,
were included.
Ohayon et al. (2003, 2004 and 2005) was a medium quality cross-sectional random telephone survey
of youths and adults (aged 15 to 100 years old) from the general populations of the United Kingdom,
Germany, Italy, Portugal, and Spain. Between 1994 and 1999, the authors assessed the point
prevalence of chronic (≥6 months) painful physical conditions (CPPC) and their relationship with
major depressive disorder. Answers provided during telephone interviews using the Sleep-EVAL
system were the main outcome measure. Interviews included questions about mental disorders and
medical conditions. Data on painful physical conditions were obtained through questions about
medical treatment, consultations, and/or hospitalizations for medical conditions and a list of 42
diseases. Pain severity and duration were not reported and cancer-related pain was not specifically
excluded.
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Table 15. Characteristics, results and representativeness of studies relevant to Q10: co-morbidities of pain sufferers
Study details

Population

Demyttenaere et al.
2007

Type of chronic pain
Any general chronic back or neck pain.

Study design
Population surveys of
community-dwelling
adults in 17 countries
in Europe (Belgium,
France, Germany,
Italy, Netherlands,
Spain and the
Ukraine), the
Americas, the Middle
East, Africa, Asia, and
the South Pacific

Pain intensity was not reported therefore
those with mild pain were likely included.
Cancer-related pain was not excluded.

Study method
Face-to-face survey
with questions about
chronic conditions
adapted from the US
Health Interview
Survey (National
Centre for Health
Statistics, 1994).

The term ‘chronic’ was not defined.
Confirmation of diagnosis
Not reported
Sample size and demographics
European sample: n= 10 516
Breakdown by country:
Belgium: n=1043; mean age 46.9 y;
women 51.7%
France: n=1436; mean age 46.3 y; women
52.2%
Germany: n=1323; mean age 48.2 y;
women 51.7%
Italy: n=1779; mean age 47.7 y; women
52.0%
Netherlands: n=1094; mean age 45.0 y;
women 50.9%
Spain: n=2121; mean age 45.5 y; women
51.4%
Ukraine: n=1720; mean age 46.1 y; women
55.1%
Selection
All respondents who met criteria for any
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Outcomes and analysis
Outcomes measured
The comparative odds of
having a mental disorder
between those with chronic
neck or back pain and those
without.
Mental disorders examined
were: major depressive
episode; dysthymia (chronic
mood disorder); generalised
anxiety disorder;
agoraphobia or panic
disorder; social phobia; post
traumatic stress disorder;
and alcohol abuse or
dependence disorders
Pain severity
Not reported
Analyses
Adjusted ORs (adjusted for
age and sex) were estimated
to assess the association of
any mood disorder, any
anxiety, and any alcohol
abuse/ dependence with
back or neck pain.

Results
Prevalence of mental disorders among
those with any general chronic neck or
back pain

Representativeness
Representativeness
unclear
Medium quality study

Except for Belgium, those with chronic
back or neck pain in the European
countries examined were significantly
more likely to have a major depressive
episode than those without (significant
adjusted odds ratios ranged from 1.6
(95% CI 1.1, 2.4) in Italy to 2.3 (95% CI
1.5, 3.6) in the Netherlands)
Except for France and Italy, those with
chronic back or neck pain in the
European countries examined were
significantly more likely to have
dysthymia than those without
(significant adjusted odds ratios ranged
from 2.5 (95% CI 1.8, 3.4) in the Ukraine
to 4.2 (95% CI 1.8, 9.7) in the
Netherlands.
Those with chronic neck or back pain
from France, Netherlands and the
Ukraine were significantly more likely to
have a generalised anxiety disorder
compared to those without chronic neck
or back pain (adjusted ORs: OR 2.4, 95%
CI 1.2, 4.8; OR 2.8, 95% CI 1.0, 7.7; and
OR 3.8, 95% CI 2.3, 6.4, respectively). No
significant differences were found in
Belgium, Germany, Spain or Italy.
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The authors did not
compare their country
samples with the
national populations
nor did they compare
survey responders with
non-responders.

Study details

Population

Outcomes and analysis

mental disorder (part 1) and a probability
sample of other respondents were
administered part-2 (assessment of
chronic physical conditions). Composite
International Diagnostic Interview (CIDI
3.0) was used to assess anxiety disorders,
mood disorders (major depression and
dysthymia), and alcohol abuse or
dependence.

Results

Representativeness

Those with chronic neck or back pain
from Germany, Spain and the Ukraine
were significantly more likely to have
agoraphobia or panic disorder
compared to those without chronic neck
or back pain (respectively adjusted ORs:
OR 2.6, 95% CI 1.2, 5.7; OR 2.5, 95% CI
1.3, 4.8; and OR 2.6, 95% CI 1.7, 3.9). No
significant differences were found in
Belgium, France, Netherlands or Italy.
Among the 7 European countries, only
Italy reported a significant likelihood of
having a social phobia among those with
chronic neck or back pain compared to
those without (adjusted OR 2.5, 95% CI
1.0, 5.8)
Those with chronic neck or back pain
from Belgium, Netherlands, Spain and
the Ukraine were significantly more
likely to have post traumatic stress
disorder compared to those without
chronic neck or back pain (respectively
adjusted ORs: OR 4.3, 95% CI 1.1, 16.2;
OR 4.4, 95% CI 1.5, 13.3; OR 4.2, 95% CI
1.5, 11.7; and OR 2.8, 95% CI 1.4, 5.6).
No significant differences were found in
France, Germany or Italy.

Demyttenaere et al.
2006

Type of chronic pain
Any general chronic pain.
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Outcomes measured
Comparative likelihood of
having a PPS between those

Any general chronic pain
Having a painful physical condition was
significantly more likely in respondents
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Representativeness
unclear

Study details

Population

Study design
Cross-sectional survey
(random sample) of
non-institutionalised
adults aged 18 or over,
across 6 European
countries – Belgium,
France, Germany,
Italy, the Netherlands
and Spain between
January 2001 and July
2003.

All respondents with PPS reported
symptoms during the last 12 months and
were presumed “chronic”, but chronic was
not defined in the study.

Study method
Individuals were
interviewed in their
own homes using
computer-assisted
interview techniques
(CAPI). Data were
determined by means
of the World Mental
Health Composite
International
Diagnostic Interview.
Painful Physical
Symptoms (PPS) were
assessed through
questions about the
lifetime presence of,
or treatment for any
severe headache, neck
or back pain or any
other chronic pain.

PPS with chronic somatic disorder was
defined as above, plus participant ever
had arthritis or rheumatism, seasonal
allergies, a stroke, a heart attack, heart
disease, high blood pressure, asthma,
tuberculosis, other chronic lung diseases,
malaria or other parasitic disease,
diabetes or high blood sugar, an ulcer in
the stomach or intestine, thyroid disease,
a neurological problem, HIV, AIDS or
cancer.

Outcomes and analysis
with an MDE and those
without.

Results
with a major depressive episode than
those without (adjusted OR 1.99, 95% CI
1.73, 2.30)

Pain severity
Pain severity was not
recorded or reported.
Analyses
Prevalence data presented
as weighted percentages
with standard errors.
Correlates of PPS were also
provided using odds ratios
(OR) and 95% Confidence
Intervals – adjusted for
socio-demographic details
and presence of MDE.

Confirmation of diagnosis
Self-reported answers to interview
questions – no diagnostic criteria reported
for pain diagnosis.
Interview questions:
1. Did you still have back or neck problems
or receive treatment for them at any time
during the past 12 months?
2. Did you still have frequent or severe
headaches or receive any treatment for
them at any time during the past 12
months?
3. Did you still have (any other) chronic
pain or receive any treatment for it during
the past 12 months?
Major depressive episode (MDE) was
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Representativeness
Medium quality study
Participants and
eligibility criteria not
adequately described.
Demographics of the
sample not comparable
to the target
population. Responders
not compared with
non-responders.

Study details

Population

Outcomes and analysis

Results

Representativeness

determined by whether respondents’
symptomology met the 12-month
diagnostic criteria of the Diagnostic and
Statistical manual of Mental Disorders
(DSM-IV)
Sample size and demographics
Total sample n=21,425
PPS section administered to 8796
respondents.
Sample with PPS:
One PPS: 23% (2023/8796)
Two PPS: 5.3% (466/8796)
Three PPS: 0.8% (70/8796)
(PPS section administered to 8796
respondents)
12-month prevalence:
Males with PPS: 24%
Females with PPS: 34.4%
Mean age not reported – age only
reported in relation to prevalence of PPS.
Patient selection
A random sample cross-sectional survey
was utilised. Participants were deemed to
have PPS when they gave an affirmative
answer to one of the three questions
reported above.
Ohayon et al.
2003/2004/2005

Type of pain
Any general chronic pain – chronic painful
physical condition (CPPC)

Study design
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Outcomes measures:
Association of chronic
painful physical condition
with depression symptoms

Any general chronic pain
Ohayon et al. 2003 and 2004
43.4% of those with a major depressive
disorder (MDD) had at least one chronic
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Representativeness
unclear
Medium quality study

Study details
Cross-sectional study
across 5 European
countries (United
Kingdom, Germany,
Italy, Portugal, and
Spain)
Study method
Telephone interview
between 1994
and 1999, using the
Sleep-EVAL System.
Lay interviewers read
participants the
questions displayed on
the computer screen
and entered their
answers. A typical
interview covered
socio-demographic
information,
sleep/wake schedule,
sleeping habits,
psychiatric
symptoms, medical
treatments, and
physical illnesses.

Population

Outcomes and analysis

Results

Chronic defined as pain that was
persistence for ≥6 months, patients had
consulted a health specialist for the pain,
whether or not it resulted in a treatment;
were taking medication, prescribed or not,
for the pain; or reported that pain
interfered with functioning.

and Major Depressive
Disorder (Ohayon 2003 and
2004) and insomnia (Ohayon
2005)

painful physical condition (CPPC). This
was significantly higher than the rest of
the sample (adjusted OR 4.0, 95% CI 3.5,
4.7; p<0.001)

Pain severity:
Not reported

The association between CPPCs and
depressive symptoms increased with
the number of depressive symptoms
reported: 61.9% of those with at least
8 depressive symptoms also had a CPPC
(p<0.001)

17.1% of population sample reported ≥1
chronic painful physical condition (95% CI,
16.5%-17.6%).
Confirmation of diagnosis
Self report only. Painful physical
conditions were ascertained through
several questions about current
treatment, current medication,
hospitalizations in the previous 12 months
and lists of 42 diseases (asking to specify if
the participant had one or more of them).
Sample size and demographics
N=18,980
Overall participation rate: 80.4%.
Men: n=9116 (48%)
Women: n=9864 (52%)

Analyses:
Descriptive and logistic
regression analysis
controlled for sex, age,
occupational status, alcohol
intake, smoking, stress and
BMI (factors normally
associated with depression)

CPPCs were significantly associated with
a MDD with and without a non-painful
medical condition (respectively adjusted
ORs: OR 5.17, 95% CI 3.95, 6.78 and
3.57, 95% CI 2.91. 4.38)
Ohayon et al. 2005
Of those with a CPPC, 23.3% reported at
least one insomnia symptom compared
to 7.4% of those without a CPPC
(adjusted OR 3.7, 95% CI 3.4,4.2)

Men:
<25y n= 1759 (19%)
25-34y: n=1807 (20%)
35-44y: n=1556 (17%)
45-54y: n=1399 (15%)
55-64y: n=1228 (13%)
≥65y: n=1367 (15%)
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Representativeness
Responders were not
compared to nonresponders.

Study details

Population

Outcomes and analysis

Results

Women:
<25y: n=1684 (17%)
25-34y: n=1767 (18%)
35-44y: n=1554 (16%)
45-54y: n=1426 (14%)
55-64y: n=1313 (13%)
≥65y: n=2120 (21%)
Patient selection
The target population in the United
Kingdom, Germany, Italy, and Spain was
all non-institutionalized residents aged
≥15 years; in Portugal, the minimum age
was set at 18 years.
A 2-stage sampling design was used for all
5 countries, using the geographical
distribution in the first stage and the Kish
selection method in the second stage
(maintains age and sex representation)
Exclusion criteria included insufficient
fluency in the national language, hearing
or speech impairment, or an illness that
precluded the feasibility of an interview or
being currently hospitalized.
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Representativeness

Q10 Results
Any general chronic pain
Demyttenaere et al. (2006) surveyed 21 425 adults from the non-institutionalised general
populations in six European countries and found that those with a major depressive episode
were significantly more likely to have a chronic painful physical condition (i.e. any general
chronic pain) than those without (adjusted OR 1.99, 95% CI 1.73, 2.30).
Ohayon et al. (2003, 2004 and 2005) surveyed 81 980 youths and adults (aged 15 to 100 years)
randomly selected from the general populations of five European countries and estimated the
prevalence of chronic painful physical conditions (CPPC) (i.e. any general chronic pain) at 17.1%.
They determined that 43.4% of those with a Major Depressive Disorder (MDD) also had at least
one CPPC compared with 16.1% of those who did not have a MDD and this result was
statistically significant (adjusted OR 4.0, 95% CI 3.5, 4.7; p<0.001) (Ohayon et al. 2003 and 2004).
However, the percentage of MDD sufferers can be broken down to 28.9% with chronic pain
alone and 14.5% with a co-occurrence of another non-painful medical condition, which probably
affected the likelihood of an MDD diagnosis.
The association between CPPCs and depressive symptoms increased with the number of
depressive symptoms reported: 28.5% of those reporting 2 depressive symptoms, 37.9% of
those with 5 depressive symptoms and 61.9% of those with ≥8 depressive symptoms also had a
CPPC (p<0.001). Chronic painful physical conditions were significantly associated with a MDD
with and without a non-painful medical condition (respectively adjusted ORs: OR 5.17, 95% CI
3.95, 6.78 and 3.57, 95% CI 2.91. 4.38).
Of those with a CPPC, 23.3% reported at least one insomnia symptom compared to 7.4% of
those without a CPPC (adjusted OR 3.7, 95% CI 3.4, 4.2) (Ohayon et al. 2005). As well, individuals
with a CPPC had insomnia for a longer period (average of 100 months) than those without pain
(average of 88 months; Mann–Whitney U: p < 0.001) although this was only significant for those
aged 45 to 64 years.
Any general chronic back or neck pain
Demyttenaere et al. (2007) surveyed 10 516 people from the general populations of seven
European countries and found the weighted 12-month prevalence of any general chronic back
or neck pain ranged between 14.7% in Spain to 29.6% in Germany and 42.2% in the Ukraine. The
mental disorders that were significantly more likely to be present in those with chronic neck or
back pain can be viewed in Table 16.
Table 16. Likelihood of having a mental disorder in those with any general chronic back or neck
pain compared with those without (odds ratios with 95% confidence intervals) (Demyttenaere et
al. 2007)
European
country

Major
depressive

Dysthymia
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Generalised
anxiety

Agoraphobia
or panic

Social phobia

Posttraumatic
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episode

disorder

disorder

stress
disorder
Belgium
1.7 (0.9, 2.9)
3.2 (1.2, 8.6)* 1.6 (0.5, 5.0)
0.6 (0.1, 2.2)
3.4 (0.8, 13.8) 4.3 (1.1,
16.2)*
France
2.3 (1.3, 3.9)* 1.8 (0.9, 3.7)
2.4 (1.2, 4.8)* 1.1 (0.4, 3.2)
1.2 (0.4, 3.1)
1.6 (0.7,
3.6)
Germany
2.0 (1.1, 3.8)* 3.6 (1.3, 9.8)* 2.7 (0.8, 8.8)
2.6 (1.2, 5.7)* 1.5 (0.7, 3.5)
1.1 (0.3,
3.9)
Italy
1.6 (1.1, 2.4)* 1.2 (0.6, 2.4)
1.3 (0.4, 3.9)
1.6 (0.7, 3.5)
2.5 (1.0, 5.8)* 1.7 (0.6,
4.6)
Netherlands 2.3 (1.5, 3.6)* 4.2 (1.8, 9.7)* 2.8 (1.0, 7.7)* 1.0 (0.4, 2.6)
2.5 (0.8, 7.7)
4.4 (1.5,
13.3)*
Spain
1.9 (1.3, 2.9)* 3.2 (2.0, 5.1)* 1.9 (1.0, 3.8)
2.5 (1.3, 4.8)* 1.3 (0.5, 3.7)
4.2 (1.5,
11.7)*
Ukraine
2.2 (1.5, 3.1)* 2.5 (1.8, 3.4)* 3.8 (2.3, 6.4)* 2.6 (1.7, 3.9)* 2.3 (0.9, 5.8)
2.8 (1.4,
5.6)*
*those with any general chronic neck or back pain were significantly more likely to have the indicated
mental disorder than those without chronic neck or back pain

No significant differences were found for alcohol abuse or dependence disorders between those
with and those without chronic back or neck pain in any of the seven European countries
examined.
Q10 Conclusions
Three medium quality studies found significant associations between mental disorders and
chronic pain although none were able to tease out primacy (i.e. whether depression and other
mental disorders resulted from chronic pain or vice versa). No studies were identified that
reported co-morbidities other than mental disorders.
Two studies examined samples from the general populations of five and seven European
countries, respectively. One found that those with any general chronic pain were significantly
more likely to have a major depressive episode than those without chronic pain (adjusted OR
1.99, 95% CI 1.73, 2.30) (Demyttenaere 2006) and the other found that those with a major
depressive disorder were significantly more likely to have any general chronic pain than those
without a major depressive disorder (adjusted OR 4.0, 95% CI 3.5, 4.7; p<0.001) (Ohayon 2003,
2004 and 2005). In most of the countries examined in the third study, those with any general
chronic back or neck pain were significantly more likely to have a major depressive disorder
(adjusted OR range: 1.6 [95% CI 1.1, 2.4] to 2.3 [95% CI 1.5, 3.6]) or dysthymia (adjusted OR
range: 2.5 [95% CI 1.8, 3.4] to 4.2 [95% CI 1.8, 9.7]) (Demyttenaere 2007).
It was unclear whether any of the results were representative of the general population in
Europe. None of the included studies reported comparing their country samples with the
national populations or comparing responders to non-responders.
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Q11. How many pain suffers have inadequate pain control?
We identified two studies that were relevant to question 11 (Table 17)
Representativeness of study results
Breivik et al. 2006/
Moderate-severe non-cancer pain
Pain in Europe 2003

Representativeness
unclear

Tölle et al. 2006 Pain Prac/
Tölle et al. 2006 J Diab/

Representativeness
unclear

Van Seventer et al. 2006/
McDermott et al. 2006

Any chronic trigeminal neuralgia
Any chronic painful diabetic
neuropathy
Any chronic post-herpetic neuralgia

Breivik et al. (2006)/ Pain In Europe (2003) was a low quality computer-assisted telephone
survey of regionally stratified general population samples from 15 European countries (Austria,
Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the Netherlands, Norway, Poland,
Spain, Sweden, Switzerland and the UK) plus Israel. In the spring and summer of 2003, screening
interviews identified adult respondents (≥18 years) with moderate to severe pain (≥5 on a 10point Numeric Rating Scale [NRS]) that had lasted ≥6 months, with pain experienced in the past
month that occurred at least two times per week. Around 300 moderate to severe chronic pain
sufferers were interviewed in-depth from each country for a total of 4839 respondents
(including 322 Israelis). The authors reported the percentage of respondents who felt their pain
was inadequately controlled and the percentage of prescription users who perceived their
medicines to be effective. Median pain duration for all countries combined was 7.0 years, 66%
reported moderate pain (NRS=5–7) and 34% had severe pain (NRS=8–10). As only 1% of the
sample had cancer-related pain, the population was regarded as having chronic non-cancer
pain.
Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab), van Seventer et al. (2006)and McDermott
et al. (2006) were four publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on patient functioning.
Presenting adults (≥18 years) with a neuropathic pain condition that had lasted ≥3 months were
recruited from 125 general practices (92%) and other non-pain specialists (8%) in six European
countries: France, Germany, Italy, the Netherlands, Spain and the United Kingdom. Interview
questions related to treatment efficacy (extremely effective, very effective, somewhat effective,
a little effective, and not effective). Effectiveness of prescription drugs was reported for those
with trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac), painful diabetic neuropathy (PDN)
(Tölle et al. 2006 J Diab) and post-herpetic neuralgia (PHN) (van Seventer et al. 2006). For those
with TN, PDN and PHN, respectively 66%, 74% and 45% had their painful neuropathic condition
for more than one year and 65%, 82% and 59% respectively reported moderate to severe pain
(i.e. ≥4 on 0-10 Pain Intensity Index) during the 24 hours prior to the interview.
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Table 17. Characteristics, results and representativeness of studies relevant to Q 11: inadequate pain control
Study details

Population

Breivik et al. 2006/
Pain Europe (PIE)
2003

Type of chronic pain
Moderate to severe non-cancer pain (1% of
the population had cancer related pain).

Study design
Cross-sectional study

Chronic pain is defined as pain for ≥ 6
months, pain in the last month and at least
two times per week. Their pain intensity had
to be ≥ 5 on a 10-point Numeric Rating Scale
(NRS) (1 = no pain, 10 = worst pain
imaginable) during last episode of pain.

Study method
Telephone survey in
two parts. First the
population was
screened for chronic
pain. Part of those
who qualified were
interviewed in-depth.

Confirmation of diagnosis
Not reported
Sample size and demographics
4839 respondents with chronic pain; sample
data were weighed by gender and seven agecategories
Women: 56% / Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:21%
51-60y:18%
61:70y:14%
71-80y:10%
81+y: 4%

Outcomes and analysis

Results

Outcome measured
% of respondents that felt
their pain was inadequately
controlled
% of prescription drugs users
that felt their drugs were
effective / not effective
% of non-prescription drugs
users that felt their drugs
were effective / not effective

Moderate to severe
chronic non-cancer pain
Inadequately controlled
pain: 40%

Representativeness
unclear

Effectiveness of
Prescription medicines:
Completely or very: 45%
Somewhat: 41%
Not very/Not at all: 15%

There was an
overrepresentation of
women. Responders
were not compared to
non-responders.

Pain severity
66% had moderate pain (NRS
= 5–7), 34% had severe pain
(NRS = 8–10).

Effectiveness of nonprescription medicines:
Completely or very: 31%
Somewhat: 49%
Not very/Not at all: 20%

Analyses
Descriptive analysis only for
this outcome.

Effectiveness of non-drug
treatments:
Completely or very: 38%

Patient selection
Listed telephone numbers were stratified by
region but randomly selected within the
region. Interviewers stopped after 300
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Low quality study

Study details

Population

Outcomes and analysis

Results

Representativeness

interviews per country. The fifteen
participating European countries were:
Austria, Belgium, Denmark, Finland, France,
Germany, Ireland, Italy, the Netherlands,
Norway, Poland, Spain, Sweden, Switzerland
and the UK.
Tölle et al. 2006 Pain
Prac
Tölle et al. 2006 J
Diab
Van Seventer et al.
2006
McDermott et al.
2006
Study design
Cross-sectional study
Study method
Adult patients came
from 125
community-based
physician practices in
France, Germany,
Italy, the
Netherlands, Spain
and the UK.
Demographics and
treatment
information were
recorded during an
interview. Patients

Type of chronic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)
Any chronic post-herpetic neuralgia (PHN)

Outcomes measured
% of patients who felt their
prescription medicine was
extremely effective or very
effective

Chronic defined as pain lasting ≥3 months

Pain severity in last 24 hours
Pain Severity Index (PSI)
range 0-10 where 0=no pain
and 10=pain as bad you can
imagine

Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of the
neuropathic pain syndromes with references
to patient-reported pain descriptors, location,
and pain duration.
Sample size and demographics
Total chronic neuropathic pain patients
recruited: 602
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean
age 62.7±15.8 years; women 67.1%
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19); mean
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TN (Tölle et al. 2006 Pain
Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain (4-6 on PSI scale)
14.6% reported severe pain
(7-10 on PSI scale)

Any chronic trigeminal
neuralgia
(Tölle et al. 2006 Pain
Prac)
Extremely/ Very effective:
42%
Any chronic painful
diabetic neuropathy
(Tölle et al. 2006 J Diab)
Extremely/Very effective:
27%
Any chronic post-herpetic
neuralgia
(van Seventer et al. 2006)
Extremely/ Very effective:
39%

PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain
PHN (van Seventer et al.
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Representativeness
unclear
Medium quality study
The target population
was neuropathic pain
patients who present to
general practitioners
(as opposed to pain
specialists). The
representativeness of
the results was judged
as unclear because the
authors did not
compare those who
consented to
participate with those
who did not give their
consent.

Study details
completed the Brief
Pain Inventory (BPI)
severity and
interference
questions

Population
age 65.6±11.2 years; women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%
Patient selection
Adult (≥18 years) diagnosed by physician for
the following: TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s
use of specific neuropathic pain descriptor
items from the Short Form McGill Pain
Questionnaire; PDN – diabetic distal
symmetrical sensory-motor polyneuropathy;
and PHN – neuropathic pain in the area of a
spinal nerve dermatome or cranial nerve
tract after crusting of skin lesions associated
with herpes zoster (PHN). A 3 month history
of the condition was required with pain
experienced within a week of the survey.

Outcomes and analysis

Results

2006)
Mean PSI score: 4.2
59% reported overall
moderate to severe pain
78% reported their worst
pain as moderate to severe
Analyses
Descriptive only for this
outcome

Patients excluded if they had 1) participated
in an investigational drug study in past 30
days; 2) a serious/unstable
medical/psychological condition
compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have confounded
neuropathic pain assessment; and 4) not able
to distinguish between neuropathic pain and
another chronic pain condition.
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Representativeness

Q11 results
Moderate to severe non-cancer pain
Breivik (2006) and Pain in Europe (2003) determined that 40% of pain sufferers were not satisfied
with the effectiveness of the treatment they were receiving for their long lasting pain.
Regarding the effectiveness of their current prescription pain medicines, 45% of respondents felt
that they were completely or very effective (Fig. 12), 41% felt they were somewhat effective, and
15% felt they were not very effective or not at all effective. Moreover, 64% of respondents said there
were times when their pain medicines were not adequate to control their pain, apparently when
activity caused breakthrough pain.
A total of 31% of those taking non-prescription medicines felt that current non-prescription
medicines were completely or very effective, 49% felt that they were somewhat effective, and 20%
felt that they were not very effective or not at all effective. A total of 38% of those who tried nondrug pain treatments felt they were completely or very effective.
Any chronic neuropathic pain
The percentage of patients with any painful diabetic neuropathy, trigeminal neuralgia and postherpetic neuralgia who reported their prescription medication as effective or very effective can be
viewed in Figure 14.

Any chronic post-herpetic neuralgia (n=84)

39%

Any chronic trigeminal neuralgia (n=82)

Any chronic painful diabetic neuropathy (n=140)

Moderate to severe non-cancer pain (n=4627)

42%

27%

45%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

Figure 14. Percentage of chronic pain patients who perceived their prescription pain medication as
extremely effective or very effective (Breivik 2006/Pain in Europe 2003, .
Q11 conclusion
Of those with moderate to severe chronic non-cancer pain, 40% were not satisfied with the way their
pain was controlled (Breivik 2003/ Pain in Europe 2003). Generally, prescription medications were
perceived as more effective than either non prescription medications or non drug treatments: 45%
found prescription medications "completely or very effective" versus 31% for non-prescription
medications and 31% for non-drug treatments.
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A single study reported on patients who presented with chronic neuropathic pain to general
practitioners or other non-pain specialists in six European countries. Of those who received
prescription pain medication, 42% of trigeminal neuralgia patients, 27% of painful diabetic
neuropathy patients and 39% of post-herpetic patients perceived their treatment as extremely or
very effective (Tölle et al. 2006 Pain Prac, Tölle et al. 2006 J Diab and Van Seventer et al. 2006).
These above must be interpreted with caution as the representativeness of the results of the
selected studies was judged as unclear. Furthermore, the sub-sample sizes of the chronic
neuropathic pain patients were considered small.

Q12a. What is the impact of chronic pain on quality of life?
We identified five studies that were relevant to question 12a and selected three for this summary
(Table 18).
Tölle et al. 2006 Pain Prac/
Tölle et al. 2006 J Diab/
Van Seventer et al. 2006/
McDermott et al. 2006

Any chronic trigeminal neuralgia
Representativeness unclear
Any chronic painful diabetic neuropathy
Any chronic post-herpetic neuralgia
Any general chronic neuropathic pain

Enbers et al. 2005

Any general chronic low back pain

Representativeness unclear

Gurejet et al. 1998

Any general chronic pain

Representativeness unclear

Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab), van Seventer et al. (2006)and McDermott et al.
(2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on patient functioning.
Presenting adults (≥18 years) with a neuropathic pain condition that had lasted ≥3 months were
recruited from 125 general practices (92%) and other non-pain specialists (8%) in six European
countries: France, Germany, Italy, the Netherlands, Spain and the United Kingdom. Patients
completed the EQ-5D survey; the EQ-5D assesses overall functioning and well-being with respect to
mobility, self-care, usual activities, pain or discomfort, and anxiety or depression. An additional
questionnaire included a global rating of current health that required patients to record a number
from 0 to 100, where 0 represents ‘‘worst possible health’’ and 100 represents ‘‘perfect health.’’
Furthermore, patients hypothetically rated their health status as if had complete neuropathic pain
relief. These questions were reported for those with any general chronic neuropathic pain
(McDermott et al. 2006), trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac), painful diabetic
neuropathy (PDN) (Tölle et al. 2006 J Diab) and post-herpetic neuralgia (PHN) (van Seventer et al.
2006). For those with any general chronic neuropathic pain, TN, PDN and PHN, respectively 67%,
66%, 74% and 45% had their painful neuropathic condition for more than one year and 79%, 65%,
82% and 59% respectively reported moderate to severe pain (i.e. ≥4 on 0-10 Pain Intensity Index)
during the 24 hours prior to the interview. Those with cancer-related neuropathic pain were not
excluded.
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Engbers et al. (2005) was a low quality cross-sectional study of patients with any general chronic low
back pain (CLBP) recruited from selected rehabilitation centres in six European countries (Italy,
Austria, Finland, Germany, Ireland and the Netherlands). All CLBP patients received multi-disciplinary
treatment at a rehabilitation centre. The Medical Outcome Studies Short-Form 36 (MOS SF-36)
questionnaire was used to measure health-related quality of life on eight scales: physical functioning
(PF), role physical (RP), bodily pain (BP), general health (GH), vitality (V), social functioning (SF), role
mental (RM) and mental health (MH). The scoring range on each of these items was from 0 to 100
where a higher score indicated better functioning. At follow-up, the mean SF 36 bodily pain score
was 45.3 (SD 21.2). The mean duration of pain was not reported and cancer-related pain was not
excluded.
Gureje et al. (1998) was a medium quality cross-sectional survey of primary care patients fromfifteen
health centres in the Americas, Asia, Africa, and six European countries (Germany, France,
Netherlands, United Kingdom, Italy and Greece) as part of the World Health Organization
Collaborative Study of Psychological Problems in General Health Care. The aim of the study was to
assess the prevalence and impact of any general chronic pain (i.e. persistent pain) among primary
care patients where persistent pain was defined as pain present most of the time for a period of 6
months or more during the prior year. The authors reported self-rated health status and compared it
to the ratings of those without chronic pain. Consecutive primary care attendees between the age of
majority (typically 18 years) and 65 years were screened and stratified random samples were
interviewed. Pain intensity and duration were not reported and cancer-related pain was not
excluded.
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Table 18. Characteristics, results and representativeness of studies relevant to question 12a: impact on quality of life
Study details

Population

Outcomes and analysis

Results

Representativeness

Tölle et al. 2006 Pain
Prac
Tölle et al. 2006 J Diab
Van Seventer et al.
2006
McDermott et al. 2006

Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)
Any chronic post-herpetic neuralgia (PHN)

Any general chronic
neuropathic pain
EQ-5D health state valuation:
mean (SD):
0.44 (0.35)
Overall health rating: mean
(SD): 53.9 (21.0)

Representativeness
unclear

Study design
Cross-sectional study

Chronic defined as pain lasting ≥3 months

Outcomes measured
EuroQol (EQ-5D) survey
Global rating of current
health (overall functioning
and well-being with respect
to mobility, self-care, usual
activities, pain or discomfort,
and anxiety or depression.
Patients reported their level
of difficulty or problems in
each area on 3 point scale
Global rating of current
health (a number from 0 to
100, where 0 represents
‘‘worst possible health’’ and
100 represents ‘‘perfect
health”)

Study method
Adult patients came
from 125 communitybased physician
practices (92% general
practices and 8% other
non-pain specialists) in
France, Germany, Italy,
the Netherlands, Spain
and the UK.
Demographics and
treatment information
were recorded during
an interview with a
trained physician.
Patients completed the
Brief Pain Inventory
(BPI) severity and
interference questions.

Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of
the neuropathic pain syndromes with
references to patient-reported pain
descriptors, location, and pain duration.
Sample size and demographics
Any general chronic neuropathic pain:
N= 602 (France 103, Germany 202, Italy 41,
Netherlands 58, Spain 95 and UK 103);
mean age 62.9 (SD 14.4) years; women 50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%,
cervical radiculopathy 14%; TN 14% and
post-traumatic neuropathy 12%
< 10% of sample: neuropathic pain due to
central post-stroke; post-spinal cord injury;
post-mastectomy; post-thoracotomy; and
phantom limb
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean
age 62.7±15.8 years; women 67.1%
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Pain severity in last 24 hours
Pain Severity Index (PSI)
range 0-10 where 0=no pain
and 10=pain as bad you can
imagine
Any general chronic
neuropathic pain:
(McDermott et al. 2006)
Mean PSI score (n=592): 4.8
(SD 2.1)
54.0% (n=311/576) reported
moderate pain (4-6 on PSI
scale)
24.7% (n=142/576) reported

Any chronic trigeminal
neuralgia
EQ-5D Health State Valuation
: mean (SD): 0.56 (0.31)
Overall health rating: mean
(SD): 60.2 (20.0)
Any chronic painful diabetic
neuropathy
EQ-5D Health State Valuation
: mean (SD): 0.41 (0.34)
Overall health rating: mean
(SD): 49.9 (21.2)
Any chronic post-herpetic
neuralgia
EQ-5D Health State Valuation
: mean (SD): 0.60 ± 0.29
Overall health rating: mean
(SD): 61.7 (20.3)
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Medium quality study
Representativeness of
the results was judged
as unclear because
the authors did not
compare those who
consented to
participate with those
who did not give their
consent.

Study details

Population
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19);
mean age 65.6±11.2 years; women 41.7%
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71. (SD:12.8 years); women
52%
Patient selection
Adult (≥18 years) diagnosed by physician
for the following: PDN, PHN, TN, central
post-stroke neuropathic pain , post-spinal
cord injury neuropathic pain , postmastectomy neuropathic pain, postthoracotomy neuropathic pain, cervical
radiculopathy, phantom limb neuropathic
pain or post-traumatic neuropathy
Specifically for TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s
use of specific neuropathic pain descriptor
items from the Short Form McGill Pain
Questionnaire;

Outcomes and analysis

Results

severe pain (7-10 on PSI
scale)
TN (Tölle et al. 2006 Pain
Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain (4-6 on PSI scale)
14.6% reported severe pain
(7-10 on PSI scale)
PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain
PHN (van Seventer et al.
2006)
Mean PSI score: 4.2
59% reported overall
moderate to severe pain
78% reported their worst
pain as moderate to severe
Analyses
Descriptive and ANOVA for
this outcome

Specifically for PDN – diabetic distal
symmetrical sensory-motor
polyneuropathy.
Specifically for PHN – neuropathic pain in
the area of a spinal nerve dermatome or
cranial nerve tract after crusting of skin
lesions associated with herpes zoster
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Representativeness

Study details

Population

Outcomes and analysis

Results

Representativeness

Outcomes measured
Medical Outcome Studies
Short-Form 36 (MOS SF-36).
The scoring range on each of
these items is from 0 to 100.
Higher scores indicate a
better level of functioning

Any general chronic low back
pain
For six European countries,
the mean SF-36 General
Health score for those with
any general chronic low back
pain at baseline was 53.4 (SD
18.4)

Representativeness
unclear

(PHN).
A 3 month history of the condition was
required with pain experienced within a
week of the survey.
Patients excluded if they had 1)
participated in an investigational drug
study in past 30 days; 2) a serious/unstable
medical/psychological condition
compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have
confounded neuropathic pain assessment;
and 4) not able to distinguish between
neuropathic pain and another chronic pain
condition.
Engbers et al. 2005
Study design
Cross-sectional study
Study method
After a baseline
measurement, CLBP
patients underwent
rehabilitation treatment
and were assessed
again at discharge or a
maximum of 3 months
later. Questionnaire
included Medical
Outcome Studies ShortForm 36 (MOS SF-36),

Type of chronic pain
Any general chronic low back pain (CLBP)
Chronic defined as pain lasting ≥3 months.
Confirmation of diagnosis
Diagnostic criteria not reported but all
participants were receiving multidisciplinary treatment at a rehabilitation
centre for CLBP as directed by health care
staff
Sample size and demographics
Sample total: 255 (Italy 56, Austria 50,
Finland 49, Germany 35, Ireland 32, and
the Netherlands 33)
Mean age (SD): 47.9 (12.6) years
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Pain severity
Mean SF-36 bodily pain score
(0-100 where a higher score
indicated better functioning)
At baseline: 36.4 (SD 18.8)
At follow-up: 45.3 (SD 21.1)
Analysis
Descriptive only for this
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Low quality study
Initial country
population samples
were not compared to
the national
populations and those
who refused to
participate were not
compared to those
who agreed to
participate.

Study details

Population

Outcomes and analysis

to measure healthrelated quality of life on
eight item scales
including bodily pain
(item score ranged from
0 to 100). An inventory
of patient demographic
variables, clinical
symptoms and
treatment profiles was
filled out by the
rehabilitation physician
during and at the end of
rehabilitation period.

Women: 55.3% (141/255)

outcome

Gureje et al. 1998
Study design
Cross-sectional survey
(only data for Europe is
presented here)
Study method
The General Health
Questionnaire was
administered as a
screening instrument.
Selected patients were
assessed by the WHO
primary care version of
the Composite
International Diagnostic
Interview (CIDI).

Results

Representativeness

Any general chronic pain
Self ratings of health status:
In 3 out of 8 European city
health centres, those with
persistent pain were
significantly more likely to
have rated their health status
as fair to poor than persons
not experiencing persistent
pain. The range was 8.3% in
Athens, Greece to 46.9% in
Ankara, Turkey and 48.1% in
Berlin, Germany.

Representativeness
unclear

Patient selection
Up to four inpatient and outpatient
rehabilitation facilities were selected from
Italy, Austria, Finland, Germany, Ireland
and the Netherlands. Patients had to have
been receiving multidisciplinary treatment
for low back pain and pain had to have
lasted for ≥3 months. Patients were
excluded if back pain was due to
structural/systemic pathology (e.g. scoliosis
and spondylolosthesis).

Type of chronic pain
Any general chronic pain – pain severity
was not reported and cancer-related pain
was not excluded
Chronic pain was pain that was present
most of the time for ≥6 months during the
prior year. Chronic pain patients had to
have at sometime during their lifetime
consulted a health professional about the
pain; taken medication more than once;
and had pain that interference with life or
activities a lot.
Pain intensity was not reported and cancerrelated pain was not excluded
Confirmation of diagnosis
Patients presented at primary health care
centres
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Outcomes measured
Self ratings of health status:
Compared those with any
chronic pain to those
without chronic pain
Pain severity
Not reported
Analyses
Weighted data accounting
for the stratified sampling
scheme and differentials in
response rate by GHQ
stratum, sex, and centre to
control non response- Wald
statistics logistic regression
model
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Medium quality study
The authors did not
compare their sample
demographics to the
target population.

Study details

Population

Outcomes and analysis

Results

Sample size and demographics
Total from Europe: n=2819
Berlin, Germany: n=400
Ankara, Turkey: n=400
Paris, France: n=405
Mainz, Germany: n=400
Groningen, the Netherlands: n=340
Manchester, England: n=428
Verona, Italy: n=250
Athens, Greece: n=196
Patient selection
Consecutive patients attending a primary
care facilities in Berlin, Ankara, Paris,
Mainz, Groningen, Manchester, Verona,
and Athens.
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Representativeness

Q12a Results
Any chronic neuropathic pain
The mean EQ-5D health state valuation for any general chronic pain, painful diabetic neuropathy,
trigeminal neuralgia and post-herpetic neuralgia can be viewed in Figure 15.
Any general chronic neuropathic pain
The mean (SD) overall health rating was 53.9 (21.0) for those with any general chronic neuropathic pain
and patients estimated that their overall rating would be 21.7 points higher, on average, if they were
free of neuropathic pain (McDermott 2006). Pain severity was significantly associated with EQ-5D Health
State Valuation scores (p<0.001) for those suffering from any chronic neuropathic pain. Mean EQ-5D
health state valuations were 0.67, 0.46, and 0.16 for the mild, moderate and severe pain intensities,
respectively.
Any chronic painful diabetic neuropathy
Pain severity was significantly associated with EQ-5D Health State Valuation scores (p<0.001) for those
suffering from painful diabetic neuropathy (Tölle 2006 J Diab). Mean EQ-5D Health State Valuations
were 0.59, 0.43, and 0.20 for mild, moderate, and severe pain, respectively. Patients placed a high value
on obtaining relief from their painful DPN. Using a patient-reported 0–100 global health rating scale,
patients estimated that their health rating score would increase from their current rating of 49.9±21.2 to
72.1±20.6, or by 44% (p<0.0001) if they had complete relief from DPN pain.
Any chronic trigeminal neuralgia
Among those with trigeminal neuralgia, a significant association was observed between increasing pain
severity and poorer EQ-5D Health State Valuation scores: for mild pain the score was 0.7, for moderate
pain 0.54 and for severe pain 0.3 (p=0.001) (Tölle 2006 Pain Prac). Patients placed a high value on
obtaining pain relief. On a 0–100 scale, patients estimated a 30% increase in their health rating score
(improvement from 60.2±20.0 to 78.4±22.7; p<0.0001, paired t -test) if they could experience complete
relief from their TN pain.
Any chronic post-herpetic neuralgia
Among those with post-herpetic neuralgia, a significant association was observed between increasing
pain severity and decreasing EQ-5D health state valuation (p<0.001): the scores were 0.72 for mild pain,
0.63 for moderate pain and 0.27 for severe pain (Van Seventer 2006). Patients placed a significant value
on obtaining relief from their PHN: on a 0–100 scale, patients estimated a 29% increase in their healthrating score (improvement from 61.7 ± 20.3 to 79.7 ± 19.8; p<0.0001) if they could experience complete
relief from their PHN.
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Any chronic post-herpetic neuralgia (n=84)

0.6

Any chronic trigeminal neuralgia (n=82)

0.56

Any chronic painful diabetic neuropathy (n=140)

0.41

Total chronic neuropathic pain (n=602)

0.44
0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

Mean overall EQ-5D health evaluation

Figure 15. Mean overall EQ-5D health evaluation for those with chronic neuropathic pain (MC Dermott
2006, Tölle 2006 J Diab, Tölle 2006 Pain Prac and Van Seventer 2006)
Any general chronic low back pain (CLBP)
Engbers et al. (2005) found that Italian patients scored on average significantly higher on the physical
functioning-scale than all other countries, indicating fewer limitations in physical activities. On the social
functioning-scale, again the Italian but also the Finnish patients scored on average significantly higher
than other countries, which indicated fewer problems in social activities. On the vitality-scale, Finland
scored significantly higher than the Netherlands, Germany and Austria, meaning that Finnish patients
felt the most energetic. On the role physical-scale the Dutch patients scored on average significantly
lower compared to all other countries, indicating that the interference of physical health with work or
other daily activities was higher in the Netherland than in the other countries. On the pain-scale Ireland
and Germany scored lower in comparison to all other countries, indicating that these patients
experience more pain. Table 19 shows the European scores for the eight scales of the MOS SF-36.
Table 19. SF-36 results of patients in six European countries with any general chronic low back pain
(total n=255). SF-36 scores ranged from 0 to 100 where a higher score indicated better functioning
(Engbers 2005).

Admission
Mean
S.D
Min.
Max.
Follow up
Mean
S.D
Min.

Physical
functioning

Role
physical

Pain

General
health

Vitality

Social
function

Role
mental

Mental
Health

55.7
23.8
0
100.0

28.5
34.4
0
100.0

36.4
18.8
0
100.0

53.4
18.4
0
92.0

48.2
19.6
0
100.0

61.6
25.9
0
100.0

57.6
41.9
0
100.0

62.6
19.7
12
100.0

64.3
22.6
0

40.8
40.5
0

45.3
21.1
0

56.7
19.4
0

52.8
20.0
5.0

68.1
24.8
0

61.8
40.9
0

67.0
19.2
12
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Max.

100.0

100.0

100.0

97.0

100.0

100.0

100.0

100.0

Any general chronic pain
Gureje et al. (1998) found that those with persistent pain in three out of eight European health centres
were significantly more likely to have rated their health status as fair to poor than those not
experiencing persistent pain (Table 19).
Table 20. Self-reported health status comparing those with and without any general chronic pain (i.e.
persistent pain) (Gureje 1998)
Participating centre
Berlin, Germany
Ankara, Turkey
Paris, France
Mainz, Germany
Groningen, the Netherlands
Manchester, England
Verona, Italy
Athens, Greece

Health rated fair to poor
With pain, %
48.1*
46.9
22.8
51.4
22.3
36.7*
40.9*
8.3

Health rated fair to poor
Without pain, %
24.0
27.2
12.8
37.8
10.5
11.3
29.7
12.8

* Percentage with the indicated self reported health impairment among persons with persistent pain
exceeded those without persistent pain at p<0.05, for a 2-tailed test.
Q12a conclusion
One medium quality study examined quality of life in Europeans with any chronic neuropathic pain
(McDermott 2006/ Tölle 2006 J Diab/ Tölle 2006 Pain Prac/ Van Seventer 2006). A poorer overall health
status was significantly associated with increasing pain intensity in those with any general neuropathic
pain, painful diabetic neuropathy, trigeminal neuralgia and post-herpetic neuralgia. Furthermore,
chronic neuropathic pain sufferers felt their health status would significantly if they could achieve
complete pain relief, indicating that chronic neuropathic pain contributed significantly to poor selfreported health status.
Another medium quality study reported that a trend towards lower health status among patients with
any general chronic pain in seven out of eight European health centre reaching significance in three
health centres (Berlin, Germany; Manchester, England; and Verona, Italy) (Gureje 1998).
A low quality study reported SF-36 scores (eight quality of life scale items) from chronic low back pain
patients recruited from six European countries (Engbers 2005). While the authors reported significant
comparisons between countries, no comparisons were made for the European population as a whole.
The representativeness of the results of the selected studies was judged as unclear primarily because
authors did not compare their sample population to their target population or responders to nonresponders.
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Q12b. What is the impact of chronic pain on activities of daily living?
We identified three studies that were relevant to question 12b (Table 21).
Representativeness of study results
Breivik et al. 2006/PIE 2003
Moderate to severe chronic non-cancer pain Representativeness
unclear
Engbers et al. 2005
Any general chronic low back pain
Representativeness
unclear
McDermott et al. 2006/
Any general chronic neuropathic pain
Representativeness
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
unclear
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Van Seventer et al. 2006
Any chronic post-herpetic neuralgia
Breivik et al. (2006)/ PIE (2003) was a low quality study that administered a large scale computerassisted telephone survey to a regionally stratified general population sample in 15 European countries
(Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the Netherlands, Norway, Poland,
Spain, Sweden, Switzerland and the UK) plus Israel. Screening interviews identified respondents aged
≥18 years with moderate to severe chronic pain (during last episode of pain ≥5 on a 10-point Numeric
Rating Scale [NRS]; 1 = no pain, 10 = worst pain imaginable) who had suffered pain for ≥ 6 months, had
experienced pain in the last month at least two times per week. In-depth interviews with 4839
respondents (including 322 Israelis) with chronic pain (about 300 per country) showed that 66% had
moderate pain (NRS = 5–7), 34% had severe pain (NRS = 8–10). The authors reported ability to do
activities scored on a 3-point scale. Median pain duration for all countries combined was 7.0 years. As
only 1% of the sample had cancer-related pain, the combined population was regarded as having noncancer pain.
Engbers et al. (2005) was a low quality cross-sectional study that compared the characteristics and
treatment profiles of recruited patients with any general chronic low back pain (CLBP) at selected
rehabilitation centres in six European countries (Italy, Austria, Finland, Germany, Ireland and the
Netherlands). All CLBP patients received multi-disciplinary treatment at a rehabilitation centre. The
authors describe pain-related disabilities with the use of Roland Disability Questionnaire (RDQ). At
follow-up, the mean SF 36 bodily pain score was 45.3 (SD 21.2; range 0-100) (on a scale of 0-100 where a
higher score indicated better functioning). The mean duration of pain was not reported and cancerrelated pain was not excluded.
McDermott et al. (2006), Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab) and van Seventer et al.
(2006) were four separate publications from the same medium quality cross-sectional study that
evaluated the impact of a range of chronic neuropathic pain conditions on patient functioning.
Presenting adults (≥18 years) with a neuropathic pain condition that had lasted ≥3 months were
recruited from 125 general practices (92%) and other non-pain specialists (8%) in six European
countries: France, Germany, Italy, the Netherlands, Spain and the United Kingdom. The authors assessed
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activities of daily living by the means of EQ-5D questionnaire and Brief Pain Inventory in patients with
any general chronic neuropathic pain (McDermott et al. 2006), trigeminal neuralgia (TN) (Tölle et al.
2006 Pain Prac), painful diabetic neuropathy (PDN) (Tölle et al. 2006 J Diab) and post-herpetic neuralgia
(PHN) (van Seventer et al. 2006). For those with any general chronic neuropathic pain, TN, PDN and
PHN, respectively 67%, 66%, 74% and 45% had their painful neuropathic condition for more than one
year and respectively 79%, 65%, 82% and 59% reported moderate to severe pain (i.e. ≥4 on 0-10 Pain
Intensity Index) during the 24 hours prior to the interview. Those with cancer-related neuropathic pain
were not excluded.
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Table 21. Characteristics, results and representativeness of studies relevant to Q12b: impact on daily activities
Study details

Population

Outcomes and analysis

Results

Representativeness

Breivik et al. 2006/PIE
2003

Type of chronic pain
Moderate to severe chronic non-cancer
pain (only 1% reported cancer-related
pain)

Outcome measured
Ability to do activities scored on
a 3-point scale, i.e., as just as
able, less able, or no longer able
to take part.

Moderate to severe noncancer chronic pain
Chronic pain in a
majority of the sufferers
severely affects sleep,
ability to exercise, walk,
do household chores,
attending social
activities, and
maintaining independent
lifestyle.

Representativeness
unclear

Study design
Cross-sectional study
Study method
Telephone survey in two
parts. In spring and early
summer, population was
screened for moderate
to severe chronic pain.
Around 300 of those
who qualified were
interviewed in-depth
from each country;
however, reported
responses to questions
varied and numbers of
participant responses
reported for separate
questions were often
<300

Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%
Chronic pain is defined as pain for ≥ 6
months, pain in the last month and several
times during the last week. Their pain
intensity had to be ≥5 on a 10-point
Numeric Rating Scale (NRS) (1=no pain,
10=worst pain imaginable) during last
episode of pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents with moderate to severe
chronic non-cancer pain; sample data were
weighed by gender and seven agecategories (18-30, 31-40, 41-50, 51-60, 6170, 71-80, 80+)
Women: 56% / Men: 44%
Mean age (SD): 49.9 (17.4) years
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Pain severity
All had moderate to severe pain:
Moderate pain 66% (NRS scale
5-7)
Severe pain 34% (NRS scale 810)
31% judged their pain so severe
that “I could not tolerate any
more”.
Analyses
Descriptive analyses

56% were less able and
9% were no longer able
to get a good night’s
sleep
50% were less able and
23% were no longer able
to exercise
49% were less able and
23% were no longer able
to lift
42% were less able and
12% were no longer able
to do household chores
40% were less able and
7% were no longer able
to walk
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Low quality study
Initial country
population samples
were not compared
to the national
populations and
those who refused
to be screened or
interviewed were
not compared to
those who agreed
to participate.

Study details

Population

Outcomes and analysis

Results

Representativeness

Outcomes measured
Roland Disability Questionnaire
(RDQ) to assess back painrelated disabilities in CLBP
patients (scoring range from 0
to 24). Higher scores indicate
greater disability.

Any general chronic low
back pain

Representativeness
unclear

RDQ
Mean admission (SD): 9.6
(4.9)
Mean follow-up (SD): 7.3
(5.4)

Low quality study

Age groups:
18-30:16%
31-40:18%
41-50:21%
51-60:18%
61:70:14%
71-80:10%
81+:4%
Patient selection
Listed telephone numbers were stratified
by region but randomly selected within the
region. Interviewers stopped after 300
interviews per country. Countries included
were Austria, Belgium, Denmark, Finland,
France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain,
Sweden, Switzerland and the UK (and
Israel).
Engbers et al. 2005
Study design
Cross-sectional study
Study method
After a baseline
measurement, CLBP
patients underwent
rehabilitation treatment
and were assessed again
at discharge or a
maximum of 3 months
later. Questionnaire
included Medical
Outcome Studies Short-

Type of chronic pain
Any general chronic low back pain (CLBP)
Chronic defined as pain lasting ≥3 months.
Confirmation of diagnosis
Diagnostic criteria not reported but all
participants were receiving multidisciplinary treatment at a rehabilitation
centre for CLBP as directed by health care
staff
Sample size and demographics
Sample total: 255 (Italy 56, Austria 50,
Finland 49, Germany 35, Ireland 32, and
the Netherlands 33)
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Medical Outcome Studies ShortForm 36 (MOS SF-36), to
measure health-related quality
of life on eight scales. As
measurement of ADL the
physical functioning (PF), role
physical (RP) were reported. The
scoring range on each of these

MOS SF-36
Physical functioning
Mean admission (SD):
55.7 (23.8)
Mean follow-up (SD):
64.3 (22.6)
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Initial country
population samples
were not compared
to the national
populations and
those who refused
to participate were
not compared to
those who agreed
to participate.

Study details

Population

Outcomes and analysis

Form 36 (MOS SF-36), to
measure health-related
quality of life on eight
item scales including
bodily pain (item score
ranged from 0 to 100).
An inventory of patient
demographic variables,
clinical symptoms and
treatment profiles was
filled out by the
rehabilitation physician
during and at the end of
rehabilitation period.

Mean age (SD): 47.9 (12.6) years
Women: 55.3% (141/255)

items is from 0 to 100. Higher
scores indicate a better level of
functioning.

McDermott et al. 2006
Tölle et al. 2006 Pain
Prac
Tölle et al. 2006 J Diab
Van Seventer et al. 2006

Type of chronic pain
Any general chronic neuropathic pain
Moderate and severe chronic trigeminal
neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)
Any chronic post-herpetic neuralgia (PHN)

Study design
Cross-sectional study

Patient selection
Up to four inpatient and outpatient
rehabilitation facilities were selected from
Italy, Austria, Finland, Germany, Ireland
and the Netherlands. Patients had to have
been receiving multidisciplinary treatment
for low back pain and pain had to have
lasted for ≥3 months. Patients were
excluded if back pain was due to
structural/systemic pathology (e.g.
scoliosis and spondylolisthesis).

Chronic defined as pain lasting ≥3 months
Study method
Adult patients came
from 125 communitybased physician practices
(92% general practices
and 8% other non-pain
specialists) in France,
Germany, Italy, the
Netherlands, Spain and
the UK. Demographics
and treatment
information were

Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of
the neuropathic pain syndromes with
references to patient-reported pain
descriptors, location, and pain duration.
Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy 41,
Netherlands 58, Spain 95 and UK 103);
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Results

Pain severity
Mean SF-36 bodily pain score (0100 where a higher score
indicated better functioning)
At baseline: 36.4 (SD 18.8)
At follow-up: 45.3 (SD 21.1)

Representativeness

Role physical
Mean admission (SD):
28.5 (34.4)
Mean follow-up (SD):
40.8 (40.5)

Analysis
Descriptive only for this
outcome
Outcomes measured
EQ-5D survey assesses overall
functioning and well-being with
respect to mobility, self-care,
usual activities, pain or
discomfort, and anxiety or
depression. Patients reported
their level of difficulty or
problems in each area on a 3point ordinal scale: no problems
(1), some or moderate problems
(2), and unable or extreme
problems (3). Health state
valuations ranged from -0.59
(extreme problems in all five
areas) to 1.00 (no problems in
any of the five areas)
BPI measured pain-related
interference with patient
functioning. BPI pain

Any general chronic
neuropathic pain
(n=576: 311 moderate
pain; 142 severe pain)
Both the EQ-5D health
state valuation scores
and BPI pain interference
scores were significantly
associated with
increasing pain severity
(p<0.001 for both).
Mean EQ-5D health state
valuations (score -0.59 to
1.00 where 1.00=no
problems):
0.46 for moderate pain
0.16 for severe pain
Mean BPI pain
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Representativeness
unclear
Medium quality
study
Authors did not
compare those who
consented to
participate with
those who did not
give their consent.

Study details

Population

Outcomes and analysis

Results

recorded during an
interview with a trained
physician. Patients
completed the Brief Pain
Inventory (BPI) severity
and interference
questions

mean age 62.9 (SD 14.4) years; women
50%
311 had moderate pain; 142 had severe
pain
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%,
cervical radiculopathy 14%; TN 14% and
post-traumatic neuropathy 12%
< 10% of sample: neuropathic pain due to
central post-stroke; post-spinal cord injury;
post-mastectomy; post-thoracotomy; and
phantom limb

interference items addressed
impact of pain on patients’
general activity, mood, walking,
work, relations with others,
sleep, and enjoyment of life.
Measured using 11-point
numeric rating scales ranging
from 0 (does not interfere) to 10
(completely interferes). The
mean of these seven ratings was
used to indicate the patient’s
overall level of pain
interference.

interference scores
(score 0-10 where
10=complete
interference):
4.6 for moderate pain
6.8 for severe pain
(McDermott et al. 2006)

TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean
age 62.7±15.8 years; women 67.1%
41 had moderate pain; 12 had severe pain
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19);
mean age 65.6±11.2 years; women 41.7%
80 had moderate pain; 35 had severe pain
PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%
50 had moderate to severe pain
Patient selection
Adult (≥18 years) diagnosed by physician
with the following: PDN, PHN, TN, central
post-stroke neuropathic pain , post-spinal
cord injury neuropathic pain , postmastectomy neuropathic pain, post-
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Pain severity in last 24 hours
Pain Severity Index (PSI) range
0-10 where 0=no pain and
10=pain as bad you can imagine:
1–3 indicated mild pain, 4–6
moderate pain, and 7–10 severe
pain
Any general chronic neuropathic
pain (McDermott et al. 2006)
Mean PSI score (n=592): 4.8 (SD
2.1)
54.0% (n=311/576) reported
moderate pain
24.7% (n=142/576) reported
severe pain
TN (Tölle et al. 2006 Pain Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate pain
14.6% reported severe pain

Any chronic trigeminal
neuralgia (n=82: 41
moderate pain; 12
severe pain)
Both the EQ-5D health
state valuation scores
and BPI pain interference
scores were significantly
associated with
increasing pain severity
(p=0.001 and p<0.001,
respectively).
Mean EQ-5D health state
valuations:
0.54 for moderate pain
patients
0.3 for severe pain
patients
Mean BPI pain
interference scores:
4.0 for moderate pain
patients
5.9 for severe pain
patients
(Tölle 2006 et al. Pain
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Representativeness

Study details

Population

Outcomes and analysis

Results

thoracotomy neuropathic pain, cervical
radiculopathy, phantom limb neuropathic
pain or post-traumatic neuropathy

PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain

Prac)

Specifically for TN – neuropathic facial
pain, allodynia, hyperalgesia and/or the
patient’s use of specific neuropathic pain
descriptor items from the Short Form
McGill Pain Questionnaire
Specifically for PDN – diabetic distal
symmetrical sensory-motor
polyneuropathy
Specifically for PHN – neuropathic pain in
the area of a spinal nerve dermatome or
cranial nerve tract after crusting of skin
lesions associated with herpes zoster
(PHN).
A 3 month history of the condition was
required with pain experienced within a
week of the survey.
Patients excluded if they had 1)
participated in an investigational drug
study in past 30 days; 2) a serious/unstable
medical/psychological condition
compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have
confounded neuropathic pain assessment;
and 4) not able to distinguish between
neuropathic pain and another chronic pain
condition.
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PHN (van Seventer et al. 2006)
Mean PSI score: 4.2
59% reported overall moderate
to severe pain
78% reported their worst pain
as moderate to severe
Analyses
Descriptive and ANOVA for this
outcome

Any chronic painful
diabetic neuropathy
(n=140: 80 moderate
pain; 35 severe pain)
Both the EQ-5D health
state valuation scores
and BPI pain interference
scores were significantly
associated with pain
severity (p<0.001)
Mean EQ-5D health state
valuations:
0.43 for moderate pain
patients
0.20 for severe pain
patients
Mean BPI pain
interference scores:
4.6 for moderate pain
patients
6.9 for severe pain
patients
(Tölle et al. 2006 J Diab)
Any chronic postherpetic neuralgia (n=84:
50 moderate to severe
pain)
Both the EQ-5D health
state valuation scores
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Representativeness

Study details

Population

Outcomes and analysis

Results
and BPI pain interference
scores were significantly
associated with pain
severity (p<0.001)
Mean EQ-5D health state
valuations:
0.63 for moderate pain
patients
0.27 for severe pain
patients
Mean BPI pain
interference scores:
3.8 for moderate pain
patients
6.2 for severe pain
(van Seventer et al.
2006)
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Representativeness

Q12b Results
Moderate to severe chronic non-cancer pain
The impact of moderate to severe chronic neuropathic pain on daily activities can be viewed in
Figure 16. Approximately 79% felt their pain increased during the day as a result of their activity.

56%

Sleeping (n = 4794)

9%
50%

Exercising (n = 4615)

23%

Lifting (n = 4784)

23%

49%
42%

Daily activity

Household chores (n = 4658)

12%
40%

Walking (n = 4822)

7%
34%

Attending social activities (n = 4675)

14%
29%
32%
24%

Working outside home (n = 4228)
Maintaining an independent lifestyle (n = 4780)

6%

Less able (%)

No longer able (%)

24%
19%
24%
23%
22%

Having sexual relations (n = 3708)
Driving (n = 3874)
Maintaining relationships (n = 4786)

5%

0%

20%

40%

60%

Percent of moderate to severe chronic non-cancer pain sufferers

Figure 16. The impact of moderate to severe chronic non-cancer pain on daily activities: percentage
of respondents who were less able or unable to carry out the activities read out by the interviewers
(Breivik et al. 2006 and Pain in Europe 2003).
Any general chronic low back pain
For those with any general chronic low back pain, the overall mean scores for the Roland Disability
Questionnair (RDQ) and the MOS SF-36 questionnaire can be viewed in Figure 17.
64.3

SF-36 score (0-100)
RDQ score (0-24)

70
60

55.7

50

40.8

40

28.5

30
20

At admission
9.6

10

At follow-up
7.3

0
MOS SF-36: physical
functioning

MOS SF-36: role
physical

Roland Disability
Questionnaire

Figure 17. SF-36 and RDQ results for those with any general chronic low back pain (n=255): SF-36
score (range 0-100) where a higher score indicated better functioning and the RDQ score (range 024) where a lower score indicated better functioning ( Engbers et al. 2005)
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Any chronic neuropathic pain
The mean EQ-5D health state evaluations and mean BPI scores for any general chronic neuropathic
pain, painful diabetic neuropathy, trigeminal neuralgia and post-herpetic neuralgia can be viewed in
Figures 18 and 19, respectively. Both the EQ-5D health state valuation scores and the BPI pain
interference with functioning scores were significantly associated with increasing pain severity
(p<0.001) in those with any general chronic neuropathic pain and the other neuropathic pain
subtypes (McDermott 2006, Tölle 2006 J Diab, Tölle 2006 Pain Prac, and van Seventer 2006).

Mean EQ-5D health state valuation score

Any chronic post-herpetic neuralgia
Patients reported pain interference for all seven health status domains that were significantly
associated with greater pain severity (p<0.001) (Van Seventer 2006). The most affected domains
were mood, sleep and general activity; the least affected domains were walking ability and relations
with other people.
0.80
0.70

0.63
0.59

0.60
0.50

0.72

0.70

0.67

0.54
0.46

0.43

0.40
0.30

0.27

0.30
0.20

0.20

0.16

Mild pain (PSI score 1-3)
Moderate pain (PSI score 4-6)

0.10

Severe pain (PSI score 7-10)

0.00
General
Chronic painful
chronic
diabetic
neuropathic neuropathy
pain

Chronic
trigeminal
neuralgia

Chronic postherpetic
neuralgia

Type of chronic neuropathic pain

Figure 18. Mean EQ-5D health state scores by pain severity for those with chronic neuropathic pain.
Range from -0.59 (extreme problems in all areas) to 1.00 (no problems in any areas) (McDermott
2006, Tölle 2006 J Diab, Tölle 2006 Pain Prac, and van Seventer 2006).
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Mean BPI pain interference score

8
6.9

6.8

7

6.2

5.9

6
5

4.6

4.6
4.0

3.8

4

Mild pain (PSI score 1-3)

3
2.2

2.5

Moderate pain (PSI score 4-6)
1.8

2

1.3

Severe pain (PSI score 7-10)

1
0
General
Chronic painful
Chronic
Chronic postchronic
diabetic
trigeminal
herpetic
neuropathic
neuropathy
neuralgia
neuralgia
pain
Type of chronic neuropathic pain

Figure 19. Mean BPI pain interference scores by pain severity in those with chronic neuropathic pain.
Range from 0 (did not interfere) to 10 (completely interfered) (McDermott 2006, Tölle 2006 J Diab,
Tölle 2006 Pain Prac, and van Seventer 2006).
Q12b. Conclusion
One low quality study (Breivik et al 2006/PIE 2003) found that moderate to severe chronic noncancer pain in a majority of the sufferers severely affected sleep, ability to exercise, walk, do
household chores, attending social activities, and maintaining independent lifestyle. Also, 79%
reported that their pain increased during the day as a result of their activity.
Another low quality study (Engbers et al. 2005) reported overall mean scores for the Roland
Disability Questionnaire (range 0-24) as 9.6 and 7.3 at the time of admission of patients with any
general chronic low back pain and at follow-up. The mean scores on the MOS SF-36 questionnaire
were 55.7 and 64.3 for physical function at admission and follow-up, respectively, and 28.5 and 40.8
for role physical.
One medium quality study (McDermott et al. 2006, Tölle et al. 2006 Pain Prac, and Tölle et al. 2006 J
Diab and van Seventer et al. 2006) reported on patients who presented with any general
neuropathic pain to general practitioners in six European countries. Pain severity was associated
significantly (ANOVA, P <0.001) with pain interference scores (BPI) and EQ-5D health state valuation
scores for those with any general chronic neuropathic pain, painful diabetic neuropathy, trigeminal
neuralgia, and post-herpetic neuralgia. The sample population for this study excluded those who
presented to pain specialists. Sample sizes also were considered small.
It was unclear whether the above results were representative as the authors did not compare their
sample populations with their target populations or responders with non-responders.
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Q12c. What is the impact of chronic pain on depression and other mental illness across Europe?
For this question we identified eight relevant studies and selected three for this summary (Table 22)
Ohayon et al. 2003/
Ohayon et al. 2004

Any general chronic pain

Representativeness unclear

Demyttenaere et al. 2006

Any general chronic pain

Representativeness unclear

Engbers et al. 2005

Any general chronic low back pain

Representativeness unclear

Ohayon et al. (2003/2004) conducted a cross-sectional telephone survey of a random sample of
youths and adults (aged 15 to 100 years) that were deemed representative of the general
populations of the United Kingdom, Germany, Italy, Portugal, and Spain. Participants who had
consulted for a chronic painful physical condition (CPPC) lasting ≥6 months were asked to complete a
depressive illness questionnaire to explore whether they were suffering depressive symptoms and to
what extent, and whether this impacted on their functioning. Answers were provided during
telephone interviews using the Sleep-EVAL system and included questions about mental disorders
and medical conditions. Information on pain severity and duration was not reported. Cancer patients
were not excluded.
Demyttenaere et al. (2006) carried out a large cross-sectional survey across Belgium, France, Italy,
Germany, the Netherlands and Spain reported the prevalence and socio-demographic characteristics
of people with painful physical symptoms (PPS) with and without major depressive episode (MDE).
Painful physical symptoms were assessed through questions about the lifetime presence of or
treatment for any frequent or severe headache, back or neck pain. Participants were considered to
have PPS if symptoms were present during the past 12 months. Prevalence of MDE with and without
PPS, and mean delays in respondents seeking help for emotional reasons with and without PPS were
reported. The authors did not indicate clearly that they recruited only chronic pain patients and they
did not defined the term chronic. However, the language used in the paper implied the participants
had chronic pain; therefore, we have assumed that those with PPS had chronic pain. Pain severity
and duration were not reported. Cancer-related pain was not specifically excluded and patients with
concomitant chronic somatic disorders, including cancer, were included.
Engbers et al. (2005) was a low quality cross-sectional study that compared the characteristics and
treatment profiles of recruited patients with any general chronic low back pain (CLBP) at selected
rehabilitation centres in six European countries (Italy, Austria, Finland, Germany, Ireland and the
Netherlands). All CLBP patients received multi-disciplinary treatment at a rehabilitation centre and
the authors reported SF-36 scores for mental health independently in patients with CLBP. Results
were presented by country and as a total (across countries at baseline and follow up). At follow-up,
the mean SF 36 bodily pain score was 45.3 (SD 21.1; range 0-100) (on a scale of 0-100 where a higher
score indicated better functioning). The mean duration of pain was not reported and cancer-related
pain was not excluded.
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Table 22. Characteristics, results and representativeness of studies relevant to Q12c: impact of chronic pain on depression, and other mental illness
Study details
Ohayon et al. 2003/2004
Study design
Cross-sectional study across 5
European countries (United
Kingdom, Germany, Italy,
Portugal, and Spain)
Study method
Telephone interview between
1994 and 1999, using the SleepEVAL System. Lay interviewers
read participants the questions
displayed on the computer
screen and entered their
answers. A typical interview
covered socio-demographic
information, sleep/wake
schedule, sleeping habits,
psychiatric symptoms,
depressive illness
questionnaire, medical
treatments, and physical
illnesses

Population
Type of pain
Any general chronic pain.
Any chronic painful physical
condition (CPPC), defined by
persistence for at least 6 months,
patients had consulted a health
specialist for the pain, whether or
not it resulted in a treatment; were
taking medication, prescribed or
not, for the pain; or reported that
pain interfered with functioning.
17.1% of participants reported
having at least 1 chronic painful
physical condition (95% CI, 16.5%17.6%).
Confirmation of diagnosis
Self report only. Painful physical
conditions were ascertained through
several questions about current
treatment, current medication, and
hospitalizations in the previous 12
months and lists of 42 diseases
(asking to specify if the participant
had one or more of them).
Sample size and demographics
N=18,980
Overall participation rate: 80.4%.
Men: n=9116 (48%)
Women: n=9864 (52%)
Men:
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Outcomes and analysis
Outcome measured
% of people with depressive
symptoms who also have at
least one CPPC
% of people with major
depressive disorder (MDD)
who have at least one CPPC.
Association between CPPC
and a number of depressive
symptoms
% of subjects with CPPC who
reported 1 of the symptoms
associated with somatic
depression
Duration of the depressive
mood in patients with at least
one depressive symptom and
CPPC compared with the rest
of the sample

Results
Any general chronic pain
Ohayon et al. 2003:
27.6% of participants who had ≥1
depressive symptom also had ≥1
chronic painful physical condition
(CPPC)
43.4% of patients with a major
depressive disorder (MDD) had
≥1CPPC (vs. rest of the sample
adj OR 4.0; 95% CI 3.5-4.7;
p<0.001).
An increase in % with CPPC was
observed with an increase in the
number of depressive symptoms:
61.9% with ≥8 depressive
symptoms had CPPC (p <0.001).
75.3% of participants with ≥1
CPPC reported having ≥1 of the
symptoms associated with
somatic depression (fatigue,
changes in appetite/weight, or
insomnia/ hypersomnia).

Association (adjusted OR)
between CPPC and MDD and
association (adjusted OR)
between experiencing pain
day and night (over 24hrs)
and MDD

Duration of depressive mood in
patients with ≥1 depressive
symptom and CPPC compared
with the rest of the sample: 19.0
months vs. 13.3 months; p=0.003

Ohayon 2004

CPPC was significantly associated
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Representativeness
Representativeness
unclear
Medium quality study
Responders were not
compared to nonresponders.

Study details

Population
<25y n= 1759 (19%)
25-34y: n=1807 (20%)
35-44y: n=1556 (17%)
45-54y: n=1399 (15%)
55-64y: n=1228 (13%)
≥65y: n=1367 (15%)
Women:
<25y: n=1684 (17%)
25-34y: n=1767 (18%)
35-44y: n=1554 (16%)
45-54y: n=1426 (14%)
55-64y: n=1313 (13%)
≥65y: n=2120 (21%)
Patient selection
The target population in the United
Kingdom, Germany, Italy, and Spain
was all noninstitutionalized
residents aged 15 years or older; in
Portugal, the minimum age was set
at 18 years.
A 2-stage sampling design was used
for all 5 countries, using the
geographical distribution in the first
stage and the Kish selection method
in the second stage ( maintains age
and sex representation)
Exclusion criteria included
insufficient fluency in the national
language,
hearing or speech impairment, or an
illness that precluded the feasibility
of an interview or being currently
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Outcomes and analysis
OR (%) for patients with
various depressive symptoms
(moderate or extreme
intensity/frequency)
Duration of current
depressive episode for MDD
patients with a CPPC
compared with MDD patients
without a CPPC
Likelihood of a past
depressive episode in MDD
patients with a CPPC
compared with MDD patients
without a CPPC (%)
Pain severity
Not reported
Analyses
Descriptive (including 95% CI)
and statistical tests were
performed (chi square).
Bivariate analyses
were performed using the _2
test. Logistic regression was
used to compute the odds
ratios (ORs) associated with
major depressive episodes
and pain

Results
with MDD (adj OR 3.57, 95% CI
2.91, 4.38; p<0.01)
Experiencing constant pain was
significantly associated with MDD
(adj OR 1.60, 95% CI 1.28, 2.01;
p<0.001)
Ohayon et al. 2004:
OR (%) for patients with various
depressive symptoms (moderate
or extreme intensity/frequency)
7 depressive symptoms were
significantly associated with
CPPCs in MDD participants:
feeling sad or depressed,
psychomotor agitation and
retardation, weight gain,
insomnia, fatigue, and impaired
concentration.
Duration of current depressive
episode for major depressive
disorder (MDD) patients with a
CPPC compared with patients
without a CPPC.
31.4 months compared to 24.3
months for patients without a
CPPC (p<0.05)
Likelihood of a past depressive
episode in MDD patients with a
CPPC compared with MDD
patients without a CPPC
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Study details

Population

Outcomes and analysis

Results

Representativeness

hospitalized
MDD patients with a CPPC were
more likely to have had a past
depressive episode than MDD
participants without a CPPC
(24.4% vs. 17.4%, p=0.01)
Demyttenaere et al. 2006
Study design
Cross-sectional survey (random
sample) of non-institutionalised
adults aged 18 or over, across 6
European countries – Belgium,
France, Germany, Italy, the
Netherlands and Spain between
January 2001 and July 2003.
Study method
Individuals were interviewed in
their own homes using
computer-assisted interview
techniques (CAPI).Data were
determined by means of the
World Mental Health
Composite International
Diagnostic Interview. Painful
Physical Symptoms (PPS) were
assessed through questions
about the lifetime presence of,
or treatment for any severe
headache, neck or back pain.

Type of chronic pain
Any general chronic pain.
All respondents with PPS reported
symptoms during the last 12 months
and were presumed “chronic”, but
chronic was not defined in the
study.
PPS with chronic somatic disorder
was defined as above, plus
participant ever had arthritis or
rheumatism, seasonal allergies, a
stroke, a heart attack, heart disease,
high blood pressure, asthma,
tuberculosis, other chronic lung
diseases, malaria or other parasitic
disease, diabetes or high blood
sugar, an ulcer in the stomach or
intestine, thyroid disease, a
neurological problem, HIV, AIDS or
cancer.
Pain severity was not recorded or
reported.
Confirmation of diagnosis
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Outcomes measured
Prevalence of PPS with major
depressive episode (MDE)
% of depressed mood in
patients with PPS/MDE
Mean delay for help seeking
for “emotional reasons”
among respondents with
PPS/MDE

Any general chronic pain
Prevalence of PPS with major
depressive episode (MDE)
In respondents with MDE, 50% of
people also reported painful
physical symptoms (PPS),
compared to 29% of respondents
without MDE but with PPS; OR
1.99 (95% CI 1.73–2.30).

% and OR for help seeking for
emotional reasons in pts with
MDE and PPS
Pain severity
Not reported
Analyses
Prevalence data presented as
weighted percentages with
standard errors. Correlates of
PPS were also provided using
odds ratios (OR) and 95%
Confidence Intervals –
adjusted for socio-
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Representativeness
unclear
Medium quality study
Participants and eligibility
criteria not adequately
described. Demographics
of the sample not
comparable to the target
population. Responders
not compared with nonresponders.

Study details

Population
Self-reported answers to interview
questions – no diagnostic criteria
reported for pain diagnosis.
Interview questions:
1. “Did you still have back or neck
problems or receive any treatment
for them at any time during the past
12 months?”
2. “Did you still have frequent or
severe headaches or receive any
treatment for them at any time
during the past 12 months?”
3. “Did you still have (any other)
chronic pain or receive any
treatment for it during the past 12
months?”

Outcomes and analysis

Results

demographic details and
presence of MDE.

Major depressive episode (MDE)
was determined by whether
respondents’ symptomology met
the 12-month diagnostic criteria of
the Diagnostic and Statistical manual
of Mental Disorders (DSM-IV)
Sample size and demographics
Total sample n=21,425
PPS section administered to 8796
respondents.
Sample with PPS:
One PPS: 23% (2023/8796)
Two PPS: 5.3% (466/8796)
Three PPS: 0.8% (70/8796)
(PPS section administered to 8796
respondents).

Kleijnen Systematic Reviews Ltd.

154

Representativeness

Study details

Population

Outcomes and analysis

Results

Representativeness

12-month prevalence:
Males with PPS: 24%
Females with PPS: 34.4%
Mean age not reported – age only
reported in relation to prevalence of
PPS.
Patient selection
A random sample cross-sectional
survey was utilised. Participants
were deemed to have PPS when
they gave an affirmative answer to
one of the three questions reported
above.
Engbers et al. 2005
Study design
Cross-sectional study
Study method
After a baseline measurement,
CLBP patients underwent
rehabilitation treatment and
were assessed again at
discharge or a maximum of 3
months later. Questionnaire
included Medical Outcome
Studies Short-Form 36 (MOS SF36), to measure health-related
quality of life on eight item
scales including bodily pain
(item score ranged from 0 to
100). An inventory of patient

Type of chronic pain
Any general chronic low back pain
(CLBP)
Chronic defined as pain lasting ≤3
months.
Confirmation of diagnosis
Diagnostic criteria not reported but
all participants were receiving multidisciplinary treatment at a
rehabilitation centre for CLBP as
directed by health care staff
Sample size and demographics
Sample total: 255 (Italy 56, Austria
50, Finland 49, Germany 35, Ireland
32, and the Netherlands 33)
Mean age (SD): 47.9 (12.6) years
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Outcomes measured
SF-36 scores for mental health
reported (total across
countries) at baseline and
follow up (0-100 where a
higher score indicated better
functioning) – Mean, SD Min,
Max.
Comparisons between
countries were made in SF-36
mental health outcome
reporting.
Pain severity
Mean SF-36 bodily pain score
(0-100 where a higher score
indicated better functioning)
At baseline: 36.4 (SD 18.8)

Any general chronic low back
pain

Representativeness
unclear

Baseline SF36 mental health
score: (n=255)
Mean 62.6 (SD 19.7)
Min 12.0 – Max 100.0

Low quality study

Follow-up SF36 mental health
score (n=255) (losses to follow up
not reported).
Mean 67.0 (SD19.2)
Min 12.0 – Max 100.0
No significant differences were
found between countries (on
ANOVA) on the mental health
scale of the SF-36.
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Initial country population
samples were not
compared to the national
populations and those who
refused to participate were
not compared to those
who agreed to participate.
Authors did not explain
how patients were
recruited

Study details
demographic variables, clinical
symptoms and treatment
profiles was filled out by the
rehabilitation physician during
and at the end of rehabilitation
period.

Population

Outcomes and analysis

Women: 55.3% (141/255)

At follow-up: 45.3 (SD 21.1)

Patient selection
Up to four inpatient and outpatient
rehabilitation facilities were selected
from different institutions in Italy,
Austria, Finland, Germany, Ireland
and the Netherlands. Patients had to
have been receiving
multidisciplinary treatment for low
back pain and pain had to have
lasted for ≥3 months. Patients were
excluded if back pain was due to
structural/systemic pathology (e.g.
scoliosis and spondylolisthesis).

Analysis
Descriptive (Means and SD’s).
ANOVA for significant
differences between countries
on SF-36 scale.
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12c Results
Any general chronic pain
Ohayon et al. (2003) reported that 27.6% of participants with at least one of the three key depressive
symptoms also had at least one chronic painful physical condition (CPPC). Of these, 9.3% reported
both a CPPC and a non-painful medical condition and 18.3% reported a CPPC alone
The prevalence of any general chronic pain by site of pain for those with and without depressive
symptoms can be viewed in Figure 20.

Site of any general chronic pain

No depressive symptoms

Depressive symptoms
6.3%

Headaches
Gastrointestinal disturbances
Backaches
Joint/articular diseases
Limb pain

14.0%
1.3%
2.4%****
2.5%
5.7%***
2.9%
4.9%**
4.9%
10.5%*
% of respondents with any general chronic pain

Figure 20. Percentage of people with and without depressive symptoms experiencing any general
chronic pain (n not reported, total sample = 18 980) (Ohayon et al. 2003). * OR 2.3, 95% CI 2.0, 2.5;
p<0.001; ** OR 1.7, 95% CI 1.4, 2.1; p<0.001; *** OR 2.3, 95% CI 2.0, 2.8; p<0.001; **** p<0.001
The association between chronic painful physical conditions and depressive symptoms increased
with the number of depressive symptoms reported. More than a quarter of those reporting only two
depressive symptoms (28.5%) also had a chronic painful physical condition. This rate increased to
37.9% when participants had five depressive symptoms and jumped to 61.9% when at least eight
depressive symptoms were reported (p<0.001).
Of those with at least one CPPC, 75.3% reported having at least one of the symptoms associated with
somatic depression (fatigue, changes in appetite/weight, or insomnia/hypersomnia). Participants
with at least one key symptom of depression and a CPPC reported a longer duration of the
depressive mood (19.0 months) than those with at least one key symptom of depression and no
chronic painful condition (13.3 months; p=0.003). MDD patients with a CPPC were more likely to
have had a past depressive episode than MDD participants without a CPPC (24.4% vs. 17.4%, p=0.01)
Of those with an MDD, 43.4% had at least one CPPC (vs. rest of the sample 16.1% OR 4.0; 95% CI 3.5,
4.7; p<0.001). The prevalence of MDD was 10.2% in those with a chronic painful physical condition
compared with 2.7% in those without a chronic painful physical condition (p<0.001).
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Participants with MDD were more than significantly more likely to report backaches than the rest of
the sample (12.8% vs. 2.7%; OR 5.3; 95% CI 4.2, 6.7; p<0.001). Gastrointestinal diseases (3.0% vs.
1.5%; OR 2.0; 95% CI 1.3, 3.2; p=0.003) and joint/articular diseases (6.9% vs. 3.1%; OR 2.3; 95% CI 1.7,
3.1; p<0.001) were significantly more frequently reported by participants with MDD. Limb pain was
significantly more prevalent in those with a MDD (16.3% vs. 5.4%; OR 3.4; 95% CI 2.8, 4.2; p<0.001).
Most participants with a MDD diagnosis (61.6%) reported having either a CPPC or a non-painful
medical condition. A CPPC alone (without another medical condition) was reported by 28.9% of
participants with MDD. Co-occurrence of a CPPC and a non-painful medical condition was found in
14.5% of participants with MDD.
There was a significant association between CPPC and MDD (OR 3.57, 95% CI 2.91, 4.38), and a
significant association between experiencing pain day and night and major depressive disorder (OR
1.60, 95% CI 1.28, 2.01). CPPCs were also significantly associated with a MDD in those with a nonpainful medical condition (adjusted OR 5.17, 95% CI 3.95, 6.78).
In addition, Ohayon et al. (2004) reported a significant association for patients with CPPC and the
frequency and severity of pain in those with MDD. A total of seven depressive symptoms were
significantly associated with CPPCs in MDD participants: feeling sad or depressed (p<0.001),
psychomotor agitation (p<0.05) and retardation (p<0.001), weight gain (p<0.01), insomnia (p<0.001),
fatigue (p<0.001), and impaired concentration (p<0.01). Significant differences between the two
groups were observed for the category “a lot/extremely” for psychomotor retardation, fatigue, and
impaired concentration.
Depressive symptoms that were significantly associated with a chronic painful physical condition can
be viewed in Table 23.
Table 23. Depressive symptoms significantly associated with chronic painful physical conditions in
those respondents with a major depressive disorder (n=330) (Ohayon et al. 2004)
Symptom

CPPC pts (%) (n=330)

OR (95% Confidence Interval)

Feeling sad or depressed nearly
every day - moderately
Feeling sad or depressed nearly
every day –a lot/ extremely
Psychomotor agitation nearly
every day
Psychomotor retardation nearly
every day – a lot/ extremely
Weight gain

41.2%

1.6 (1.2, 2.1)

28.0%

1.8 (1.3, 2.5)

13.8%

1.6 (1.0, 2.5)

7.7%

3.3 (1.6, 6.7)

21.3%

2.3 (1.1, 5.2)

Insomnia 5-7 nights per week

31.1%

3.3 (2.2, 4.7)

Fatigue nearly every day – a
lot/extremely
Impaired concentration – a
lot/extremely

13%

5.4 (2.8, 10.5)

13.4%

1.7 (1.1, 2.7)
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Those MDD patients with a CPPC had a mean duration of their current depressive episode of 31.4
months compared to 24.3 months for patients without a CPPC (p<0.05).
Demyttenaere et al. (2006) questioned 8796 respondents in a larger cross-sectional interview survey
from 6 European countries with [chronic] physical pain symptoms (PPS) to assess the prevalence of
major depressive episode (MDE) in people with a PPS with and without a chronic somatic disorder. In
respondents with MDE, 50% reported PPS and this was significantly higher than those with PPS
without a MDE (29%) (OR 1.99, 95% CI 1.7, 2.30). Depressed mood was reported in 95.9% of patients
with MDE/PPS but this was not significant when compared with patients with MDE but no PPS.
The mean delay for seeking help for emotional reasons was not significantly longer for people with
MDE and PPS, than for people without PPS. No significant differences were found seeking help for
emotional reasons between those with MDE and PPS plus a chronic somatic disorder compared to
those without a somatic disorder and those with a MDE and PPS compared to those with a MDE
without PPS.
Any general chronic low back pain
Engbers et al. (2005) followed 255 chronic low back pain patients recruited from rehabilitation
centres in six European countries for up to three months. SF-36 scores for mental health were
reported for individual European countries and across countries. Across the six European countries
(n=255), the mental health mean score at baseline was 62.6 (SD 19.7; range of 12.0 – 100.0). At
follow up, the mean mental health score was 67.0 (SD 19.2; range of 12.0 – 100.0). Losses to follow
up were not reported. There were no significant differences between countries on the Mental
Health SF-36 score of the SF-36 questionnaire.
12c Conclusions
One medium quality study found that 50% of those with a major depressive episode (MDE) reported
[chronic] painful physical symptoms (PPS), compared to 29% of respondents without a MDE. People
with a MDE and PPS had longer delays before they sought help for emotional reasons compared to
those with a MDE without PPS (Demyttenaere 2006). A second medium quality study on any general
chronic reported that 27.6% of participants with at least one depressive symptom also had at least
one chronic painful physical condition (CPPC) (Ohayon 2003/2004). The association between CPPC
and depressive symptoms increased with the number of depressive symptoms reported (from 28.5%
with 2 depressive symptoms to 61.9% with ≥8 depressive symptoms). Of those with a major
depressive disorder (MDD), 43.4% had at least one CPPC. Participants with a MDD were more than
five times more likely to report chronic pain at various sites, including back, limb and joint when
compared to those without a MDD.
A low quality study concerning those with any general chronic low back pain (CLBP) reported a
baseline mean SF-36 mental health score of 62.6 (SD 19.7) and at follow up it was 67.0 (SD 19.2)
(Engbers 2005). No significant differences between individual countries on mental health SF-36 score
were observed. It was unclear whether the results from any of the three studies were representative
of their respective target populations.
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Q12d. What is the impact of chronic pain on isolation and helplessness?
We identified two studies relevant to this question (Table 24).
Representativeness of study results
Breivik et al. 2006/
Moderate-severe non-cancer chronic pain
Pain in Europe 2003
Boccard and Gerbier 1996

Moderate to severe chronic pain due to
knee arthrosis

Representativeness
unclear
Representativeness
unclear

Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey regionally stratified general population samples from 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. In the spring and
early summer of 2003, the authors reported the percentage of those with moderate to severe
chronic non-cancer pain who were no longer or less able to maintain relationships with family and
friends and the percentage of those who were no longer or less able to attend social activities.
Screening interviews identified adult respondents (≥18 years) with moderate to severe pain (≥5 on a
10-point Numeric Rating Scale [NRS]) that had lasted six months or more and was present in the past
month and occurring at least two times per week. Around 300 moderate to severe chronic pain
sufferers were interviewed in-depth from each country for a total of 4839 respondents (including 322
Israelis). Median pain duration for all countries combined was 7.0 years, 66% reported moderate
pain (NRS=5–7), and 34% had severe pain (NRS=8–10). As only 1% of the sample had cancer-related
pain, the combined population was regarded as having non-cancer pain.
Boccard and Gerbier (1996) was a low quality large cross-sectional survey of patients with pain due
to knee arthrosis (assumed chronic) from six European countries (France, Switzerland, Italy, Spain,
Portugal and Belgium). The authors reported the consequence of pain due to knee arthrosis on
helplessness by measuring the percentage of respondents who felt they were a burden to others.
They assessed the impact of pain on isolation by measuring the percentage who no longer wanted to
see friends as a consequence of their pain. Of those with pain due to knee arthrosis, 37.8% reported
moderate pain, 46.3% reported severe pain and 11.4% reported very severe pain using a 5 point
verbal reporting pain scale that was correlated to a 100mm VAS scale (e.g. moderate pain correlated
to a 48.7mm VAS score). As only 4% reported weak or mild pain, we regarded this population as
having predominantly moderate to severe chronic pain. Pain duration was not reported.
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Table 24. Characteristics, results and representativeness of two studies relevant to Q12d: impact on helplessness and isolation
Study details

Population

Outcomes and analysis

Breivik et al. 2006
Pain Europe (PIE)
2003

Type of chronic pain
Moderate to severe chronic non-cancer pain (only
1% reported cancer-related pain)

Outcome measured
% who were no longer or less able to
maintain relationships with family and
friends

Moderate to severe
chronic non-cancer pain
(n=4839 including 322
Israelis)

Representativeness
unclear

Study design
Cross-sectional
study

Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and whiplash:
each 4%
Surgery 3%

% who were no longer or less able to
attend social activities

22% were less able and
5% were no longer able
to maintain relationships
with family and friends
(n=4786)

Initial country
population samples
were not compared to
the national
populations and those
who refused to be
screened or
interviewed were not
compared to those
who agreed to
participate.

Study method
Telephone survey in
two parts. First the
population was
screened for
moderate to severe
chronic pain.
Around 300 of those
who qualified were
interviewed indepth from each
country.

Chronic pain defined as pain for ≥ 6 months, pain
in the last month and several times during the last
week. Pain intensity had to be ≥5 on a 10-point
Numeric Rating Scale (NRS) (1=no pain, 10=worst
pain imaginable) during last episode of pain.

Pain severity
All had moderate to severe pain:
66% had moderate pain (NRS=5–7)
34% had severe pain (NRS=8–10)
31% judged their pain so severe that
“I could not tolerate any more”.
Analyses
Descriptive analysis only for this
outcome.

Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents with moderate to severe
chronic non-cancer pain; sample data were
weighed by gender and seven age-categories
Women: 56%; Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
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Results

34% were less able and
14% were no longer able
to attend social activities
(n=4675)

Representativeness

Low quality study

Study details

Population

Outcomes and analysis

Results

Representativeness

51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
Patient selection
Listed telephone numbers were stratified by
region but randomly selected within the region.
Interviewers stopped after 300 interviews per
country. The fifteen participating European
countries were: Austria, Belgium, Denmark,
Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden,
Switzerland and the UK.
Boccard and
Gerbier 1996
Study design
Cross-sectional
study across 6
European countries;
France, Switzerland,
Italy, Spain, Portugal
and Belgium.
Study method
Files containing two
questionnaires, one
for patients and one
for physicians, were
distributed to GP’s
by medical
information
representatives.

Type of chronic pain
Moderate to severe chronic pain due to knee
arthrosis. Pain was assumed to be chronic.

Outcome measured
% who felt they were a burden to
others or useless

Moderate to severe
chronic pain due to knee
arthrosis

Only 4% reported mild or weak pain therefore
population was regarded as having predominantly
moderate to severe pain.

% who no longer want to see friends
because of their pain

22% felt they were a
burden to others or
useless

Representativeness
unclear
Low quality study

Confirmation of diagnosis
No diagnostic criteria reported for knee arthrosis
but diagnosis was confirmed by the physician.
Sample size and demographics
34 600 files (containing patient and physician
questionnaires) were completed by 8650
physicians. For knee arthrosis – 2700 files were
included/returned, but only 2623 files were
analysed (reasons other 77 files not analysed
were not reported).
Males – 36.7%

Kleijnen Systematic Reviews Ltd.

Pain severity
For all countries combined; Mean (SD)
VAS 100mm score for knee arthrosis:
Patient: 60.2mm (18.8) / Physician:
53.3mm (17.4)
For all countries combined: Verbal
Scale (for patients)
Weak 4%, Moderate 37.8%, Severe
46.3%, Very severe 11.4%
(Moderate pain was correlated to
48.7mm VAS score, and intense (i.e.
severe) pain correlated with 66.2mm
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5.1% no longer wanted to
see friends as a
consequence of their pain

Responders were not
compared to nonresponders and the
details regarding how
patients were selected
by GPs were not
provided.

Study details

Population

Questionnaires
were completed
following a normal
consultation – these
included a pain
assessment, verbal
description of pain
and a single choice
between several
phrases describing
different levels or
sorts of
consequences for
various professional
and social activities.
Files were then
returned to ISIS
research (Paris) for
analysis.

Females – 63.3% (significantly more women than
men p<0.001)
Mean Age (across all countries for knee arthrosis
subgroup); 60.3 years.
Patient selection
Files were evenly distributed to GP’s by medical
representatives for each country. GP’s selected
patients with knee arthrosis for inclusion in the
study. Files (containing patient / physician
questionnaires) on knee arthrosis patients
returned:
France n=550
Switzerland n=150
Italy n=550
Spain n=550
Portugal n=350
Belgium n=550
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Outcomes and analysis
Mean VAS scores by age and sex
(across countries)
20-29yrs: 65.3mm
30-39yrs: 67.3mm
40-49yrs: 67.1mm
50-59yrs: 67.8mm
60-69yrs: 67.5mm
70+ yrs: 67.6mm
Men: 67.7mm
Women: 66.4mm
Analyses
Descriptive analysis only for these
outcomes

163
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Psychological consequences of moderate to
severe chronic non-cancer pain

Q12d. Results
The impact of moderate to severe chronic non-cancer pain and moderate to severe pain due to knee
arthrosis on feelings of helplessness and isolation can be viewed in Figure 21.

5.1%

No longer wanted to see friends (n=2623)

Moderate to
severe chronic
pain due to
knee arthrosis

22%

Felt they were a burden to others (n=2623)
Less able to attend social functions (n=4675)

34%

No longer able to attend social functions (n=4675)

Moderate to
severe chronic
non-cancer pain

14%

Less able to maintain relationships with family and
friends (n=4786)

22%

No longer able to maintain relationships with family
and friends (n=4786)

5%
0%

20%

40%

Percentage of patients with moderate to severe chronic non-cancer pain

Figure 21. Impact of moderate to severe chronic non-cancer pain (Breivik 2006/ Pain in Europe 2003)
and moderate to severe chronic pain due to knee arthrosis (Boccard and Gerbier 1996) on isolation
and helplessness.
Q12d. Conclusion
A single study reported on those who suffered from moderate to severe chronic non-cancer pain in
15 European countries plus Israel. Of those who responded to the specific questions concerning
impact of their pain on isolation, 27% were less able or no longer able to maintain relationships with
family and friends and 48% were less able or no longer able to attend social functions. The target
population for this study was moderate to severe chronic pain sufferers among the general
population of the 15 European countries plus Israel. It was unclear whether the results were
representative as the authors did not compare each country sample with the national population
nor did they compare those that refused with those that had agreed to participate.
A single study reported on those suffering from moderate to severe chronic pain due to knee
arthrosis in 6 European countries. They found that 22% felt they were a burden to others or useless
and 5.1% no longer wanted to see friends as a consequence of their pain. It was unclear whether the
results were representative as the authors did not describe their methods of recruiting patients nor
did they compare responders to non-responders.
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Q12e. What is the impact of chronic pain on days off work in Europe?
For this question we four relevant studies and selected three for this summary (Table 25)
Representativeness of study results
Breivik et al. 2006/
Moderate-severe chronic
Pain in Europe 2003
non-cancer pain

Representativeness unclear

McDermott et al. 2006/
Any general chronic neuropathic pain
Representativeness unclear
Tölle et al. 2006 Pain Prac/ Any chronic trigeminal neuralgia
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Demyttenaere et al. 2006

Any general chronic pain

Representativeness

unclear

Breivik et al. (2006)/Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey regionally stratified general population samples from 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. In the spring and
early summer of 2003, the authors measured the proportions of respondents who lost work days in
the previous 6 months due to moderate to severe chronic non-cancer pain and its impact on
employment in general. Screening interviews identified adult respondents (≥18 years) with
moderate to severe pain (≥5 on a 10-point Numeric Rating Scale [NRS]) that had lasted six months or
more and was present in the past month and occurred at least two time a week. Around 300
moderate to severe chronic pain sufferers were interviewed in-depth from each country for a total
of 4839 respondents (including 322 Israelis). As only 1% of the sample had cancer-related pain, the
combined population was regarded as having chronic non-cancer pain.
McDermott et al. (2006), Tölle et al. (2006 J Diab) and Tölle et al. (2006 Pain Prac)and were three
separate publications from the same medium quality cross-sectional study that evaluated the impact
of a range of chronic neuropathic pain conditions on patient functioning. The mean number of work
days lost in the last four weeks was reported and the first two studies (McDermott 2006 and Tölle
2006 J Diab) also reported on the impact of pain on employment. Presenting adults (≥18 years) with
a neuropathic pain condition that had lasted ≥3 months were recruited from 125 general practices
(92%) and other non-pain specialists (8%) in six European countries: France, Germany, Italy, the
Netherlands, Spain and the United Kingdom. For those with any chronic non-cancer neuropathic
pain, trigeminal neuralgia (TN), and painful diabetic neuropathy (PDN) respectively 67%, 66%, and
74% had their painful neuropathic condition for more than one year, and respectively 78%, 65%, and
82% reported moderate to severe pain (i.e. ≥4 on 0-10 Pain Intensity Index) during the 24 hours
prior to the interview. Those with cancer-related neuropathic pain were not excluded.
Demyttenaere et al. (2006) carried out a large cross-sectional survey across Belgium, France, Italy,
Germany, the Netherlands and Spain to examine the prevalence and socio-demographic
characteristics of people with painful physical symptoms (PPS) with and without major depressive
episode (MDE). The impact of PPS on those with and without MDE, and with and without somatic
disorders, for work loss days (WLD) using World Health Organisation criteria was reported.
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Participants questioned about the lifetime presence of, or treatment for, any frequent or severe
headache, back or neck pain. Participants were considered to have PPS if they indicated they had
symptoms during the past 12 months. The authors did not indicate clearly that they recruited only
chronic pain patients and they did not defined the term chronic. However, the language used in the
paper implied the participants had chronic pain; therefore, we have assumed that those with PPS
had chronic pain. Pain severity and duration were not reported. Cancer-related pain was not
specifically excluded and patients with concomitant chronic somatic disorders, including cancer,
were included.
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Table 25. Characteristics, results and representativeness of the study relevant to Q12e: impact of chronic pain on days off work
Study details
Breivik et al. 2006
Pain Europe (PIE) 2003
Study design
Cross-sectional study
Study method
Telephone survey in two
parts. First the population
was screened for moderate
to severe chronic pain.
Around 300 of those who
qualified were interviewed
in-depth from each country;
however, reported
responses to questions
varied and numbers of
participant responses
reported for separate
questions were often <300”

Population

Outcomes and analysis

Type of chronic pain
Moderate to severe chronic non-cancer
pain (only 1% reported cancer-related
pain)

Outcome measured
Mean time lost from work
due to pain in the last six
months

Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%

% of respondents (across
Europe) who lost days off
work due to pain in the last 6
months

Chronic pain defined as pain for ≥ 6
months, pain in the last month and
several times during the last week. Pain
intensity had to be ≥5 on a 10-point
Numeric Rating Scale (NRS) (1=no pain,
10=worst pain imaginable) during last
episode of pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents with moderate to
severe chronic non-cancer pain; sample
data were weighed by gender and seven
age-categories
Women: 56%; Men: 44%
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Impact of pain on
employment
(PIE 2003) % managing to
work full or part time despite
pain
Pain severity
All had moderate to severe
pain:
66% had moderate pain
(NRS=5–7)
34% had severe pain
(NRS=8–10)
31% judged their pain so
severe that “I could not
tolerate any more”.

Results
Moderate to severe chronic
non-cancer pain
Mean time lost from work due
to pain in the last six months
(n=1980) 7.8 days
% of respondents (across
Europe) (n=1980) who lost days
off work due to pain in the last 6
months:
Lost no days at all 55%
One to three days 11%
Four to nine days 12%
Ten to fifteen days 9%
At least sixteen days 13%
Impact of pain on employment
(n=4215)
26% reported that pain impacts
on employment
74% reported that pain does not
impact on employment
% with chronic pain managing
to work full or part time despite
pain
44% (n not reported)
(PIE 2003)

Analyses
Descriptive analysis only for
this outcome.
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Representativeness
Representativeness
unclear
Low quality study
Initial country population
samples were not
compared to the national
populations and those who
refused to be screened or
interviewed were not
compared to those who
agreed to participate.

Study details

Population

Outcomes and analysis

Results

Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)

Outcomes measured
Any general chronic
neuropathic pain
Mean Days missed from
work during the past 4 weeks

Any general chronic neuropathic
pain
Mean number of days missed
from work during the past 4
weeks (n =104): 5.5 (SD 9.8)

Chronic defined as pain lasting ≥3 months

Impact on employment
status

Impact on Employment Status
(n=524) (n/%)
None 299∕57.1%
Reduction of work scheduled
time 86 ∕16.4%
Disabled 90∕ 17.2%
Unemployed or retired early 49∕
9.4%

Representativeness

Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
Patient selection
Listed telephone numbers were stratified
by region but randomly selected within
the region. Interviewers stopped after 300
interviews per country. The fifteen
participating European countries were:
Austria, Belgium, Denmark, Finland,
France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain,
Sweden, Switzerland and the UK.
McDermott et al. 2006
Tölle et al. 2006 Pain Prac
Tölle et al. 2006 J Diab
Study design
Cross-sectional study
Study method
Adult patients came from
125 community-based
physician practices (92%
general practices and 8%
other non-pain specialists)
in France, Germany, Italy,

Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of
the neuropathic pain syndromes with
references to patient-reported pain
descriptors, location, and pain duration.
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Any chronic trigeminal
neuralgia(TN)
Mean (SD) of days missed
from work in the prior
months due to pain from TN

168

Representativeness
unclear
Medium quality study
The target population was
neuropathic pain patients
who present to general
practitioners (as opposed
to pain specialists). The
representativeness of the
results was judged as
unclear because the
authors did not compare

Study details
the Netherlands, Spain and
the UK. Demographics and
treatment information were
recorded during an
interview with a trained
physician. Patients
completed the Brief Pain
Inventory (BPI) severity and
interference questions

Population

Outcomes and analysis

Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy
41, Netherlands 58, Spain 95 and UK 103);
mean age 62.9 (SD 14.4) years; women
50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%,
cervical radiculopathy 14%; TN 14% and
post-traumatic neuropathy 12%
< 10% of sample: neuropathic pain due to
central post-stroke; post-spinal cord
injury; post-mastectomy; postthoracotomy; and phantom limb

Any chronic painful diabetic
neuropathy
Mean Days (SD) missed from
work during the past 4 weeks

Results
(McDermott et al. 2006)

TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean
age 62.7±15.8 years; women 67.1%
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19);
mean age 65.6±11.2 years; women 41.7%
Patient selection
Adult (≥18 years) diagnosed by physician
with the following: PDN, PHN, TN, central
post-stroke neuropathic pain , post-spinal
cord injury neuropathic pain, postmastectomy neuropathic pain, postthoracotomy neuropathic pain, cervical
radiculopathy, phantom limb neuropathic
pain or post-traumatic neuropathy
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Impact on Employment
Status
Pain severity in last 24 hours
Pain Severity Index (PSI)
range 0-10 where 0=no pain
and 10=pain as bad you can
imagine
Any general chronic
neuropathic pain
(McDermott et al. 2006)
Mean PSI score (n=592): 4.8
(SD 2.1)
54.0% (n=311/576) reported
moderate pain (4-6 on PSI
scale)
24.7% (n=142/576) reported
severe pain (7-10 on PSI
scale)
TN (Tölle et al. 2006 Pain
Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain
14.6% reported severe pain

Any chronic trigeminal neuralgia
(TN)(n=82)
Mean number of days missed
from work in the prior month
due to pain from TN: 3.9 (SD
6.9)
(Tölle et al. 2006 Pain Prac)
Any chronic painful diabetic
neuropathy
(n=140; 17 employed
participants)
Mean number of days missed
from work during the past 4
weeks: 3.6 (SD 7.5)
Impact on Employment Status
(n=117) (n/%)
None 76∕65%
Reduction of work scheduled
time 18 ∕15.4%
Disabled 14 ∕ 12.0%
Unemployed or retired early 9
∕7.7%
(Tölle et al. 2006 J Diab)
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Representativeness
those who consented to
participate with those who
did not give their consent.

Study details

Population
Specifically for TN – neuropathic facial
pain, allodynia, hyperalgesia and/or the
patient’s use of specific neuropathic pain
descriptor items from the Short Form
McGill Pain Questionnaire
Specifically for PDN – diabetic distal
symmetrical sensory-motor polyneuropathy

Outcomes and analysis

Results

Representativeness

PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain
Analyses
Descriptive only for this
outcome

A 3 month history of the condition was
required with pain experienced within a
week of the survey.
Patients excluded if they had 1)
participated in an investigational drug
study in past 30 days; 2) a
serious/unstable medical/psychological
condition compromising study
participation; 3) a concomitant illness
unrelated to the study-defined condition
that may have confounded neuropathic
pain assessment; and 4) not able to
distinguish between neuropathic pain and
another chronic pain condition.
Demyttenaere et al. 2006
Study design
Cross-sectional survey
(random sample) of noninstitutionalised adults aged
18 or over, across 6

Type of chronic pain
Any general chronic pain.
All respondents with PPS reported
symptoms during the last 12 months and
were presumed “chronic”, but chronic was
not defined in the study.
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Outcomes measured
Work Loss Days (WLD) were
recorded on the “Work Loss
Days” index of the World
Health Organisation.
Participants were asked
three questions regarding

Any general chronic pain
Mean work loss days (WLD over
last 30 days):
Mean WLD’s in non-depressed
participants with PPS but
without a somatic disorder:
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Representativeness
unclear
Medium quality study
Participants and eligibility
criteria not adequately

Study details
European countries –
Belgium, France, Germany,
Italy, the Netherlands and
Spain between January
2001 and July 2003.
Study method
Individuals were
interviewed in their own
homes using computerassisted interview
techniques (CAPI). Data
were determined by means
of the World Mental Health
Composite International
Diagnostic Interview. Painful
Physical Symptoms (PPS)
were assessed through
questions about the lifetime
presence of, or treatment
for any severe headache,
neck or back pain.

Population
PPS with chronic somatic disorder was
defined as above, plus participant ever
had arthritis or rheumatism, seasonal
allergies, a stroke, a heart attack, heart
disease, high blood pressure, asthma,
tuberculosis, other chronic lung diseases,
malaria or other parasitic disease,
diabetes or high blood sugar, an ulcer in
the stomach or intestine, thyroid disease,
a neurological problem, HIV, AIDS or
cancer.
Pain severity was not recorded or
reported.
Confirmation of diagnosis
Self-reported answers to interview
questions – no diagnostic criteria reported
for pain diagnosis.
Interview questions:
1. “Did you still have back or neck
problems or receive any treatment for
them at any time during the past 12
months?”
2. “Did you still have frequent or severe
headaches or receive any treatment for
them at any time during the past 12
months?”
3. “Did you still have (any other) chronic
pain or receive any treatment for it during
the past 12 months?”
Major depressive episode (MDE) was
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Outcomes and analysis
lost days at work over the
last 30 days, or days cutting
down work, or when quality
of work was affected by:
physical health, mental
health, use of alcohol or
drugs.
Mean WLD’s in nondepressed participants with
and without somatic
disorders with PPS
Mean WLD’s in depressed
participants with and
without somatic disorders
with PPS
Work loss days (WLD) per
month in patients with PPS
with and without MDE and
with and without somatic
disorder.
% participants with WLD in
subgroups
Pain severity
Not reported
Analyses
Prevalence data presented
as weighted percentages
with standard errors.

Results
Mean WLD: 0.09 days (SE 0.02)
Mean WLD’s in depressed
participants with PPS but
without a somatic disorder :
0.25 days(SE 0.06)
Mean WLD’s in non-depressed
participants with PPS and with a
somatic disorder: 0.14 days (SE
0.02)
Mean WLD’s in depressed
participants with PPS and with a
somatic disorder : 0.33 days (SE
0.03)
Mean WLD’s in respondents
with PPS only: 3.6 days
Mean WLD’s in respondents
with both MDE and PPS: 9.4
days
In non-depressed participants,
WLDs increased from 6% in
respondents without PPS to 12%
in people with PPS
In depressed participant, WLDs
increased from 15% in
respondents without PPS to 32%
in respondents with PPS.
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Representativeness
described. Demographics
of the sample not
comparable to the target
population. Responders
not compared with nonresponders.

Study details

Population
determined by whether respondents’
symptomology met the 12-month
diagnostic criteria of the Diagnostic and
Statistical manual of Mental Disorders
(DSM-IV)
Sample size and demographics
Total sample n=21,425
PPS section administered to 8796
respondents.
Sample with PPS:
One PPS: 23% (2023/8796)
Two PPS: 5.3% (466/8796)
Three PPS: 0.8% (70/8796)
(PPS section administered to 8796
respondents).
12-month prevalence:
Males with PPS: 24%
Females with PPS: 34.4%
Mean age not reported – age only
reported in relation to prevalence of PPS.

Outcomes and analysis
Correlates of PPS were also
provided using odds ratios
(OR) and 95% Confidence
Intervals – adjusted for
socio-demographic details
and presence of MDE.

Results
In respondents without a
somatic disorder:
and without PPS and without
MDE: 1.2 WLDs
but without an MDE and with
PPS: 2.7 WLDs
but without PPS and with MDE:
3.9 WLDs
with both MDE and PPS: 7.5
WLDs
Respondents with a somatic
disorder:
but without PPS and without
MDE: 2.1 WLDs
but without MDE and with: 4.2
WLDs
but without PPS and with MDE:
5.1 WLDs
with both MDE and PPS: 10.5
WLDs.

Patient selection
A random sample cross-sectional survey
was utilised. Participants were deemed to
have PPS when they gave an affirmative
answer to one of the three questions
reported above.
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Representativeness

Q12e Results
Moderate to severe chronic non-cancer pain
Breivik et al. (2006) and Pain Europe (2003) interviewed 4839 respondents with moderate to
severe chronic non-cancer pain from 15 European countries plus Israel. For 1980 employed
respondents, the mean time lost from work due to pain in the last six months was 7.8 days. The
number of days off work that were taken due to pain in the last six months can be viewed in
Table 26.
Table 26. Number of work days lost in employed participants (n=1980) due to moderate to
severe chronic non-cancer pain (Breivik 2006/Pain in Europe 2003)
Number of days lost
Lost no days at all
One to three days
Four to nine days
Ten to fifteen days
At least 16 days

% of respondents (n=1980)
55%
11%
12%
9%
13%

In addition, 26% of all respondents (1096/4215) for this question reported that pain impacted
on employment and 44% of people with moderate to severe chronic non-cancer pain (n not
reported) were managing to work full or part time despite the pain.
Any chronic neuropathic pain
The mean number of work days lost in the past four weeks for those with any general chronic
neuropathic pain, trigeminal neuralgia and painful diabetic neuropathy can be viewed in Figure
22.
Any general chronic neuropathic pain
McDermott et al. (2006) reported on 602 patients from six European countries who presented
to their general practitioner or non-pain specialist with any general chronic neuropathic pain
that had lasted for at least three months. Of those that responded (n=524), 57.1% reported no
impact on employment status, 16.4% said they had reduced work scheduled time, 17.2 % were
disabled and 9.4% were unemployed or retired early due to their chronic neuropathic pain.
Any chronic painful diabetic neuropathy
Tölle et al. (2006 J Diab) examined 140 patients from six European countries who presented to
their general practitioner or non-pain specialist with painful diabetic neuropathy that had lasted
at least three months. Of those that responded (n=117), 65% reported no impact on
employment status, 15.4% had to schedule reduced working time, 12% were disabled and 7.7%
were unemployed or retired early because of their chronic pain.
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Type of chronic neuropathic pain

Any chronic painful diabetic
neuropathy n=17

3.6

Any chronic trigeminal neuralgia
n=23

3.9
Mean Work days lost

Any general chronic neuropathic
pain n=104

5.5

0

1

2

3

4

5

6

Number of work days lost in the weeks before study*

Figure 22. Mean number of work days lost in the 4 weeks before study (McDermott et al. 2006
n=104, Tölle et al., 2006 Pain Pract n=23, Tölle et al 2006 J Diab n=17). *Only employed
participants were questioned. McDermott (2006) and Tölle 2006 (J Diab) reported work days
lost in the last 4 weeks, Tölle 2006 (Pain Pract) reported work days lost in the prior month
leading to the study.
Any general chronic pain
Those with [chronic] painful physical symptoms (PPS) and a major depressive disorder (MDE)
took an average of 9.4 work loss days (WLDs) in the past 30 days (Demyttenaere 2006). In
contrast, those with [chronic] PPS without a MDE took an average of 3.6 WLDs in the past 30
days.
The mean number and percentage of WLDs in the past 30 days in those with and without
[chronic] PPS, a MDE and a chronic somatic disorder can be viewed in Table 27.
Table 27. Mean number and % of work loss days in past 30 days in those with and without
[chronic] painful physical symptoms (PPS), a major depressive episode (MDE) and a chronic
somatic disorder (Demyttenaere et al. 2006)

Work Loss days
(WLD) (%)

Work Loss days
(WLD)

Non-depressed
participants
without PPS

Non-depressed
participants with
PPS

MDE participants
without PPS

MDE participants
with PPS

6%

12%

15%

32%

No somatic
disorder, without
PPS and MDE

No somatic
disorder, with PPS
and without MDE

No somatic
disorder, with
MDE and without
PPS

No somatic
disorder, with
MDE and PPS

1.2

2.7

3.9

7.5
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Work Loss days
(WLD)

With somatic
disorder, without
PPS and MDE

With somatic
disorder, with PPS
and without MDE

With somatic
disorder, with
MDE and without
PPS

With somatic
disorder, with
MDE and PPS

2.1

4.2

5.1

10.5

In those with a MDE and a PPS but without a somatic disorder, the mean WLD was 0.25 days (SE
0.06). In those with a MDE and both a somatic disorder and PPS, the mean WLD was 0.33 days
(SE 0.03). In non-depressed patients with PPS but without somatic disorder, the mean WLD was
0.09 days (SE 0.02) and in non-depressed patients who had both PPS and a somatic disorder, the
mean WLD was 0.14 days (SE 0.02).
Q12e Conclusion
A low quality study reported the mean number of days lost from work due to moderate to
severe chronic non-cancer pain in the last six months was 7.8 days for those who were
employed part-time or full-time (Breivik 2006 / Pain inEurpe 2003). Of those employed, 55% lost
no work days at all and 13% lost at least 16 days in the last 6 months.
One medium quality study reported a mean of 5.5 work days lost in the last four weeks for those
who were employed and suffered from any general neuropathic pain, 3.9 days for any chronic
trigeminal neuralgia and 3.6 days for any chronic painful diabetic neuropathy (McDermott 2006,
Tölle 2006 Pain Pract, and Tölle 2006 J Diab).
Another medium quality study reported that those with any general chronic pain (i.e. chronic
painful physical symptoms or PPS) lost on average 3.6 work days in the previous 30 days. Those
with [chronic] PPS and a major depressive disorder took an average of 9.4 work loss days in the
previous 30 days.
The representativeness of the above results was unclear as the authors did not compare their
sample to their target populations nor did they compare responders to non-responders.

Q12f. what is the impact of chronic pain on incapacity benefits?
We identified one study that was relevant to question 12 f (Table 28).
Representativeness of study results
Engbers et al. 2005
Any general chronic low back pain

Representativeness unclear

Engbers et al. (2005) was a low quality cross-sectional study that compared the characteristics
and treatment profiles of patients with any general chronic low back pain (CLBP) who were
recruited at selected rehabilitation centres in six European countries (Italy, Austria, Finland,
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Germany, Ireland and the Netherlands). All CLBP patients received multi-disciplinary treatment
at a rehabilitation centre and were followed for up to three months. The authors described the
proportion of patients who were on sick leave. At follow-up, the mean SF-36 bodily pain score
was 45.3 (SD 21.1; range 0-100) (on a scale of 0-100 where a higher score indicated better
functioning). The mean duration of pain was not reported and cancer-related pain was not
excluded.
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Table 28. Characteristics, results and representativeness of the study relevant to Q12f: impact on incapacity benefits
Study details
Engbers et al. 2005
Study design
Cross-sectional study
Study method
After a baseline
measurement, CLBP
patients underwent
rehabilitation treatment
and were assessed again at
discharge or a maximum of
3 months later.
Questionnaire included
Medical Outcome Studies
Short-Form 36 (MOS SF36), to measure healthrelated quality of life on
eight item scales including
bodily pain (item score
ranged from 0 to 100). An
inventory of patient
demographic variables,
clinical symptoms and
treatment profiles was
filled out by the
rehabilitation physician
during and at the end of
rehabilitation period.

Population
Type of chronic pain
Any general chronic low back pain (CLBP)

Outcomes and analysis
Outcomes measured
% of participants on sick
leave

Results
Any general chronic
low back pain
Sick leave: 6.7%

Chronic defined as pain lasting ≥3 months.
Confirmation of diagnosis
Diagnostic criteria not reported but all
participants were receiving multi-disciplinary
treatment at a rehabilitation centre for CLBP
as directed by health care staff
Sample size and demographics
Sample total: 255 (Italy 56, Austria 50,
Finland 49, Germany 35, Ireland 32, and the
Netherlands 33)
Mean age (SD): 47.9 (12.6) years
Women: 55.3% (141/255)

Representativeness
unclear
Low quality study

Pain severity
Mean SF-36 bodily pain
score (0-100 where a higher
score indicated better
functioning)
At baseline: 36.4 (SD 18.8)
At follow-up: 45.3 (SD 21.1)

Initial country
population samples
were not compared to
the national
populations and those
who refused to
participate were not
compared to those
who agreed to
participate. Authors
did not explain how
patients were
recruited

Analysis
Descriptive only for this
outcome

Patient selection
Up to four inpatient and outpatient
rehabilitation facilities were selected from
Italy, Austria, Finland, Germany, Ireland and
the Netherlands. Patients had to have been
receiving multidisciplinary treatment for low
back pain and pain had to have lasted for ≥3
months. Patients were excluded if back pain
was due to structural/systemic pathology
(e.g. scoliosis and spondylolisthesis).

Kleijnen Systematic Reviews Ltd.

Representativeness

177

Q12f results
Any general chronic low back pain
The percentage of chronic low back pain (CLBP) patients from six European countries who were on
sick leave and the breakdown by employment status can be viewed in Figure 23. In the Netherlands
and Italy, a large number of CLBP patients were retired (21.9% and 28.6%, resp.) although it was not
specified whether this was related to back problems. Also, in Germany a large proportion or CLBP
patients (28.6%) was on sick leave. In Finland, a considerably higher proportion (24.5%) of CLBP
patients was unemployed.

Employment status

Sick leave

6.7%

Other

2.8%

Retired (ill health)

4.7%

Unemployed

8.3%

Student

2.0%

Retired (not healthy)

13.0%

Homemaker

10.6%

Working part-time

7.5%

Working full-time

44.5%
0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

50%

Percentage of those with any general chronic low back pain

Figure 23. Employment status of rehabilitation patients with any general chronic low back pain
(n=255) (Engbers et al. 2005)
Q12f conclusion
One low quality study reported that 6.7% of any general chronic low back pain sufferers in six
European countries were on sick leave. It was unclear whether the results were representative of
the target population as the authors did not explain how patients were recruited nor did they
describe or compare those who participated with those who refused to participate. The sample sizes
from each country also were considered small.

Q13a/c. What are the costs of chronic pain from a societal and patient perspective?
We identified two studies that were relevant to question 13a and 13c (Table 29).
Representativeness of study results
McDermott et al. 2006/
Any general chronic neuropathic pain
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Breivik et al. 2006/
Pain in Europe 2003

Moderate-severe non-cancer chronic pain
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Representativeness
unclear

Representativeness
unclear
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McDermott et al. (2006), Tölle et al. (2006 Pain Prac), and Tölle et al. (2006 J Diab) were three
separate publications from the same medium quality cross-sectional study that evaluated the impact
of a range of chronic neuropathic pain conditions on both patient functioning and health-care
resource utilisation. Presenting adults (≥18 years) with a neuropathic pain condition that had lasted
at least three months were recruited from 125 general practices (92%) and other non-pain
specialists (8%) in six European countries: France, Germany, Italy, the Netherlands, Spain, the
Netherlands and the United Kingdom. The authors reported the impact on employment status and
the amount of reduced productivity at work due to any general chronic neuropathic pain
(McDermott et al. 2006), trigeminal neuralgia (TN) (Tölle et al. 2006 Pain Prac) and painful diabetic
neuropathy (PDN) (Tölle et al. 2006 J Diab). For those with any chronic non-cancer neuropathic pain,
TN and PDN, respectively 67%, 66% and 74% had their painful neuropathic condition for more than
one year. Respectively, 78%, 65% and 82% reported moderate to severe pain (i.e. ≥4 on 0-10 Pain
Intensity Index) during the 24 hours prior to the interview. Those with cancer-related neuropathic
pain were not excluded.
Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to regionally stratified general population samples from 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. In the spring and
early summer of 2003, the authors measured the following effects of chronic pain on employment:
the proportions of respondents who were no longer and less able to work outside of the home, the
proportion who felt that chronic pain impacted their employment and the proportion who lost a job,
changed a job or changed job responsibilities because of chronic pain. Screening interviews
identified adult respondents (≥18 years) with moderate to severe pain (≥5 on a 10-point Numeric
Rating Scale [NRS]) that had lasted six months or more and was present in the past month and
occurred at least two times per week. Around 300 moderate to severe chronic pain sufferers were
interviewed in-depth from each country for a total of 4839 respondents (including 322 Israelis).
Median pain duration for all countries combined was 7.0 years, 66% reported moderate pain
(NRS=5–7), and 34% had severe pain (NRS=8–10). As only 1% of the sample had cancer-related pain,
the combined population was regarded as having non-cancer pain.
No studies were identified that reported on the costs of chronic pain from a health care system
perspective for Europe as a whole (question 13b).
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Table 29. Characteristics, results and representativeness of two studies relevant to Q13a/c: costs to society and the individual
Study details
Breivik et al. 2006
Pain in Europe (PIE) 2003
Study design
Cross-sectional study
Study method
Telephone survey in two
parts. First the population
was screened for moderate
to severe chronic pain.
Around 300 of those who
qualified were interviewed
in-depth from each country;
however, reported
responses to questions
varied and numbers of
participant responses
reported for separate
questions were often <300”

Population
Type of chronic pain
Moderate to severe chronic non-cancer
pain (only 1% reported cancer-related
pain)
Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and
whiplash: each 4%
Surgery 3%
Chronic pain defined as pain for ≥ 6
months, pain in the last month and
several times during the last week. Pain
intensity had to be ≥5 on a 10-point
Numeric Rating Scale (NRS) (1=no pain,
10=worst pain imaginable) during last
episode of pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents with moderate to
severe chronic non-cancer pain; sample
data were weighed by gender and seven
age-categories
Women: 56%; Men: 44%
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Outcomes and analysis

Results

Outcome measured
Costs to society and
individual:

Moderate to severe chronic noncancer pain - costs to society and
the individual

% no longer able to work
outside of the home because
of chronic pain

Impact of chronic pain on ability to
work outside of home (n=4228)
32% were no longer able to work
outside of their home
29% were less able to work outside
of their home

Representativeness
Representativeness
unclear
Low quality study

% less able to work outside of
the home because of chronic
pain
% who felt that chronic pain
impacted their employment
% who lost a job because of
chronic pain
% who changed a job because
of chronic pain
% who changed job
responsibilities because of
chronic pain
Pain severity
All had moderate to severe
pain:
66% had moderate pain
(NRS=5–7)
34% had severe pain (NRS=8–
10)
31% judged their pain so

Impact of chronic pain on
employment
(n=4215)
26% reported that chronic pain
impacted on employment
Impact of chronic pain on keeping a
job
(n=4336)
19% lost their job as a result of their
chronic pain
Impact of chronic pain on changing
jobs
(n=4272)
13% changed jobs entirely as a
result of their chronic pain
Impact of chronic pain on job
responsibilities
(n=4336)
16% had to change job

180

Initial country
population samples
were not compared to
the national
populations and those
who refused to be
screened or
interviewed were not
compared to those who
agreed to participate.

Study details

Population
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%

Outcomes and analysis
severe that “I could not
tolerate any more”.

Results

Representativeness

responsibilities because of chronic
pain

Analyses
Descriptive analysis only for
this outcome.

Patient selection
Listed telephone numbers were stratified
by region but randomly selected within
the region. Interviewers stopped after
300 interviews per country. The fifteen
participating European countries were:
Austria, Belgium, Denmark, Finland,
France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain,
Sweden, Switzerland and the UK.
McDermott et al. 2006
Tölle et al. 2006 Pain Prac
Tölle et al. 2006 J Diab
Study design
Cross-sectional study
Study method
Adult patients came from
125 community-based
physician practices (92%
general practices and 8%
other non-pain specialists)
in France, Germany, Italy,

Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy
(PDN)
Chronic defined as pain lasting ≥3
months
Confirmation of diagnosis
Physician completed a clinical case report
form that provided classical definitions of
the neuropathic pain syndromes with
references to patient-reported pain
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Outcomes measured
Impact on employment status
Impact on the amount of
reduced productivity at work
during the past 4 weeks
Pain severity in last 24 hours
Pain Severity Index (PSI) range
0-10 where 0=no pain and
10=pain as bad you can
imagine
Any general chronic

Any general chronic neuropathic
pain
(McDermott et al. 2006)
Impact on Employment Status
(n=524) (n/%)
None 299 (57.1%)
Reduction of work scheduled time
86 (16.4%)
Disabled 90 (17.2%)
Unemployed or retired early 49
(9.4%)
Impact on the amount of reduced
productivity (n=109) Reduced work
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Representativeness
unclear
Medium quality study
The representativeness
of the results was
judged as unclear
because the authors
did not compare those
who consented to
participate with those
who did not give their
consent.

Study details
the Netherlands, Spain and
the UK. Demographics and
treatment information were
recorded during an
interview with a trained
physician. Patients
completed the Brief Pain
Inventory (BPI) severity and
interference questions

Population
descriptors, location, and pain duration.
Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy
41, Netherlands 58, Spain 95 and UK
103); mean age 62.9 (SD 14.4) years;
women 50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%,
cervical radiculopathy 14%; TN 14% and
post-traumatic neuropathy 12%
< 10% of sample: neuropathic pain due
to central post-stroke; post-spinal cord
injury; post-mastectomy; postthoracotomy; and phantom limb

Outcomes and analysis
neuropathic pain (McDermott
et al. 2006)
Mean PSI score (n=592): 4.8
(SD 2.1)
54.0% (n=311/576) reported
moderate pain (4-6 on PSI
scale)
24.7% (n=142/576) reported
severe pain (7-10 on PSI scale)
TN (Tölle et al. 2006 Pain Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain
14.6% reported severe pain

TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country);
mean age 62.7±15.8 years; women 67.1%

PDN (Tölle et al. 2006 J Diab)
Mean PSI score: 5.0±2.0
57% reported moderate pain
25% reported severe pain

PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19);
mean age 65.6±11.2 years; women 41.7%

Analyses
Descriptive only for this
outcome

Patient selection
Adult (≥18 years) diagnosed by physician
with the following: PDN, PHN, TN,
central post-stroke neuropathic pain,
post-spinal cord injury neuropathic pain,
post-mastectomy neuropathic pain, postthoracotomy neuropathic pain, cervical
radiculopathy, phantom limb
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Results
productivity was reported:
A little of the time by 26.6%
Some of the time by 22.9%
No loss of productivity by 20.2%
All of the time by 16.5%
A good bit of the time by 7.3%
Most of the time by 6.4%
Any chronic trigeminal neuralgia
(Tölle et al. 2006 Pain Prac)
Impact on Employment Status
Pain associated with TN impacted
employment in 34% of patients
Impact on the amount of reduced
productivity (n=23)
For those patients working at least
part-time, reduction in productivity
was reported at least some of the
time by 35%
Any chronic painful diabetic
neuropathy
(n=140) (Tölle et al. 2006 J Diab)
Impact on Employment Status
(n=117) (n/%)
None 76 (65%)
Reduction of work scheduled time
18 (15.4%)
Disabled 14 (12.0%)
Unemployed or retired early 9
(7.7%)
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Representativeness

Study details

Population
neuropathic pain or post-traumatic
neuropathy
Specifically for TN – neuropathic facial
pain, allodynia, hyperalgesia and/or the
patient’s use of specific neuropathic pain
descriptor items from the Short Form
McGill Pain Questionnaire
Specifically for PDN – diabetic distal
symmetrical sensory-motor polyneuropathy
A 3 month history of the condition was
required with pain experienced within a
week of the survey.
Patients excluded if they had 1)
participated in an investigational drug
study in past 30 days; 2) a
serious/unstable medical/psychological
condition compromising study
participation; 3) a concomitant illness
unrelated to the study-defined condition
that may have confounded neuropathic
pain assessment; and 4) not able to
distinguish between neuropathic pain
and another chronic pain condition.

Outcomes and analysis

Results
Impact on the amount of reduced
productivity (n=17)
For those who were working for pay
at the time of the survey, 59%
reported being less
productive at work at least some of
the time
Moderate painful diabetic
neuropathy
62.5% of those PDN patients with
moderate pain (PSI 4–6; n=64), pain
had no impact on employment
status.
In 21.9%, moderate pain was
associated with a reduction in
scheduled work time,
7.8% were disabled and 7.8% were
unemployed or retired early.
Severe painful diabetic neuropathy
In 51.7% of those PDN patients with
severe pain (PSI 7–10; n=29), PDN
had no impact on employment
status.
In 10.3%, severe pain was
associated with a reduction in
scheduled work time
27.6% were disabled and 10.3%
were unemployed or retired early.
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Representativeness

Q13a/c Results
Moderate to severe chronic non-cancer pain
Breivik et al. (2006) and Pain Europe (2003) interviewed 4839 respondents with moderate to severe
chronic non-cancer pain from 15 European countries plus Israel. The impact of moderate to severe
chronic non-cancer pain on employment is illustrated in Table 30.
Table 30. Impact of moderate to severe chronic non-cancer pain on employment (Breivik 2006/ Pain
Europe 2003)
Impact of moderate to severe chronic non-cancer
pain on...
Ability to work outside of home (n=4228
respondents)

Proportion of respondents affected by moderate to
severe chronic non-cancer pain
32% no longer able
29% less able

Employment (n= 4215 respondents)

26% reported that pain impacted employment

Keeping a job (n=4336 respondents)

19% had lost their job

Changing jobs (n=4272)

13% had changed jobs

Job responsibilities (n=4336)

16% changed job responsibilities

Any chronic neuropathic pain
The impact of any general chronicneuropathic pain, trigeminal neuralgia and painful diabetic
neuropathy on employment status can be viewed in Figure 24. The impact of any general chronic
neuropathic pain on work productivity can be viewed in Figure 25.
Figure 24. Impact on employment status because of any general chronic neuropathic pain, any
chronic trigeminal neuralgia and any chronic painful diabetic neuropathy
9.4%

% with no impact
% who had to reduce their work
schedule

17.2%
16.4%

57.1%

% disabled
% unemployed/retired early

Figure 24a. Impact of any general chronic neuropathic pain on employment status (n=524)

% with no impact
34%
66%

% who had to reduce scheduled work
time, were disabled, unemployed or
took early retirement

Figure 24b. Impact of any chronic trigeminal neuralgia on employment status (n≤82)
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% with no impact

7.7%
12.0%
15.4%

% who had to reduce their work
schedule
65.0%

% disabled
% unemployed/retired early

Figure 24c. Impact of any chronic painful diabetic neuropathy on employment status (n=117)

% no loss of work productivity
16.5%

20.2%

6.4%

% some of the time

7.3%
26.6%
22.9%

% a little of the time

% a good bit of the time
% most of the time
% all of the time

Figure 25. Impact of any general chronic neuropathic pain on work productivity in the last four
weeks (n=109)
Any chronic trigeminal neuralgia
Of the 23 chronic trigeminal neuralgia patients who worked at least part-time, 35% reported a
reduction in work productivity at least some of the time (Tölle 2006 Pain Prac).
Any chronic painful diabetic neuropathy
Of the 17 patients with chronic painful diabetic neuropathy who were working for pay, 59% reported
being less productive at work at least some of the time (Tölle 2006 J Diab)
Moderate and severe painful diabetic neuropathy
For 62.5% of those PDN patients with moderate pain (PSI 4–6; n=64), PDN had no impact on
employment status (Tölle 2006 J Diab). For 21.9%, moderate PDN was associated with a reduction in
scheduled work time, 7.8% were disabled and 7.8% were unemployed or retired early. For 51.7%
patients with severe PDN pain (PSI 7–10; n=29), PDN had no impact on employment status. In 10.3%,
severe PDN was associated with a reduction in scheduled work time, 27.6% were disabled and 10.3%
were unemployed or retired early.
Q13a/c Conclusion
We identified two studies that reported on the costs of chronic pain to society and the individual in
Europe. No studies were identified that reported on the costs of chronic pain to health care systems
in Europe as a whole.
One low quality study reported on those who suffered from moderate to severe chronic non-cancer
pain in 15 European countries plus Israel. Of those who responded to the specific questions
concerning the impact of chronic pain on work: 32% were no longer and 29% were less able to work
Kleijnen Systematic Reviews Ltd.
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outside of their home; 26% reported that chronic pain impacted on their employment; 19% lost their
job as a result of their chronic pain; 13% changed jobs because of their chronic pain; and 16% had to
change job responsibilities because of chronic pain. The target population for this study was
moderate to severe chronic pain sufferers among the general population of the 15 European
countries plus Israel. It was unclear whether the results were representative as the authors did not
compare each country sample with the national population nor did they compare those that refused
with those that had agreed to participate.
A medium qualtiy study reported on patients who presented with any general chronic neuropathic
pain to general practitioners or other non-pain specialists in six European countries. Of these who
presented with any general chronic neuropathic pain and responded to questions concerning impact
of chronic pain on employment, 16.4% had to reduce their work scheduled time, 17.2% were
disabled; and 9.4% were unemployed or had retired early because of their chronic pain. Of those
chronic neuropathic pain patients who were working at least part-time, work productivity was
reduced: a little of the time by 26.6%; some of the time by 22.9%; all of the time by 16.5%; a good
bit of the time by 7.3%; and most of the time by 6.4%. About 20% reported no loss of productivity
due to chronic neuropathic pain. The target population for this study was chronic neuropathic pain
patients who presented to their general practitioners in six European countries - those who
presented to pain specialists purposefully were not included. It was unclear whether the results
were representative as the authors did not compare those who gave their consent to participate
with those who had refused consent. The sub-sample sizes also were considered small.

Q14 what are the issues/determinants of patients’ awareness of chronic pain?
We identified one study that was relevant to question 14 (Table 31).
Representativeness of study results
Breivik et al. 2006/
Moderate to severe chronic non-cancer pain
Pain in Europe 2003

Representativeness unclear

Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to regionally stratified general population samples from 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. The authors
recorded how moderate to severe chronic pain sufferers perceived their pain. Screening interviews
identified adult respondents (≥18 years) with moderate to severe pain (≥5 on a 10-point Numeric
Rating Scale [NRS]) that had lasted six months or more and was present in the past month and
occurred at least twice per week. Around 300 moderate to severe chronic pain sufferers were
interviewed in-depth from each country for a total of 4839 respondents (including 322 Israelis).
Median pain duration for all countries combined was 7.0 years, 66% reported moderate pain
(NRS=5–7), and 34% had severe pain (NRS=8–10). As only 1% of the sample had cancer-related pain,
the combined population was regarded as having non-cancer pain.
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Table 31. Characteristics, results and representativeness
issues/determinants of patients’ awareness of chronic pain
Study details
Breivik et al.
2006
Pain in
Europe 2003
Study design
Crosssectional
study
Study method
Telephone
survey in two
parts. First
the
population
was screened
for chronic
pain. Part of
those who
qualified were
interviewed
in-depth.

Population
Type of chronic pain
Moderate to severe chronic
non-cancer pain.
Chronic pain defined as pain for
≥6 months, pain in last month
and several times during last
week. Pain intensity had to be ≥
5 on a 10-pt Numeric Rating
Scale (NRS) (1=no pain,
10=worst pain imaginable)
during last episode of pain.
Confirmation of diagnosis
Not reported
Sample size and demographics
4839 respondents with chronic
pain; sample data weighted by
gender and 7 age-categories
(18-30, 31-40, 41-50, 51-60, 6170, 71-80, 80+)
Women: 56% / Men: 44%
Age groups:
18-30:16%
31-40:18%
41-50:21%
51-60:18%
61:70:14%
71-80:10%
81+:4%
Patient selection
Listed telephone numbers
stratified by region but
randomly selected within
region. Interviewers stopped
after 300 interviews/country:
Austria, Belgium, Denmark,
Finland, France, Germany,
Ireland, Italy, the Netherlands,
Norway, Poland, Spain, Sweden,
Switzerland and the UK (and
Israel).

Outcomes and
analysis
Outcome
measured
Respondents’
attitudes and
beliefs about
their pain
Pain severity
Moderate
(66%, NRS scale
5-7) to severe
(34%, NRS scale
8-10) pain
Analyses
Descriptive
analyses

of

study

relevant

Results
Moderate to severe
chronic non-cancer
pain
Respondents
reported chronic
pain affected a
persons’ ability to
undertake certain
activities, had an
impact on their
independence,
interpersonal
relationships,
employment and
emotional health.

to

Q14:

Representative
ness
Representative
ness unclear
Low quality
study
Responders
were not
compared to
nonresponders.

75% considered
their pain to be just
part of their medical
condition
50% felt tired all the
time
Around 40 % felt
that their pain
prevented them
from concentrating,
made them feel
helpless and meant
that they could not
function normally

Q14 Results
Moderate to severe chronic non-cancer pain
The attitudes and beliefs of moderate to severe chronic non-cancer pain sufferers can be viewed in
Figures 26 and 27.
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Some days the pain is so bad, I want to die (n=4696)

16%

I can't take care of myself/others as I would like (n=4719)

26%

I feel alone with my pain (n=4759)

28%

I feel much older than I really am (n=4737)

32%

I can't remember how it feels to not be in pain (n=4655)

36%

I cannot function normally (n=4758)

40%

Being in pain makes me feel helpless (n=4770)

43%

Pain keeps me from concentrating clearly (n=4755)

44%

I feel tired all the time (n=4763)

50%

Pain is just part of my medical condition (n=4606)

75%
0%

20%

40%

60%

80%

Percentage of moderate to severe chronic non-cancer pain sufferers

Figure 26. Most frequently stated attitudes and beliefs about pain given by those with moderate to
severe chronic non-cancer pain: percentage of respondents who agreed somewhat or completely
with statements read out by the interviewers (Breivik et al. 2006 and Pain in Europe 2003).

Had been diagnosed with depression as a result of…

21%

Were treated differently because of their pain

17%

Families didn’t understand how pain affected their lives

18%

Employers and colleagues were unsympathetic

23%

Felt alone with their pain

28%

No one believed how much pain they were in

29%

Changed job responsibilities due to their pain

16%

Lost a job due to their pain

19%

Suffering chronic pain had impacted on their job

26%

No longer able to have sexual relations.

19%

Less able to maintain an independent lifestyle

30%

Less able or unable to maintain relationships with…

0

27%
5

10

15

20

25

30

35

Percentage of moderate to severe chronic non-cancer pain sufferers

Figure 27. Attitudes and beliefs about moderate to severe chronic non-cancer pain given by the
respondents (Breivik et al. 2006 and Pain in Europe 2003).
Q14 Conclusion
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One low quality study reported on the issues and determinants of patients’ awareness of moderate
to severe chronic non-cancer pain (Breivik 2006/Pain in Europe 2003). Chronic pain affected a
person’s ability to undertake normal daily activities plus it had an impact on their independence,
interpersonal relationships, employment and emotional health. The representativeness of the
results of this study was judged as unclear because non-responders were not compared to the
responders.

Q15 what are the issues/determinants of health care professionals’ (HCP) awareness of chronic
pain?
We identified one study that was relevant to question 15 (Table 32).
Representativeness of Study Results
Boccard and Gerbier 1996
Moderate to severe chronic pain
due to knee arthrosis

Representativeness unclear

Boccard and Gerbier (1996) completed a large cross-sectional survey of patients with pain due to
knee arthrosis (assumed chronic) in six European Countries: France, Switzerland, Italy, Spain,
Portugal and Belgium. Following a normal consultation, patients and physicians completed a
questionnaire composed of clinically relevant questions. The authors compared self-reported pain
assessments with physician-assessment using the Visual Analogue Scale (VAS). Patients also gave a
verbal description of their pain. Of those with pain due to knee arthrosis, 37.8% reported moderate
pain, 46.3% reported severe pain and 11.4% reported very severe pain using a 5 point verbal
reporting pain scale that was correlated to a 100mm VAS scale (e.g. moderate pain correlated to a
48.7mm VAS score). As only 4% reported weak or mild pain, we regarded this population as having
predominantly moderate to severe chronic pain. Pain duration was not reported.
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Table 32. Characteristics, results and representativeness of studies relevant to Q15: issues/determinants of HCPs’ awareness of chronic pain
Study details
Boccard and Gerbier
1996
Study design
Cross-sectional study
across 6 European
countries; France,
Switzerland, Italy,
Spain, Portugal and
Belgium.
Study method
Files containing two
questionnaires, one
for patients and one
for physicians, were
distributed to GP’s by
medical information
representatives.
Questionnaires were
completed following a
normal consultation –
these included a pain
assessment, verbal
description of pain
and a single choice
between several
phrases describing
different levels or
sorts of consequences
for various
professional and
social activities. Files

Population
Type of chronic pain
Moderate to severe chronic pain due to
knee arthrosis – only 4% had weak or
mild pain
For the knee arthrosis subgroup: Pain
severity was recorded on a 100-mm
visual analogue scale (VAS) for both
patients and GP’s (estimations) and a 5point verbal scale (none, weak,
moderate, severe, very severe) score
reported for patients.
Confirmation of diagnosis
No diagnostic criteria reported for knee
arthrosis but diagnosis was confirmed by
the physician.
Sample size and demographics
34,600 files (containing patient and
physician questionnaires) were
completed by 8650 physicians. For knee
arthrosis – 2700 files were included/
returned, but only 2623 files were
analysed (reasons other 77 files not
analysed were not reported).
Males – 36.7%
Females – 63.3% (significantly more
women than men p<0.001)
Mean Age (across all countries for knee
arthrosis subgroup); 60.3 years.
Patient selection
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Outcomes and analysis
Outcome measured
Physicians’ underestimation of pain
scores

Results

Representativeness

Moderate to severe chronic
pain due to knee arthrosis

Representativeness unclear
Low quality study

Patients’ VAS scores
significantly correlated with
physician assessments
regardless of country
(p<0.01 for correlation coefficient, r).

Pain severity
For all countries combined; Mean
(SD) VAS 100mm score for knee
arthrosis:
Patient: 60.2mm (18.8) / Physician:
53.3mm (17.4)
For all countries combined: Verbal
Scale (for patients)
Weak 4%, Moderate 37.8%, Severe
46.3%, Very severe 11.4%
(Moderate pain was correlated to
48.7mm VAS score, and intense (i.e.
severe) pain correlated with 66.2mm
Mean VAS scores by age and sex
(across countries)
20-29yrs: 65.3mm
30-39yrs: 67.3mm
40-49yrs: 67.1mm
50-59yrs: 67.8mm
60-69yrs: 67.5mm
70+ yrs: 67.6mm
Men: 67.7mm
Women: 66.4mm
Analyses
Descriptive analysis and calculation
of means. Correlations and statistical
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For knee arthrosis, physician
underestimation of VAS pain
scores (compared to patient
reported levels) was
greatest for lower VAS
scores, and underestimation
disappeared for VAS scores
>75mm (significance not
reported).

Responders were not
compared to nonresponders. Details
regarding how patients were
selected by GPs were not
given.

Study details

Population

were then returned to
ISIS research (Paris)
for analysis.

Files were evenly distributed to GP’s by
medical representatives for each country.
GP’s selected patients with knee arthrosis
for inclusion in the study. Files
(containing patient / physician
questionnaires) on knee arthrosis
patients returned:
France n=550
Switzerland n=150
Italy n=550
Spain n=550
Portugal n=350
Belgium n=550
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Outcomes and analysis

Results

comparisons between means
(between patients and physicians
and between countries).
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Representativeness

Q15 results
Moderate to severe chronic pain due to knee arthrosis
The comparisons of VAS scale mean scores between physicians and patients with predominantly
moderate to severe [chronic] pain due to knee arthrosis can be viewed in Figure 28.

Physician

53.3

Patient

60.2
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VAS pain score (0-100mm)

Figure 28. Comparison of mean VAS pain scores (0-100mm where a higher score indicated greater
pain severeity) between physicians and patients for moderate to severe chronic pain due to knee
arthrosis (n=2623) (Boccard & Gerbier 1996)
Overall patients’ VAS pain scores significantly correlated with physician assessments regardless of
country (p<0.01 for correlation co-efficient, r). Physician underestimation of VAS pain scores
(compared to patient reported levels) was greatest for lower VAS scores, and underestimation
disappeared for VAS scores >75mm although the significance for this results was not reported.
Q15 Conclusion
We found one low quality study concerning moderate to severe chronic pain due to knee arthrosis
that reported on a physician estimations of a patient pain levels and compared it with the patients’
mean VAS pain scores (Boccard & Gerbier 1996). Overall, patient and physician evaluation of pain
intensity was regarded as similar. The underestimation of VAS scores compared to reported patient
levels was greatest for lower VAS scores although underestimation disappeared for VAS scores over
75mm. The representativeness of these results was judged as unclear as responders were not
compared to non-responders and the recruitment methodology was not described.

Q16. what are the main symptoms and complaints with which patients present themselves to
health care professionals?
We identified five studies that were relevant to question 16 and selected three for this summary
(Table 33).
Representativeness of study results
Breivik et al. 2006/
Moderate to severe chronic
Pain in Europe 2003

Representativeness unclear

non-cancer pain
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Boccard & Gerbier 1996

Moderate to severe chronic pain

Representativeness unclear

due to knee arthrosis
Ohayon et al. 2003/2004/2005 Any general chronic pain

Representativeness unclear

Breivik et al. (2006)/ Pain in Europe (2003) administered a large scale computer-assisted telephone
survey in 15 European countries and Israel. In the spring and early summer of 2003, the authors
recorded the most common sites for moderate to severe chronic non-cancer pain. Screening
interviews identified respondents aged ≥18 years with chronic pain for in-depth interviews in people
who had suffered pain for ≥ 6 months, had experienced pain in the last month with pain occurring at
least two times per week. Their pain intensity had to be ≥5 on a 10-point Numeric Rating Scale (NRS)
(1=no pain, 10=worst pain imaginable) during the last episode of pain. In-depth interviews with 4839
respondents with chronic pain (including 322 Israelis) showed that 66% had moderate pain (NRS = 5–
7), 34% had severe pain (NRS = 8–10). As only 1% of the sample had cancer-related pain, the
combined population was regarded as having chronic non-cancer pain.
Boccard and Gerbier (1996) completed a large cross-sectional survey of patients with pain due to
knee arthrosis (assumed chronic) in six European Countries: France, Switzerland, Italy, Spain,
Portugal and Belgium. Following a normal consultation, patients and physicians completed a
questionnaire composed of clinically relevant questions. The authors reported the proportion who
used one, two or three words to describe pain, the main words used to describe pain and the
patient-assessed pain tolerability levels. Of those with pain due to knee arthrosis, 37.8% reported
moderate pain, 46.3% reported severe pain and 11.4% reported very severe pain using a 5 point
verbal reporting pain scale that was correlated to a 100mm VAS scale (e.g. moderate pain correlated
to a 48.7mm VAS score). As only 4% reported weak or mild pain, we regarded this population as
having predominantly moderate to severe chronic pain. Pain duration was not reported.
Ohayon et al. 2003/2004/2005 conducted a cross-sectional telephone survey of a random sample of
youths and adults (aged 15 to 100 years) that the authors deemed representative of the general
populations of the United Kingdom, Germany, Italy, Portugal, and Spain. Telephone interviews using
the Sleep-EVAL system gathered information about the locations of pain in those with any general
chronic pain (i.e. chronic painful physical conditions) that persisted for at least six months that
required consultation for pain. Pain severity and duration were not reported and cancer-related pain
was not specifically excluded.
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Table 33. Characteristics, results and representativeness of studies relevant to Q16: patients’ symptoms and complaints
Study details

Population

Outcomes and analysis

Breivik et al. 2006/
Pain Europe (PIE)
2003

Type of chronic pain
Moderate to severe non-cancer chronic pain (1% of
the population had cancer related pain).

Outcome measured
Reported body locations of
pain (%)

Study design
Cross-sectional study

Chronic pain defined as pain for ≥ 6 months, pain in
the last month and several times during the last
week. Their pain intensity had to be ≥ 5 on a 10point Numeric Rating Scale (NRS) (1 = no pain, 10 =
worst pain imaginable) during last episode of pain.

Pain severity
66% had moderate pain (NRS =
5–7), 34% had severe pain (NRS
= 8–10).

Study method
Telephone survey in
two parts. First the
population was
screened for chronic
pain. Part of those
who qualified were
interviewed in-depth.

Confirmation of diagnosis
Not reported
Sample size and demographics
4839 respondents with chronic pain; sample data
weighed by gender and 7 age-categories
Women: 56%/ Men: 44%
Mean age: 49.9 (SD 17.4) years.
18-30 y: 16%
31-40 y: 18%
41-50 y: 21%
51-60 y: 18%
61:70 y: 14%
71-80 y: 10%
81+ y: 4%

Analyses
Descriptive analysis only for
this outcome.

Patient selection
Listed telephone numbers stratified by region and
randomly selected within region. Interviewers
stopped after 300 interviews/ country. 15
countries: Austria, Belgium, Denmark, Finland,
France, Germany, Ireland, Italy, Netherlands,
Norway, Poland, Spain, Sweden, Switzerland & UK.
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Results
Moderate to severe
chronic non-cancer pain
Reported locations of pain:
Back: 24%
Lower back: 18%
Knee: 16%
Head: 15%
Leg: 14%
Joints: 10%
Shoulder: 9%
Neck: 8%
Hip: 8%
Hand: 6%
Upper back: 5%

Representativeness
Representativeness
unclear
Low quality study
Responders were not
compared to nonresponders.

Study details
Boccard and Gerbier
1996
Study design
Cross-sectional study
across 6 European
countries; France,
Switzerland, Italy,
Spain, Portugal and
Belgium.
Study method
Files containing two
questionnaires, one
for patients and one
for physicians, were
distributed to GP’s by
medical information
representatives.
Questionnaires were
completed following a
normal consultation –
these included a pain
assessment, verbal
description of pain
and a single choice
between several
phrases describing
different levels or
sorts of consequences
for various
professional and
social activities. Files
were then returned to

Population
Type of chronic pain
Moderate to severe chronic pain due to knee
arthrosis
Pain severity was recorded on a 100-mm visual
analogue scale (VAS) for both patients and GP’s
(estimations) and a 5-point verbal scale (none,
weak, moderate, severe, very severe) score
reported for patients.
Confirmation of diagnosis
No diagnostic criteria reported for knee arthrosis
but diagnosis was confirmed by the physician.
Sample size and demographics
For knee arthrosis – 2700 files were included/
returned, but only 2623 files were analysed
(reasons other 77 files not analysed were not
reported).
Males – 36.7%
Females – 63.3% (significantly more women than
men p<0.001)
Mean Age (across all countries for knee arthrosis
subgroup); 60.3 years.
Patient selection
Files were evenly distributed to GP’s by medical
representatives for each country. GP’s selected
patients with knee arthrosis for inclusion in the
study. Files (containing patient / physician
questionnaires) on knee arthrosis patients
returned.
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Outcomes and analysis
Outcome measured
Number of words used for pain
description (%)
Main words used to describe
pain out of list of 11 (%)
Tolerability assessed by the
patient (%)
Pain severity
For all countries combined;
Mean (SD) VAS 100mm score
for knee arthrosis:
Patient: 60.2mm (18.8) /
Physician: 53.3mm (17.4)
For all countries combined:
Verbal Scale (for patients)
Weak 4%, Moderate 37.8%,
Severe 46.3%, Very severe
11.4%
(Moderate pain was correlated
to 48.7mm VAS score, and
intense (i.e. severe) pain
correlated with 66.2mm
Mean VAS scores by age and
sex (across countries)
20-29yrs: 65.3mm
30-39yrs: 67.3mm
40-49yrs: 67.1mm
50-59yrs: 67.8mm
60-69yrs: 67.5mm
70+ yrs: 67.6mm
Men: 67.7mm
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Results
Moderate to severe
chronic pain due to knee
arthrosis
Numbers of words to
describe pain:
0 words: 13%
1 word: 35%
2 words: 29%
3 words: 23%
Main words used to
describe pain:
Deep-penetrating: 46%
Dull: 32%
Stabbing: 32%
Vice-like: 23%
Tolerability assessed by the
patient:
Tolerable: 66%
Not tolerable: 34%

Representativeness
Representativeness
unclear
Low quality study
Responders were not
compared to nonresponders. Details
regarding how patients
were selected by GPs
were not given.

Study details

Population

ISIS research (Paris)
for analysis.

Outcomes and analysis

Results

Representativeness

Women: 66.4mm
Analyses
Descriptive only for this
outcome

Ohayon et al.
2003/2004/2005
Study design
Cross-sectional study
across 5 European
countries (United
Kingdom, Germany,
Italy, Portugal, and
Spain)
Study method
Telephone interview
between 1994 and
1999, using the
Sleep-EVAL System.
Lay interviewers read
participants the
questions displayed
on the computer
screen and entered
their answers. A
typical interview
covered sociodemographic
information,
sleep/wake schedule,
sleeping habits,

Type of pain
Any general chronic pain i.e. chronic painful
physical condition (CPPC)
Defined by persistence for at least 6 months,
patients had consulted a health specialist for the
pain, whether or not it resulted in a treatment;
were taking medication, prescribed or not, for the
pain; or reported that pain interfered with
functioning.
17.1% of participants reported having at least 1
chronic painful physical condition (95% CI, 16.5%17.6%).

Outcomes measures:
% of pain locations reported
Pain severity:
Not reported

Analyses:
Descriptive analysis only for
this outcome

Confirmation of diagnosis
Self report only. Painful physical conditions were
ascertained through several questions about
current treatment, current medication, and
hospitalizations in the previous 12 months and lists
of 42 diseases (asking to specify if the participant
had one or more of them).
Sample size and demographics
N=18,980
Overall participation rate: 80.4%.
Men: n=9116 (48%)
Women: n=9864 (52%)
Men:
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Any general chronic pain
Pain locations reported:
Headaches: 7.6%
Pain in lower or upper
limbs: 5.8%,
Joint/articular disease:
3.2%
Backaches: 3.1%,
Gastrointestinal diseases:
1.5%

Representativeness
unclear
Medium quality study
Responders were not
compared to nonresponders.

Study details
psychiatric
symptoms, medical
treatments, and
physical illnesses.

Population

Outcomes and analysis

<25y n= 1759 (19%)
25-34y: n=1807 (20%)
35-44y: n=1556 (17%)
45-54y: n=1399 (15%)
55-64y: n=1228 (13%)
≥65y: n=1367 (15%)
Women:
<25y: n=1684 (17%)
25-34y: n=1767 (18%)
35-44y: n=1554 (16%)
45-54y: n=1426 (14%)
55-64y: n=1313 (13%)
≥65y: n=2120 (21%)
Patient selection
The target population in the United Kingdom,
Germany, Italy, and Spain was all noninstitutionalized residents aged 15 years or older; in
Portugal, the minimum age was set at 18 years.
A 2-stage sampling design was used for all 5
countries, using the geographical distribution in the
first stage and the Kish selection method in the
second stage ( maintains age and sex
representation)
Exclusion criteria included insufficient fluency in the
national language, hearing or speech impairment,
or an illness that precluded the feasibility of an
interview or being currently hospitalized.
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Results

Representativeness

Locations of chronic pain

Q16 Results
Moderate to severe chronic non-cancer pain
Breivik et al. (2006) reported that the most commonly reported location of moderate to severe
chronic non-cancer pain were back, knee and head pain (Fig. 29).

Back (unspecified)
Lower back
Knee
Head
Leg
Joints (unspecified)
Shoulder
Neck
Hip
Hand
Upper back

24%
18%
16%
15%
14%
10%
9%
8%
8%
6%
5%
0%

5%

10%

15%

20%

25%

30%

Percentage of moderate to severe chronic non-cancer pain sufferers

Figure 29. The most commonly reported body locations in those with moderate to severe chronic
non-cancer pain (Breivik et al. 2006 and Pain in Europe 2003)
Moderate to severe pain due to knee arthrosis
Boccard and Gerbier (1996) asked those with moderate to severe chronic pain due to knee arthrosis
patients to verbally describe their pain using a maximum of three freely chosen words, choosing
from a list of 11 proposed words and also by describing the pain as tolerable or intolerable (Table
34). More than 60% of the participants used one or two freely chosen words to describe their pain.
The authors concluded that the main words used by those with moderate to severe chronic pain due
to knee arthrosis patients were deep-penetrating and dull. As well, 34% of the patients assessed
their pain as not tolerable.
Table 34. Knee arthrosis patient assessment of moderate to severe chronic pain (Boccard and
Gerbier 1996)
Number of freely chosen words used to describe pain

% of those with
moderate to severe
chronic pain due to
knee arthrosis

0

13

1

35

2

29

3
Main words chosen from a list of 11 words
Deep-penetrating

23
46

Dull

32

Stabbing

32
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Vice-like
Tolerability assessed by the patient
Tolerable

23
66

Not tolerable

34

Any general chronic pain
In Ohayon et al. (2003/2004/2005) headaches were reported by 7.6% of participants with any
general chronic pain (i.e. chronic painful physical condition), followed by pain in lower or upper
limbs (5.8%), joint/articular disease (3.2%), backaches (3.1%), and pain due to gastrointestinal
diseases (1.5%). Prevalence of pain due to gastrointestinal diseases was comparable between men
and women. The other chronic painful physical conditions were more frequent in women than men.
All these conditions significantly increased with age (Table 35).
Table 35. Prevalence of any general chronic pain (i.e. chronic painful physical conditions) by location
of pain and socio-demographic characteristics (%, SE) (Ohayon et al. 2003/2004/2005)
Limb pain

Backaches

Joint/Articular

Gastrointestinal

Headaches

<25y

1.9 (0.03)

1.3 (0.03)

0.6 (0.02)

0.6 (0.02)

5.9 (0.06)

25-34

2.5 (0.04)

0.9 (0.02)

1.4 (0.03)

0.8 (0.02)

4.2 (0.05)

35-44

2.8 (0.04)

2.0 (0.04)

1.4 (0.03)

1.3 (0.03)

5.4 (0.06)

45-54

3.5 (0.05)

3.1 (0.05)†

1.9 (0.03)

2.4 (0.04)†

5.2 (0.06)

55-64

6.5 (0.07)*

3.7 (0.05)†

4.1 (0.06)*

2.0 (0.04)†

6.0 (0.07)

≥65

7.9 (0.07)*

3.4 (0.05)†

6.3 (0.07)*

2.5 (0.04)†

4.3 (0.06)

Total

4.0 (0.02)

2.3 (0.02)

2.4 (0.02)

1.5 (0.01)

5.1 (0.02)

<25y

3.7 (0.03)

1.1 (0.03)

1.5 (0.03)

1.0 (0.02)

8.6 (0.07)

25-34

3.1 (0.03)

1.8 (0.03)

1.4 (0.03)

1.0 (0.02)

8.6 (0.07)

35-44

4.6 (0.05)

2.6 (0.04)

1.7 (0.03)

0.8 (0.02)

9.2 (0.07)

45-54

9.6 (0.10)*

6.2 (0.06)

3.3 (0.05)†

1.8 (0.04)†

12.8 (0.09)*

55-64

11.6 (0.12)*

6.0 (0.07)*

6.1 (0.07)*

2.0 (0.04)†

12.7 (0.09)*

≥65

12.7 (0.13)*

5.4 (0.06)*

8.8 (0.06)*

2.5 (0.03)†

8.9 (0.06)

Total

7.6 (0.08)

3.8 (0.04)

3.9 (0.02)

1.5 (0.01)

9.9 (0.03)

Men

Women

*P<0.001 compared with the lowest figure for the location of pain.
†p<0.05 compared with the lowest figure for the location of pain.
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Q16 Conclusion
In one medium quality study concerning any general chronic pain (i.e. chronic painful physical
conditions), 7.6% of the participants reported headaches, followed by pain in lower or upper limbs
(5.8%), joint/articular disease (3.2%), backaches (3.1%), and pain due to gastrointestinal diseases
(1.5%) (Ohayon 2003/2004/2005). A low quality study concerning moderate to severe chronic noncancer pain, reported that the most common locations of pain were the back (unspecified) (47%),
followed by the knee (16%) and the head (15%) (Breivik 2006/ Pain in Europe 2003). The main words
used by those with moderate to severe chronic pain due to knee arthrosis to describe their pain
were deep-penetrating and dull and 34% of these patients assessed the pain as not tolerable
(Boccard & Gerbier 1996).
The representativeness of the above results was judged as unclear primarily because authors did not
compare their sample with their target populations nor did they compare responders with nonresponders.

Q17. What are the frequencies of drug (per WHO class), non-drug, and combined treatments?
We identified four studies for question 17 and selected two for this summary (Table 36).
Representativeness of study results
McDermott et al. 2006/
Any general chronic neuropathic pain
Tölle et al. 2006 Pain Prac/
Any chronic trigeminal neuralgia
Tölle et al. 2006 J Diab/
Any chronic painful diabetic neuropathy
Van Seventer et al. 2006
Any chronic post-herpetic neuralgia
Breivik et al. 2006/
Pain in Europe 2003

Moderate-severe non-cancer chronic pain

Representativeness
unclear

Representativeness
unclear

McDermott et al. (2006), Tölle et al. (2006 Pain Prac), Tölle et al. (2006 J Diab) and van Seventer et
al. (2006) were four separate publications from the same medium quality cross-sectional study.
Presenting adults (≥18 years) with a neuropathic pain condition that had lasted at least three
months were recruited from 125 general practices (92%) and other non-pain specialists (8%) in six
European countries: France, Germany, Italy, the Netherlands, Spain , the Netherlands and the United
Kingdom. The authors reported the percentage who received pain medication by type for those with
any general chronic neuropathic pain (McDermott et al. 2006), trigeminal neuralgia (TN) (Tölle et al.
2006 Pain Prac), painful diabetic neuropathy (PDN) (Tölle et al. 2006 J Diab) and post-herpetic
neuralgia (PHN) (van Seventer et al. 2006). For those with any chronic non-cancer neuropathic pain,
TN, PDN and PHN, respectively 67%, 66%, 74% and 45% had their painful neuropathic condition for
more than one year and respectively 79%, 65%, 82% and 59% reported moderate to severe pain (i.e.
≥4 on 0-10 Pain Intensity Index) during the 24 hours prior to the interview. Those with cancerrelated neuropathic pain were not excluded.
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Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to regionally stratified general population samples from 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. In spring and early
summer 2003, the authors recorded the proportion of moderate to severe chronic pain sufferers
who were taking prescription pain medication at time of interview and the breakdown of pain
treatments by type. Screening interviews identified adult respondents (≥18 years) with moderate to
severe pain (≥5 on a 10-point Numeric Rating Scale [NRS]) that had lasted six months or more and
was present in the past month and occurred at least two times per week. Around 300 moderate to
severe chronic pain sufferers were interviewed in-depth from each country for a total of 4839
respondents (including 322 Israelis). Median pain duration for all countries combined was 7.0 years,
66% reported moderate pain (NRS=5–7), and 34% had severe pain (NRS=8–10). As only 1% of the
sample had cancer-related pain, the combined population was regarded as having chronic noncancer pain.
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Table 36. Characteristics, results and representativeness of the study relevant to question 17: frequency of drug, non-drug and combined treatments
Study details
McDermott et al. 2006
Tölle et al. 2006 P Prac
Tölle et al. 2006 J Diab
Van Seventer et al. 2006
Study design
Cross-sectional study
Study method
Adult patients came from
125 community-based
physician practices (92%
general practices and 8%
other non-pain
specialists) in France,
Germany, Italy, the
Netherlands, Spain and
the UK. Demographics
and treatment
information were
recorded during an
interview with a trained
physician. Patients
completed the Brief Pain
Inventory (BPI) severity
and interference
questions

Population
Type of chronic pain
Any general chronic neuropathic pain
Any chronic trigeminal neuralgia (TN)
Any chronic painful diabetic neuropathy (PDN)
Any chronic post-herpetic neuralgia (PHN)
Chronic defined as pain lasting ≥3 months
Confirmation of diagnosis
Physician completed a clinical case report form
that provided classical definitions of the
neuropathic pain syndromes with references to
patient-reported pain descriptors, location, and
pain duration.
Sample size and demographics
Any general chronic neuropathic pain
N= 602 (France 103, Germany 202, Italy 41,
Netherlands 58, Spain 95 and UK 103); mean age
62.9 (SD 14.4) years; women 50%
Breakdown of neuropathic conditions:
Most common: PDN 23%; PHN 14%, cervical
radiculopathy 14%; TN 14% and post-traumatic
neuropathy 12%
< 10% of sample: neuropathic pain due to central
post-stroke; post-spinal cord injury; postmastectomy; post-thoracotomy; and phantom
limb
TN (Tölle et al. 2006 Pain Prac)
N=82 (not broken down by country); mean age
62.7±15.8 years; women 67.1%
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Results

Outcomes measured

Any general chronic neuropathic
pain
(n=602) (McDermott et al. 2006)

% who were taking
specific types of pain
treatment

Representativeness
Representativeness
unclear
Medium quality study

93% received at least one
prescription pain medication

Pain severity in last 24
hours
Pain Severity Index (PSI)
range 0-10 where 0=no
pain and 10=pain as bad
you can imagine

Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 71%:
Step I: 43.0% NSAIDs/Cox2
inhibitors
Step II/III: 22.4% opioids/opioid
compounds
Anti-epileptics 50.7%:
36.6% gabapentin
19.7% carbamazepine
Antidepressants 28.7%
Sedatives/hypnotics 15.1%

Any general chronic
neuropathic pain
(McDermott et al. 2006)
Mean PSI score (n=592):
4.8 (SD 2.1)
54.0% (n=311/576)
reported moderate pain
(4-6 on PSI scale)
24.7% (n=142/576)
reported severe pain (710 on PSI scale)

Any chronic trigeminal neuralgia
(n=82)
(Tölle et al. 2006 Pain Prac)

TN (Tölle et al. 2006 Pain
Prac)
Mean PSI score: 4.2±2.4
50.0% reported moderate
pain
14.6% reported severe
pain

93.9% received at least one
prescription pain medication
Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 46.8%:
Step I: 24.7% NSAIDs/Cox2

202

The target population
was neuropathic pain
patients who present
to general
practitioners (as
opposed to pain
specialists). The
representativeness of
the results was
judged as unclear
because the authors
did not compare
those who consented
to participate with
those who did not
give their consent.

Study details

Population

Outcomes and analysis

PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11,
Netherlands 14, Spain 21 and UK 19); mean age
65.6±11.2 years; women 41.7%

PDN (Tölle et al. 2006 J
Diab)
Mean PSI score: 5.0±2.0
57% reported moderate
pain
25% reported severe pain

PHN (van Seventer et al. 2006)
N=84 (not broken down by country); mean
age71.0±12.8 years; women
52%
Patient selection
Adult (≥18 years) diagnosed by physician with
the following: PDN, PHN, TN, central post-stroke
neuropathic pain , post-spinal cord injury
neuropathic pain , post-mastectomy neuropathic
pain, post-thoracotomy neuropathic pain,
cervical radiculopathy, phantom limb
neuropathic pain or post-traumatic neuropathy
Specifically for TN – neuropathic facial pain,
allodynia, hyperalgesia and/or the patient’s use
of specific neuropathic pain descriptor items
from the Short Form McGill Pain Questionnaire
Specifically for PDN – diabetic distal symmetrical
sensory-motor poly-neuropathy
Specifically for PHN – neuropathic pain in the
area of a spinal nerve dermatome or cranial
nerve tract after crusting of skin lesions
associated with herpes zoster (PHN).
A 3 month history of the condition was required
with pain experienced within a week of the
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PHN (van Seventer et al.
2006)
Mean PSI score: 4.2
59% reported overall
moderate to severe pain
78% reported their worst
pain as moderate to
severe
Analyses
Descriptive only for this
outcome

inhibitors
Step II/III: 14.3% opioids/opioid
compounds
Anti-epileptics 55.5%:
28.6% gabapentin
54.5% carbamazepine
Antidepressants 26.0%
Amitriptyline 20.8%
Other 5.2%
Sedatives/hypnotics 13.0%
Any chronic painful diabetic
neuropathy
(n=140) (Tölle et al. 2006 J Diab)
91.4% were treated with
prescription pain medication
Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 62.5%:
Step I: 41.4% NSAIDs/Cox2
inhibitors
Step II/III: 16.4% opioids/opioid
compounds
Anti-epileptics 55.5%:
46.9% gabapentin
14.1% carbamazepine
Antidepressants 32.8%
Amitriptyline 25.8%
Other 7.0%
Sedatives/hypnotics 12.5%
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Representativeness

Study details

Population

Outcomes and analysis

Patients excluded if they had 1) participated in
an investigational drug study in past 30 days; 2) a
serious/unstable medical/psychological
condition compromising study participation; 3) a
concomitant illness unrelated to the studydefined condition that may have confounded
neuropathic pain assessment; and 4) not able to
distinguish between neuropathic pain and
another chronic pain condition.

Study design
Cross-sectional study
Study method
Telephone survey in two
parts. First the population
was screened for
moderate to severe
chronic pain. Around 300

Type of chronic pain
Moderate to severe chronic non-cancer pain
(only 1% reported cancer-related pain)
Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and whiplash:

Kleijnen Systematic Reviews Ltd.

Representativeness

Any chronic post-herpetic neuralgia
(n=84)
(van Seventer et al. 2006)

survey.

Breivik et al. 2006
Pain Europe (PIE) 2003

Results

89.3% received at least one
prescription pain medication
Prescription pain treatment
breakdown (NB proportions not
mutually exclusive):
Analgesics 64.3%:
Step I: 33.3% NSAIDs/Cox2
inhibitors
Step II/III: 20.2% opioids/opioid
compounds
Anti-epileptics 52.4%:
38.1% gabapentin
22.6% carbamazepine
Amitriptyline 21.4%
Other antidepressants 26.2%
Sedatives/hypnotics 32.1%
Outcome measured
% who were taking
specific types of pain
treatment
Pain severity
All had moderate to
severe pain:
66% had moderate pain
(NRS=5–7)
34% had severe pain

Moderate to severe chronic noncancer pain (n=4839 including 322
Israelis)

Representativeness
unclear
Low quality study

52% were currently taking
prescription medication for pain
Prescription pain treatment
breakdown:
(NB proportions not mutually
exclusive):
Step I: 44% NSAIDs, 18%
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Initial country
population samples
were not compared
to the national
populations and
those who refused to
be screened or

Study details
of those who qualified
were interviewed indepth from each country.
However, reported
responses to questions
varied and numbers of
participant responses
reported for separate
questions were often
<300

Population
each 4%
Surgery 3%
Chronic pain defined as pain for ≥ 6 months, pain
in the last month and several times during the
last week. Pain intensity had to be ≥5 on a 10point Numeric Rating Scale (NRS) (1=no pain,
10=worst pain imaginable) during last episode of
pain.
Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents with moderate to severe
chronic non-cancer pain; sample data were
weighed by gender and seven age-categories
Women: 56%; Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%
Patient selection
Listed telephone numbers stratified by region
but randomly selected within region. Interviews
stopped after 300 interviews/country: Austria,
Belgium, Denmark, Finland, France, Germany,
Ireland, Italy, the Netherlands, Norway, Poland,
Spain, Sweden, Switzerland and the UK.
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Outcomes and analysis
(NRS=8–10)
31% judged their pain so
severe that “I could not
tolerate any more”.

Results
paracetamol, 6% Cox-2 inhibitor
Step II: 23% weak opioids
Step III: 5% strong opioids

Analyses
Descriptive analysis only
for this outcome.

Plus 3% each of
barbituate/ergotamine,
Tricyclic/SSRI/SNRI and triptan
2% each of DMARD/steroid and
anti-epileptic
1% each of muscle relaxant and
beta/CC blocker
Non-drug treatments were tried by
69% of respondents:
30% had tried massage
21% physical therapy
13% acupuncture
10% ointments or creams
9% heat
8% exercise
5% nerve stimulation (TENS)
4% relaxation therapy
3% diet or special foods
3% cold
3% herbal supplements
2% had tried therapy/counselling
(not described)
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Representativeness
interviewed were not
compared to those
who agreed to
participate.

Q17 Results
NB For treatment breakdown, proportions given by treatment category or sub-type were not
mutually exclusive as many patients practiced polypharmacy or polytreatment
Moderate to severe chronic non-cancer pain
Breivik et al. (2006) and Pain Europe (2003) interviewed 4839 respondents with moderate to severe
chronic non-cancer pain from 15 European countries plus Israel. Approximately 52% were taking
prescription pain medication at the time of interview. The breakdown by prescription drug type can
be viewed in Figure 30. Up to 44% were taking Step I prescription drugs: 44% were taking NSAIDs,
18% paracetamol, and 6% Cox-2 inhibitors (proportions were not mutually exclusive). Up to 3% were
taking other types of prescription pain medication: 3% each of barbituates/ergotamines,
Tricyclics/SSRIs/SNRIs and triptans, 2% each of DMARDs/steroids and anti-epileptics, and 1% each of
muscle relaxants and beta/CC blockers

Any chronic post-herpetic
neuralgia (n=75) (van Seventer
2006)

37.3%

Any chronic painful diabetic
neuropathy (n=128) (Tölle 2006 J
Diab)

22.7%

41.4%

Any chronic trigeminal neuralgia
(n=77) (Tölle 2006 Pain Prac)

24.7%

Any general chronic neuropathic
pain (n=558) (McDermott 2006)

16.4%

14.3%

43.0%

58.7%

55.5%

55.5%

22.4%

WHO Step I prescription
drugs

WHO step II prescription
drugs

WHO step II/III
prescription drugs

50.7%

WHO Step III
prescription drugs

3%

Moderate to severe chronic noncancer pain (n= 2516) (Breivik
2006/PIE 2003)

44%

23%

Other prescription drugs
5%

0%

50%

100%

Cumulative percentage breakdown by prescription drug type

Figure 30. Percentage breakdown of those taking prescription medications for moderate to severe
chronic non-cancer pain, any general chronic neuropathic pain and three types of chronic
neuropathic pain. NB breakdown percentages were not mutually exclusive as many respondents
practiced polypharmacy.
In the six months prior to the interview, 53% of those with moderate to severe chronic non-cancer
pain had not taken any oral non-prescription pain medication and 36% had taken one or two. For
those who took non-prescription pain medication in the past six months, the breakdown by drug
type can be viewed in Figure 31. Up to 55% took WHO Step I drugs: 55% took NSAIDs and 43% took
paracetamol. Non-drug treatments were tried by 69% of respondents: 30% had tried massage; 21%
physical therapy; 13% acupuncture; 10% ointments or creams; 9% heat; 8% exercise; 5% nerve
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stimulation/TENS, 4% relaxation therapy; 3% diet or special foods; 3% cold; 3% herbal supplements;
and 2% had tried therapy/counselling(not described) (Breivik et al. 2006 and Pain in Europe 2003).

Any chronic painful diabetic
neuropathy (n=44) (Tölle 2006 J
Diab)

40.9%

Any chronic trigeminal neuralgia
(n=25) (Tölle 2006 Pain Prac)

44.0%

Any general chronic neuropathic
pain (n=196) (McDermotte 2006)

46.4%

Moderate to severe chronic noncancer pain (n= 1914) (Breivik
2006/PIE 2003)

29.5%

40.0%

WHO step II
non-prescription
drugs

28.6%

55%

0%

WHO Step I nonprescription
drugs

Other
prescription
drugs

13%

50%

100%

Cumulative percentage breakdown by non-prescription drug type

Figure 31. Percentage breakdown of those taking non-prescription medications for moderate to
severe chronic non-cancer pain, any general chronic neuropathic pain and two types of chronic
neuropathic pain. Breakdown by WHO drug class was not reported for any chronic post-herpetic
neuralgia. NB breakdown percentages were not mutually exclusive i.e. many respondents practiced
polypharmacy.
Any chronic neuropathic pain
The breakdown of prescription pain medication and non-prescription medication for those with any
general chronic neuropathic pain, trigeminal neuralgia, painful diabetic neuropathy and postherpetic neuralgia can be viewed in Figure 30 and 31, respectively.
Any chronic neuropathic pain
Non-prescription pain medications were taken by 196 (32.6%) of respondents (McDermott 2006). Of
these, up to 46.4% took WHO Step I drugs: 26.5% took aspirin, 46.4% took paracetamol and 35.7%
took ibuprofen (Fig. 31). For the whole sample (n=602), non-drug treatments also were reported:
41.5% underwent physical treatments; 34.6% used topical lotions or creams; 22.6% took herbs,
vitamins or supplements; 18.1% used devices (e.g. electro-neural stimulation); and 35.6% exercised
to relieve chronic neuropathic pain.
Any chronic trigeminal neuralgia
Non-prescription pain medications were taken by 25 (30.5%) of respondents (Tölle 2006 Pain Prac).
Of these, up to 44% took WHO Step I drugs: 24.0% took aspirin, 44.0% took paracetamol, and 32.0%
took ibuprofen (Fig. 31). For the whole sample (n=82), non-drug treatments also were reported:
30.5% underwent physical treatments; 13.4% used topical lotions or creams; 17.1% took herbs,
vitamins or supplements; 9.6% used devices; and 11.0% exercised to relieve chronic pain due to
trigeminal neuralgia.
Any chronic painful diabetic neuropathy
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Non-prescription pain medications were taken by 44 (31.4%) of respondents (Tölle 2006 J Diab). Of
these, up to 40.9% took WHO Step I drugs: 36.4% took aspirin, 40.9% took paracetamol, and 29.5%
took ibuprofen (Fig. 31). For the whole sample (n=140), non-drug treatments were also reported:
27.9% underwent physical treatments; 33.6% used topical lotions or creams; 20.7% took herbs,
vitamins or supplements; 15.7% used devices; and 35.7% exercised to relieve chronic pain due to
diabetic neuropathy.
Any chronic post-herpetic neuralgia
Non-prescription pain medications were taken by 31 (36.9%) of respondents although no breakdown
by WHO class was reported (Van Seventer et al. 2006). For the whole sample (n=84), non-drug
treatments also were reported: 28.6% underwent physical treatments; 42.9% used topical lotions or
creams; 25.0% took herbs, vitamins or supplements; 19.0% used devices; and 16.7% exercised to
relieve chronic pain due to post-herpetic neuralgia.
Q17 Conclusion
A low quality study reported on those who suffered from moderate to severe chronic non-cancer
pain in 15 European countries plus Israel (Breivik 2006é Pain in Europe 2003). Of those who
responded, 52% reported that they were currently taking prescription pain medication. Of these, up
to 44% were taking Step I prescription drugs, 23% were taking Step II prescription opioids, and 5%
were taking Step III prescription strong opioids. Of those who had taken non-prescription pain
medication in the last six months, up to 55% had taken a Step I drug and 13% had taken a Step II
opioid or opioid compound for pain relief. Of those who responded, 69% had tried non-drug therapy
(e.g. massage, acupuncture, physiotherapy) for relief of moderate to severe chronic non-cancer pain.
The authors did not report on combined treatments although they acknowledged that many
respondents practiced poly-pharmacy and poly-treatment. The target population for this study was
moderate to severe chronic pain sufferers among the general population of the 15 European
countries plus Israel. It was unclear whether the results were representative as the authors did not
compare each country sample with the national population nor did they compare those that refused
with those that had agreed to participate.
A medium quality study reported on patients who presented with any general chronic neuropathic
pain to general practitioners or other non-pain specialists in six European countries (McDermott
2006). Of those who were recruited to the study, 93% were receiving prescription pain medication.
Of these, up to 43% were taking Step I prescription drugs, 22.4% were taking Step II prescription
opioids and up to 50.7% were taking other prescription drugs (primarily anti-epileptics). Nonprescription pain medications were taken by 32.6% of respondents and up to 46.4% of these people
took WHO Step I drugs. For the entire sample, up to 41.5% had tried non-drug treatments (e.g.
physical treatments, topical ointments, exercise) for relief of any general chronic neuropathic pain.
The authors did not report on combined treatments although they acknowledged that many
respondents practiced poly-pharmacy and poly-treatment. The target population for this study was
chronic neuropathic pain patients who presented to their general practitioners in six European
countries - those who presented to pain specialists purposefully were not included. It was unclear
whether the results were representative as the authors did not compare those who gave their
consent to participate with those who had refused consent. The sub-sample sizes also were
considered small.
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Q18. What are the determinants of treatment choice between drug treatment and non-drug
treatment in Europe?
No studies were identified that were relevant to this question.
Q19. What are determinants of treatment choice within drug treatments?
We identified one study that was relevant to question 19 (Table 37).
Representativeness of study results
Breivik et al. 2006/
Moderate to severe non-cancer chronic pain
Pain in Europe 2003

Representativeness unclear

Breivik et al. (2006)/ Pain In Europe (2003) was a low quality study that administered a large scale
computer-assisted telephone survey to regionally stratified general population samples from 15
European countries (Austria, Belgium, Denmark, Finland, France, Germany, Ireland, Italy, the
Netherlands, Norway, Poland, Spain, Sweden, Switzerland and the UK) plus Israel. In the spring and
early summer of 2003, the authors reported the reasons why respondents with moderate to severe
chronic non-cancer pain stopped taking their pain medication. Screening interviews identified adult
respondents (≥18 years) with moderate to severe pain (≥5 on a 10-point Numeric Rating Scale [NRS])
that had lasted six months or more and was present in the past month and occurred at least two
times per week. Around 300 moderate to severe chronic pain sufferers were interviewed in-depth
from each country for a total of 4839 respondents (including 322 Israelis). Median pain duration for
all countries combined was 7.0 years, 66% reported moderate pain (NRS=5–7), and 34% had severe
pain (NRS=8–10). As only 1% of the sample had cancer-related pain, the combined population was
regarded as having chronic non-cancer pain.
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Table 37. Characteristics, results and representativeness of studies relevant to Q19: determinants of treatment choice within drug treatments
Study details

Population

Outcomes and analysis

Results

Breivik et al. 2006/
Pain Europe (PIE)
2003

Type of chronic pain
Moderate to severe chronic non-cancer pain (only 1%
reported cancer-related pain).

Outcome measured
Reason given for switching
drug treatment

Moderate to severe chronic
non-cancer pain (n=4839
including Israelis)

Study design
Cross-sectional study

Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and whiplash: each
4%
Surgery 3%

Reasons given to stop
treatment

Reasons to switch drug
treatment
44% had switched their pain
medication and the main
reason given was the need
for greater pain control

Representativeness
Representativeness
unclear
Low quality study

Study method
Telephone survey in
two parts. First the
population was
screened for chronic
pain. Around 300 of
those who qualified
were interviewed indepth from each
country; however,
reported responses to
questions varied and
numbers of
participant responses
reported for separate
questions were often
<300”

Chronic pain is defined as pain for ≥6 months, pain in
the last month and several times during the last week.
Their pain intensity had to be ≥5 on a 10-point
Numeric Rating Scale (NRS) (1 = no pain, 10 = worst
pain imaginable) during last episode of pain.

Pain severity
66% had moderate pain
(NRS = 5–7), 34% had
severe pain (NRS = 8–10).
Analyses
Descriptive analysis only for
this outcome.

7% were using alternative
treatments

Confirmation of diagnosis
Self-reported only

Detailed reasons in
participants that answered
there’s no need:,
19% said that they managed
or lived with the pain
15% said that the pain was
not bad enough.
Detailed reasons in those
worried of the side effects:
14% thought that there were

Sample size and demographics
4839 respondents with moderate to severe chronic
non-cancer pain; sample data were weighed by gender
and seven age-categories
Women: 56% / Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:y21%
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Reasons to stop drug
treatment
26% (n=634) stopped taking
prescription medicine
Of them 64% answered there
is no need
34% were concerned over
the side-effects
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Responders were not
compared to nonresponders. Initial
country population
samples were not
compared to the
national populations
and those who refused
to be screened or
interviewed were not
compared to those who
agreed to participate.

Study details

Population

Outcomes and analysis

51-60y:y18%
61:70y:y14%
71-80y:y10%
81+y: 4%

too many side effects and/or
did not like the side effects
2% were worried about the
medicine being addictive.

Patient selection
Listed telephone numbers were stratified by region
but randomly selected within the region. Interviewers
stopped after 300 interviews per country. The fifteen
participating European countries were: Austria,
Belgium, Denmark, Finland, France, Germany, Ireland,
Italy, the Netherlands, Norway, Poland, Spain, Sweden,
Switzerland and the UK.
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Representativeness

Reason for stopping prescription pain medication

Q19 Results
Moderate to severe non-cancer chronic pain
Breivik et al. (2006) and Pain in Europe (2003) interviewed 4839 respondents with moderate to
severe chronic non-cancer pain and, of those currently taking prescription pain medication, 44%
had switched drugs. The main reason for switching was the need for greater pain control. In
addition, 21% had never taken a prescription medication for their pain. Twenty-six percent
(n=634) had taken, but stopped taking prescription medicine. The breakdown for the reasons
why respondents stopped taking their prescription pain medications can be viewed in Figure 32.

Lack of need

64%

Side effects/other negative effects

34%

Using alternative treatments

7%

Health/medical reasons

7%

Prefer non-prescription medicine/
doctor recommended

5%

Have not been to/seen a doctor

2%

0%

10%

20%

30%

40%

50%

60%

70%

Percentage of moderate to severe chronic cancer pain sufferers
who had stopped taking prescription pain medication

Figure 32. Breakdown of reasons for why those (26%) with moderate to severe chronic noncancer pain stopped taking prescription pain medication. Answers to the structured interview
questions ‘Why have you stopped treatment’ (Breivik et al. 2006 and Pain in Europe 2003)
The underlying reasons for those who answered ‘there was no need’ for prescription pain
medication can be viewed in Figure 33. The underlying reasons for those who answered ‘side
effects/other negatives’ can be viewed in Figure 34.
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Reason for lack of need for prescription
pain medication

Not needed/ no longer necessary

19%

Pain gone/ no longer have pain/ pain under
control

15%

Pain not bad enough

14%

Managed/lived with the pain

11%
0%

5%

10%

15%

20%

Percentage of moderate to severe chronic non-cancer pain sufferers who cited
'lack of need' as the reason for stopping prescripition pain medication

Reason for stoppping prescription
medication

Figure 33. Detailed answers to the structured interview questions ‘Why have you stopped
treatment ‘ for those with moderate to severe chronic non-cancer pain who had answered ‘lack
of need’ (Breivik et al. 2006 and Pain in Europe 2003).

Can be addictive

14%

Taking too much medication

11%

Medication ineffective

9%

Do not want to take any more pain
medication
Too many side effects/ do not like side
effects

3%
2%
0%

2%

4%

6%

8%

10% 12% 14% 16%

Percentage of moderate to severe chronic non-cancer pain sufferers
who cited 'side effects/other negatives' as reason for stopping
prescription pain medication

Figure 34. Detailed answers to the structured interview question ‘Why have you stopped
treatment’ for those with moderate to severe chronic non-cancer pain who had answered ‘side
effects/other negatives’ (Breivik et al. 2006 and Pain in Europe 2003).
Q19 conclusion
One low quality study concluded the main reason for switching prescription pain medications
was to achieve greater pain control in those with moderate to severe non-cancer chronic pain
(Breivik 2006/ Pain in Europe 2003). Those who had decided against taking prescription
medications did so mainly because of lack of need (64%), lack of effectiveness (9%) and concerns
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over side effects (14%). The results of the study can be questioned as the representativeness of
the study population was judged as unclear.
Q20 – what are determinants of compliance/adherence to drug treatments in Europe?
No studies were located that were relevant to this question.
Q21 what is patients’ satisfaction with drug treatments?
We identified two studies that were relevant to question 21 (Table 38)
Representativeness of study results
Breivik et al. 2006/
Moderate to severe chronic
Pain in Europe 2003
non-cancer chronic pain
Tölle et al. 2006 J Diab/
McDermott et al. 2006

Any chronic painful
diabetic neuropathy

Representativeness unclear

Representativeness unclear

Breivik et al. (2006)/Pain in Europe (2003) was a low quality computer-assisted telephone survey
of the general population from 15 European countries followed by the selection and in-depth
interview of a sample of those who suffered from moderate to severe non-cancer chronic pain
(≥5 on 10-point Numeric Rating Scale [NRS]) that had lasted six months or more and was present
in the past month and occurred at least two times per week. In the spring and early summer of
2003, the authors measured the percentage of respondents that were satisfied with the
treatment they received. Around 300 chronic pain sufferers were interviewed in-depth from
each country for a total of 4839 respondents (including 322 Israelis). The numbers of
respondents for each question/country varied and was often less than 300. Median duration of
pain was 7 years, 66% had moderate pain (NRS=5–7) and 34% had severe pain (NRS = 8–10). As
only 1% of the sample had cancer-related pain, the combined population was regarded as
having chronic non-cancer pain.
Tölle et al. (2006 J Diab) and McDermott et al. (2006) were two separate publications from the
same medium quality cross-sectional study that evaluated the impact of chronic neuropathic
pain conditions on patient functioning. Presenting adults (≥18 years) with a neuropathic pain
condition that had lasted ≥3months were recruited from 125 general practices (92%) and other
non-pain specialists (8%) in six European countries: France, Germany, Italy, the Netherlands,
Spain and the United Kingdom. Patients answered questions regarding their prescription
medications. These questions included treatment satisfaction: extremely satisfied, somewhat
satisfied, neither satisfied nor dissatisfied, somewhat dissatisfied and extremely dissatisfied.
Satisfaction with prescription drugs was reported for those with chronic painful diabetic
neuropathy (PDN) only (Tölle et al. 2006 J Diab). Of those with PDN, 74% had their painful
neuropathic condition for more than one year and 82% reported moderate to severe pain (i.e.
≥4 on 0-10 Pain Intensity Index) during the 24 hours prior to the interview.
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Table 38. Characteristics, results and representativeness of studies relevant to question 21: satisfaction with drug treatments
Study details

Population

Breivik et al. 2006/
Pain Europe (PIE)
2003

Type of chronic pain
Moderate to severe non-cancer pain (1% of the population had
cancer related pain).

Study design
Cross-sectional study

Most common causes of pain:
Arthritis/osteoarthritis 34%
Herniated/deteriorating discs 15%
Traumatic injury 12%
Rheumatoid arthritis 8%
Migraine headaches 7%
Fracture/deterioration of spine 6%
Nerve damage, cartilage damage and whiplash: each 4%
Surgery 3%

Study method
Telephone survey in
two parts. First the
population was
screened for
moderate to severe
chronic pain. Around
300 of those who
qualified were
interviewed in-depth
from each country.
However, reported
responses to
questions varied and
numbers of
participant responses
reported for separate
questions were often
<300.

Chronic pain is defined as pain for ≥6 months, pain in the last
month and several times during the last week. Their pain
intensity had to be ≥5 on a 10-point Numeric Rating Scale (NRS)
(1 = no pain, 10 = worst pain imaginable) during last episode of
pain.

Outcomes and
analysis
Outcome measured
% of participants
satisfied with the
prescription drug
treatment
Pain severity
66% had moderate
pain (NRS=5–7), 34%
had severe pain
(NRS=8–10).
Analyses
Descriptive analysis
only for this
outcome.

Confirmation of diagnosis
Self-reported only
Sample size and demographics
4839 respondents including Israel (n=322) with moderate to
severe chronic non-cancer pain; sample data were weighed by
gender and seven age-categories
Women: 56% / Men: 44%
Mean age (SD): 49.9 (17.4) years.
18-30y: 16%
31-40y: 18%
41-50y:21%
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Results

Representativeness

Moderate to severe
chronic non-cancer
pain
60% were satisfied
with prescription
pain medication

Representativeness
unclear

40% were not
satisfied

Low quality study
Initial country
population samples
were not compared
to the national
populations and
those who refused
to be screened or
interviewed were
not compared to
those who agreed
to participate.

Study details

Population

Outcomes and
analysis

Results

Representativeness

Any chronic painful
diabetic
neuropathy
Extremely satisfied:
15%
Somewhat
satisfied: 47%
Neutral: 16%,
Dissatisfied:22%
(Tölle et al. 2006 J
Diab)

Representativeness
unclear

51-60y:18%
61:70y:14%
71-80y:10%
81+y: 4%
Patient selection
Listed telephone numbers were stratified by region but
randomly selected within the region. Interviewers stopped
after 300 interviews per country. The fifteen participating
European countries were: Austria, Belgium, Denmark, Finland,
France, Germany, Ireland, Italy, the Netherlands, Norway,
Poland, Spain, Sweden, Switzerland and the UK.
Tölle et al. 2006 J
Diab
McDermott et al.
2006

Type of chronic pain
Any chronic painful diabetic neuropathy (PDN)

Study design
Cross-sectional study

Confirmation of diagnosis
Physician completed a clinical case report form that provided
classical definitions of the neuropathic pain syndromes with
references to patient-reported pain descriptors, location, and
pain duration.

Study method
Adult patients came
from 125
community-based
physician practices
(92% general
practices and 8%
other non-pain
specialists) in France,
Germany, Italy, the
Netherlands, Spain
and the UK.

Chronic defined as pain lasting ≥3 months

Sample size and demographics
Total chronic neuropathic pain patients recruited: 602
(McDermott et al. 2006)
PDN (Tölle et al. 2006 J Diab)
N=140 (France 13, Germany 62, Italy 11, Netherlands 14, Spain
21 and UK 19); mean age 65.6±11.2 years; women 41.7%
Patient selection
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Outcomes measured
% of PDN patients
who were extremely
satisfied, somewhat
satisfied, neither
satisfied nor
dissatisfied,
somewhat
dissatisfied,
extremely
dissatisfied with their
medication
Pain severity in last
24 hours
Pain Severity Index
(PSI) range 0-10
where 0=no pain and
10=pain as bad you
can imagine
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Medium quality
study
The
representativeness
of the results was
judged as unclear
because the
authors did not
compare those who
consented to
participate with
those who did not
give their consent.

Study details
Demographics and
treatment
information were
recorded during an
interview with a
trained physician.
Patients completed
the Brief Pain
Inventory (BPI)
severity and
interference
questions

Population
Adult (≥18 years) diagnosed by physician for the following: TN
– neuropathic facial pain, allodynia, hyperalgesia and/or the
patient’s use of specific neuropathic pain descriptor items from
the Short Form McGill Pain Questionnaire; PDN – diabetic distal
symmetrical sensory-motor poly-neuropathy; and PHN –
neuropathic pain in the area of a spinal nerve dermatome or
cranial nerve tract after crusting of skin lesions associated with
herpes zoster (PHN). A 3 month history of the condition was
required with pain experienced within a week of the survey.
Patients excluded if they had 1) participated in an
investigational drug study in past 30 days; 2) a serious/unstable
medical/psychological condition compromising study
participation; 3) a concomitant illness unrelated to the studydefined condition that may have confounded neuropathic pain
assessment; and 4) not able to distinguish between
neuropathic pain and another chronic pain condition.
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Outcomes and
analysis
PDN (Tölle et al. 2006
J Diab)
Mean PSI score:
5.0±2.0
57% reported
moderate pain
25% reported severe
pain
Analyses
Descriptive only for
this outcome
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Results

Representativeness

Q21 results
For those with moderate to severe chronic non-cancer pain and any chronic painful diabetic
neuropathy, the level of satisfaction with prescription drug treatment can be viewed in Figure 35.

Percentage of respondents

70%

60%

60%
47%

50%

40%

40%
30%
20%

22%
15%

16%

10%

Any chronic painful diabetic
neuropathy (n=140)
Moderate to severe chronic noncancer pain (n=4627)

0%

Level of satisfaction with prescription drug treatment

Figure 35. Respondents with any chronic painful diabetic neuropathy and moderate to severe general
non-cancer pain: level of satisfaction with prescription pain medicines (Tölle et al. 2006 J Diab;
Breivik 2006/Pain in Europe 2003)
Q21 conclusion
Of those with moderate to severe chronic non-cancer pain who took prescription medication, 40%
were dissatisfied with their prescription pain treatment. For those with any chronic painful diabetic
neuropathy, 22% were dissatisfied, 47% were somewhat satisfied, 16% were neutral and 15% were
extremely satisfied with their prescription medications.
The representativeness of the results from both studies was judged as unclear because authors did
not compare their sample with their target populations nor did they compare responders to nonresponders. The sample sizes for both studies were considered small.
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Summary and Conclusion
Out of 16 619 retrieved titles and abstracts, we located 45 studies with data from countries across
Europe that were relevant to the project questions. We selected eleven that we judged contained
the most valid, relevant and up-to-date data. Our selection included two studies that had multiple
publications, bringing the total number of selected publications to sixteen (Ohayon 2003/2004/2005
and McDermott 2006/Tölle 2006 Pain Prac/Tölle 2006 J Diab/Van Seventer 2006). In addition, for
one study (Breivik 2006), supplementary data were obtained from the original report (Pain in Europe
2003). A summary of all the data included in this review on Europe as a whole can be viewed in the
Executive Summary at the beginning of this report as well as in the synopsis below.
We did not identify any studies that concerned the following specific chronic pain conditions for
Europe as a whole: back pain specifically with or without radiculopathy; phantom limb pain;
osteoarthritis; rheumatoid arthritis; post-thoracotomy pain; post-mastectomy pain; or chronic
visceral pain syndromes. Not surprisingly, the most complete data sets were for broad categories of
chronic pain (e.g. any general chronic pain, any general chronic neuropathic pain). However, even for
these studies, no data were identified for certain outcomes for Europe as a whole: chronic pain
incidence; proportion who were inadequately treated for chronic pain (i.e. pain treatment was
considered sub-standard); impact of chronic pain on health care system; determinants between
treatment choice (drug vs. non-drug); or determinants of compliance/adherence to drug treatments.
Limited and incomplete data were located for the following outcomes: impact of chronic pain on
incapacity benefits; issues/determinants of patient and health care professional awareness of chronic
pain; determinants between drug treatment choice; and patient satisfaction with drug treatments.
In general, the chronic pain literature for Europe as a whole did not separate cancer-related pain
from non-cancer pain. Even the study by Breivik et al. (2006) and Pain in Europe (2003) did not
exclude cancer-related pain; although, we labelled the data-set as non-cancer because only 1% of the
population sample reported cancer-related pain.
Studies that reported solely on specific types of chronic pain conditions were few and limited in
scope. Limited and incomplete data were retrieved for the following specific chronic pain conditions
for Europe as a whole: chronic back pain; chronic neck pain; chronic low back pain; pain due to knee
arthrosis (assumed chronic); trigeminal neuralgia; painful diabetic neuropathy; post-herpetic
neuralgia; chronic widespread pain with or without fatigue; fibromyalgia; arthritis; and diabetes.
We did not select studies where it was clearly evident that the results were not representative of
Europe as a whole. Only the results from Alonso et al. (2004) were deemed representative of the
general population of Europe: they reported the prevalence of arthritis and diabetes for several
European countries, although not for Europe as a whole. The representativeness of the results from
the remaining ten selected studies included in this report were judged as unclear, primarily because
authors did not compare their samples to their target populations and/or they did not compare
responders to non-responders.
Overall, the data-set for this review was considered poorly reported. The definitions of chronic pain
varied considerably between studies (i.e. variable minimum pain duration and activity restriction
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criteria) or were not reported at all. There were many inconsistencies in outcome measures, both in
type and description. The type of prevalence varied greatly between studies (point prevalence,
lifetime prevalence, etc). There also were many different scales used to measure pain intensity (VAS,
PSI, SF-36 Bodily Pain, etc), correlation between scales was rarely discussed and the cut-offs for
moderate and severe pain intensities varied between studies or were not reported at all. The
significance of results was examined rarely and, when it was tested, authors often did not take
confounders into consideration. Poor reporting and inconsistent use of outcome measures precluded
data comparison between studies in most instances.
Below is a synopsis of data relating to the chronic pain conditions that we identified in the available
literature.
Any general chronic pain
The point prevalence for any general chronic pain lasting ≥6 months across five European countries
was estimated at 17.1% (Ohayon 2003/2004/2005). For 29 European countries, the life-time
prevalence of any general chronic pain that lasted ≥3 months and restricted daily activities was
estimated at 25% (Health in EU 2007). The 12-month prevalence varied depending on the study, and
the country or countries in question. In a study across 15 European primary care centres (Gureje
1998), the lowest prevalence was in Athens, Greece (17.3%) and the highest in Berlin, Germany
(35%). In another study across 6 European countries (Demyttenaere 2007), 12-month prevalence
varied from 14.7% in Spain to 42.2% in the Ukraine.
Prevalence of painful physical symptoms (assumed to be chronic) increased with female sex, higher
age and lower educational level (Demyttenaere 2006) and prevalence of a chronic painful physical
condition (CPPC) increased with female sex, higher age, being unemployed, retired, or a homemaker,
or being obese (Ohayon 2003/2004/2005). We identified two studies that examined depressive
disorders and symptoms as co-morbidities of chronic pain. They found that major depressive
disorders, episodes and depressive symptoms as well as insomnia were significantly associated with
chronic pain conditions (Demyttenaere 2006, Ohayon 2003/2004/2005). Those with persistent pain
were more likely to rate their health status as fair to poor than those without persistent pain and this
was statistically significant in three out of eight European primary care centres (Gureje 1998).
The average number of work loss days was 3.6 in the past 30 days for those with painful physical
symptoms (Demyttenaere 2006). The number appeared to increase with depressive symptoms and
the presence of other non-painful somatic disorder although the significance of these observations
was not examined. The most common locations for any general chronic pain were head, upper/lower
limbs, joint/articular disease, back and gastrointestinal (Ohayon 2003/2004/2005).
Moderate to severe chronic non-cancer pain
Data for this type of chronic pain was taken from one source (Breivik 2006/PIE 2003), which reported
on fifteen European countries plus Israel. Prevalence for Europe as a whole was 19% where Spain
had the lowest prevalence (12%) and Norway the highest (30%). Those with mild pain were not
included in this study: the proportion with moderate pain was 66% and 34% reported severe pain.
Median pain duration was seven years, and 21% of participants complained of suffering with their
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pain for 20 years or more. The most commonly reported pain locations were the back (24%), lower
back (18%), knee (16%), head (15%) and leg (14%).
Of the respondents, 31% stated that they were not being treated for their pain in any way, 84% had
seen a physician at least once in the last six months for the medical condition which caused their pain
and 52% were currently taking prescription pain medication. The most popular drugs, both
prescribed and non-prescribed, were NSAIDs (up to 44% and 55%, respectively) followed by
paracetamol (18% and 43%, respectively). A smaller proportion (23%) was currently taking
prescription weak opioids and 5% were taking strong opioids. Non-drug treatments were tried by
69% of respondents: 30% had tried massage and 21% had tried physical therapy. A majority (60%)
were satisfied with their pain treatment; although, only 45% reported their prescription medication
as completely or very effective. Non-prescription and non-drug pain treatments were regarded as
completely or very effective in only 31% and 38% of respondents, respectively. Primarily in an effort
to obtain greater pain control or because of side-effects, 44% of those taking prescription pain
medications had switched drugs.
Between 40% and 56% of respondents reported specific activity limitations due to chronic pain and
79% reported that their pain increased with activity during the day. Pain increased isolation: 27%
were less able or no longer able to maintain relationships and 48% were less able or no longer able
to attend social activities. Pain increased fatigue (50%), helplessness (43%) and loneliness (28%), and
decreased concentration (44%) and functioning (40%). A large proportion (36%) could not remember
what it felt like to not be in pain.
The mean time lost from work due to pain in the last six months was 7.8 days and 13% had lost 16 or
more days; although, a majority (55%) did not lose any work days. For those who were working, a
majority (74%) reported that their pain did not impact on employment; although, 61% of the total
sample reported they were less able or no longer able to work outside the home, 19% lost their job,
13% changed jobs, and 16% changed job responsibilities because of pain.
Chronic neuropathic pain
Any general chronic neuropathic pain
We did not identify any study that reported the prevalence or incidence of chronic neuropathic pain
conditions for Europe as a whole. One study reported on those with any chronic neuropathic pain
who consulted their physician for pain across five European countries (McDermott 2006). The mean
pain intensity was 4.8 (SD 2.1) on a 10 point scale. The majority reported moderate to severe pain
(54% moderate and 24.7% severe pain). A majority (71.8%) had suffered from chronic pain for more
than one year and 42.8% had suffered for more than three years. The demographics of this
population sample were older (mean age 62.9 years, SD 14.4 and 50.5% were retired) with similar
proportions of men and women (49.6% male). Only a fifth of the sample was employed.
Of the sample, 76% had consulted a physician in the last four weeks for pain and 49% had seen a pain
specialist at some point. Increased pain severity was significantly associated with increased physician
visits (p<0.001). At least one pain medication was prescribed to 93% of the population sample with
WHO Step I analgesics as the most common prescription (43% prescribed NSAIDS/Cox2 inhibitors).
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WHO Step II/III opioids and opioid compounds were prescribed less frequently (22.4%). Antiepileptics and antidepressants were also commonly prescribed (50.7% and 28.7%, respectively).
Patients estimated that their EQ-5D overall health status rating would be 21.7 points higher, on
average, if they were free of neuropathic pain. EQ-5D health state valuation scores and BPI pain
interference scores were significantly associated with increasing pain severity. The mean number of
days missed from work during the past four weeks was 5.5 days. The majority (57.1%) of participants
reported no impact on employment status; although, 16.4% reduced their scheduled work, 17.2%
were disabled and 9.4% were unemployed or had retired early as a result of pain. For those who
were employed, reduced work productivity was reported at least some of the time by 53.1%.
Any chronic trigeminal neuralgia
We located one publication (Tölle 2006, Pain Prac) that reported on a small sub-sample of patients
with any chronic trigeminal neuralgia (TN) that were part of a larger study that concerned any
general chronic neuropathic pain across five European countries (McDermott 2006). The mean pain
intensity score was 4.2 (SD 2.4) on a 10-point scale. The majority reported moderate to severe pain
intensity (50% moderate and 14.6% severe pain). A majority (65.9%) had suffered from chronic pain
for more than one year and 53.7% had suffered for more than three years. The demographics of this
sub-population sample were older (mean age 62.7 years, SD 15.8 and 42.5% were retired) with more
women than men (32.9% male). Approximately 29% were employed.
Of those with TN, 78% had consulted a physician in the last 4 weeks for pain and 53% had seen a pain
specialist at some point. At least one pain medication was prescribed to 93.9% of the sub-population,
with WHO Step I analgesics as the most common prescription (24.7% prescribed NSAIDs/Cox2
inhibitors). WHO Step II/III opioids and opioid compounds were prescribed less frequently (14.3%).
Anti-epileptics and antidepressants were also commonly prescribed (55.5% and 26%, respectively).
Adherence to a prescription medication regime (i.e. took medication all or most of the time) was very
high at 94%; although, only 42% found their prescription pain medication extremely or very effective.
Patients estimated that their EQ-5D overall health rating would 18.2 points higher (p=0.001), on
average, if they were free of trigeminal neuralgia. EQ-5D health state valuation scores and BPI pain
interference scores were significantly associated with increasing pain severity. The mean number of
days missed from work in the prior month was 3.9 days (SD 6.9). The majority of TN patients
reported no impact on employment status; although, 34% of participants reported reduced
scheduled work time, were disabled, unemployed or took early retirement. For those who were
employed, reduced work productivity was reported at least some of the time by 35%.
Any chronic painful diabetic neuropathy
We located one publication (Tölle 2006 J Diab) that reported on a small sub-sample of patients with
any chronic painful diabetic neuropathy (PDN) that were part of a larger study that concerned any
general chronic neuropathic pain across five European countries (McDermott 2006). The mean pain
intensity score was 5.0 (SD 2.0) on a 10-point scale. The majority reported moderate to severe pain
intensity (57% moderate and 25% severe pain). A majority (74.3%) had suffered from chronic pain for
more than one year and 43.6% had suffered for more than three years. The demographics of this
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sub-population sample were older (mean age 65.5 years, SD 11.2 and 57.4% were retired) with
slightly more men than women (58.3% male). Approximately 12.5% were employed.
Of those with PDN, 76% had consulted a physician in the last 4 weeks for pain and 43.1% had seen a
pain specialist at some point. At least one pain medication was prescribed to 91.4% of the subpopulation, with WHO Step I analgesics as the most common prescription (41.4% prescribed
NSAIDs/Cox2 inhibitors). WHO Step II/III opioids and opioid compounds were prescribed less
frequently (16.4%). Anti-epileptics and antidepressants were also commonly prescribed (55.5% and
32.8%, respectively). Adherence to a prescription medication regime was high at 93%; although, only
27% found their prescription pain medication extremely or very effective. Patient satisfaction with
their prescription medication ranged from 15% who were extremely satisfied to 22% who were
dissatisfied.
Patients estimated that their EQ-5D overall health status rating would be 22.2 points higher
(p<0.0001), on average, if they were free of PDN. EQ-5D health state valuation scores and BPI pain
interference scores were significantly associated with increasing pain severity. The mean number of
days missed from work in the last four weeks was 3.6 days (SD 7.5). The majority (65%) of PDN
patients reported no impact on employment status; although, 15.4% reported reduced scheduled
work time, 12% were disabled, and 7.7% were unemployed or took early retirement as a result of
their PDN. A higher portion of those with moderate PDN had a reduction in scheduled work time
compared to those with severe PDN (21.9% vs. 10.3%) and, for those with severe PDN, 27.6% were
disabled as a result of their pain versus 7.8% of those with moderate PDN. For those with any chronic
PDN who were employed, reduced work productivity was reported at least some of the time by 59%.
Any chronic post-herpetic neuralgia
We located one publication (van Seventer 2006) that reported on a small sub-sample of patients with
any chronic post-herpetic neuralgia (PHN) that were part of a larger study that concerned any
general chronic neuropathic pain across five European countries (McDermott 2006). The mean pain
intensity score was 4.2 on a 10-point scale. A small majority (59%) reported overall moderate to
severe pain and a large portion (45%) of patients had PHN for one year or more. The demographics
of this sub-population sample were older (mean age 71 years, SD 11.2 and 65% were retired) with
similar proportion of men and women (48% male). Approximately 12.6% were employed.
Of those with PHN, 68% had consulted a physician in the last 4 weeks for pain and 30% had seen a
pain specialist at some point. At least one pain medication was prescribed to 89.3% of the subpopulation, WHO Step I analgesics as the most common prescription (33.3% prescribed NSAIDs/Cox2
inhibitors). WHO Step II/III opioids and opioid compounds were prescribed less frequently (20.2%).
Anti-epileptics and antidepressants were also commonly prescribed (52.4% and 26.2%, respectively).
Adherence to a prescription medication regime was relatively high at 85%; although, only 39% found
their prescription pain medication extremely or very effective.
Patients estimated that their overall EQ-5D health status rating would be 18 points higher
(p<0.0001), on average, if they were free of PHN. EQ-5D health state valuation scores and BPI pain
interference scores were significantly associated with increasing pain severity.
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Any general chronic back or neck pain
The data concerning prevalence and co-morbidities for this type of chronic pain came from a single
study (Demyttenaere 2007), which reported on seven European countries. The 12-month prevalence
ranged from 14.7% in Spain to 42.2% in the Ukraine. For the majority of the European countries
examined, chronic back and neck pain suffers were significantly more likely to have a major
depressive episode, dysthymia and post-traumatic stress disorder than those without chronic back or
neck pain.
Any general chronic low back pain
The data concerning the impact of this type of chronic pain on quality of life, interference with daily
activities, mental health, and sick leave came from a single study (Engbers 2005), which reported on
six European countries. The mean SF-36 General Health, Physical Functioning, Role Physical, Mental
Health scores at baseline were 53.5 (SD), 55.7 (SD 23.8), 28.5 (SD 34.4) and 62.6 (SD 19.7),
respectively, on a 100 point scale where a higher score indicated better functioning. The Roland
Disability score was 9.6 (SD 4.9) on a 25 point scale where a higher score indicated greater disability.
Sick leave was reported by 6.7%; although, it was not apparent that the sick leave resulted from
chronic low back pain. Not of these data were examined for significance.
Moderate to severe chronic pain due to knee arthrosis
The data concerning the severity, main symptoms and the impact of pain due to arthrosis (assumed
chronic) on isolation and helplessness came from a single study (Boccard and Gerbier 1996), which
reported on six European countries. The majority (96%) suffered from moderate to very severe pain:
37.8% had moderate pain, 46.3% had severe pain and 11.4% had very severe pain. Patient pain
scores were found to correlate significantly with physician assessments. The main words used to
describe the pain were deep-penetrating (46%), dull (32%), stabbing (32%) and vice-like (23%). The
pain was assessed as tolerable by 66% of patients. Approximately 5% no longer wanted to see friends
and 22% felt they were a burden to others or useless.
Chronic widespread pain with or without fatigue and fibromyalgia
A single study (Branco 2009) reported on the prevalence of these types of chronic pain amongst
rheumatology patients and within the general population across five European countries. Amongst
European rheumatology patients, the point prevalence of chronic widespread pain without fatigue
was 46%, with fatigue was 32% and the point prevalence of fibromyalgia was 14%. Within the
general population, the prevalence of chronic widespread pain without fatigue was 13%, with fatigue
was 6.7% and the point prevalence of fibromyalgia was 2.7%. Compared to Italy, France had a
significantly lower prevalence of fibromyalgia.
Chronic pain conditions: arthritis and diabetes
A single representative study (Alonso 2004) reported on the prevalence of arthritis and diabetes in
six European countries. The point prevalence of arthritis ranged from 4.2% in Norway to 40.5% in
Italy and the point prevalence of diabetes ranged from 2.3% in Norway to 5.3% in Germany.
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Appendix I – Study Quality
Adequate
description
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participants
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Study ID
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of statistical
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McDermott 2006/
Tölle 2006 J
Diabetes/ Tölle
2006 Pain
Practice/ van
Seventer 2006

yes

yes

unclear

yes

yes

yes

yes

no

medium

Alonso 2004

yes

no

yes

yes

yes

yes

NA

yes

high

Boccard 1996

unclear

no

unclear

yes

no

yes

NA

no

low

Branco 2009

yes

yes

unclear

yes

unclear

unclear

NA

unclear

low

Breivik 2006/
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no
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NA

no

low
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medium
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