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Background: Chronic pain prevalence is very high in the general population, much higher than can be managed by chronic pain
centers. Therefore, most pain patients are cared for by first-line professionals. However, general practitioners often feel ill at ease with
these patients, and only a few studies assess the burden of chronic pain in general practice. To better estimate the resources needed to
support these professionals, a good knowledge of (sub)acute and chronic pain prevalence and prognosis in general practices is needed.
Methods: We report cross-sectional data from a larger longitudinal study performed in French-speaking general practices in Belgium
in November 2018. Fifth-year medical students performing a one-month internship collected data for every third patient they saw
each day: demographic information, pain characteristics, lifestyle, general health perception and the short Orebro Musculoskeletal Pain
Screening Questionnaire in the French language.

Results: 3882 patients (participation rate 66%) accepted to take part in the study. 22 and 50% of these suffered from (sub)acute and
chronic pain, respectively. Pain was more often the motive of the consultation for (sub)acute than for chronic pain patients. Pain
intensity and functional impact were moderate, irrespective of pain duration. 70% of (sub)acute and 31% of chronic pain patients were
at low risk of chronicity.

Conclusion: In our sample, chronic pain patients constituted 33-50% of patient contacts in general practice, indicating the high
importance of providing adequate support to general practitioners and other first-line professionals, ie, by reinforcing collaboration
with chronic pain centers.
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Plain Language Summary

This report describes a sub-study aimed at increasing our knowledge of the epidemiology of acute and chronic pain in general practice
in French-speaking Belgium. Its results confirm that chronic pain patients account for a very high percentage (between 33 and 50%) of
GP patient contacts and that most of these patients have been suffering for more than one year. Furthermore, pain was the primary
motive of the consultation for a majority of both acute and chronic pain patients. Overall, their pain had a moderate impact on their
daily functioning. Encouragingly, a significant proportion of patients were at low risk of persistent disabling pain in the future. Finally,
lifestyle (as evaluated by weight, smoking status, sleep quality and exercise level) and social determinants (professional status, work
heaviness) correlated with pain duration. The high prevalence of patients with acute or chronic pain in general practice suggests that
a radical shift is needed in the missions of chronic pain centers: rather than devoting themselves mainly to treating pain patients, they
should put more efforts into supporting first-line professionals, ie, by taking part in local networks.

Introduction

Chronic pain prevalence in the general population is as high as 20% in Europe, with significant geographical variations.'
Extrapolating Belgian data from the Pain in Europe survey to the Belgian population, it was estimated in 2011 that
approximately 940 000 adults (11% of adults) suffered from mild to severe chronic pain.' If all these patients were to be
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managed in specialized facilities, each of the 35 Belgian chronic pain centers should be able to provide care for nearly
27,000 patients. However, the yearly activity reports of these centers show an annual median number of new patients of
235 (2015 data, source: Health Federal Public Service). Thus, most chronic pain patients seek help in primary care,
which stresses the pivotal role of general practitioners (GPs) and other first-line caregivers such as physiotherapists in the
management of chronic pain patients.'> Although there is little literature about the prevalence, impact, and severity of
chronic pain in general practice (GP) patients, the available studies show that up to 40% of GP contacts concern chronic
pain patients.*” Indeed, the effective burden of chronic pain in GP might not be proportional to population prevalence
data, as these patients may consult more often than others.® Moreover, GPs often feel ill at ease managing chronic pain
patients.g’w Several small studies have reported positive outcomes after the implementation in primary care practices of
multimodal pain rehabilitation, provided by multidisciplinary teams that collaborate to assess and manage chronic pain
patients according to the bio-psycho-social model."' > These reports suggest that multidisciplinary care is possible at the
GP level, but emphasize the need for training and education of primary care healthcare professionals.

Another issue relating to chronic pain is secondary prevention, ie, developing strategies to help avoid or reduce the
transition from acute to chronic pain. Stratified approaches specifically targeting patients at high risk of developing
persistent pain —as assessed by screening tools such as the STarT Back Screening Tool or the Orebro Musculoskeletal
Pain Screening Questionnaire (OMPSQ)— have been shown to improve outcomes.'® Two recent trials evaluating
stratified care (for sciatica'” and musculoskeletal pain)'® in primary care delivered disappointing results but have reported
difficulties in implementing the stratified care approaches, eg, ensuring that patients received the treatment matching their
risk level and that the treatments themselves were correctly executed.'” This emphasizes that these approaches require
specific skills, notably to manage psychosocial issues.?’

To estimate the resources necessary to improve the care of pain patients in GP in Belgium (eg, through the
implementation in primary practice of stratified care for subacute pain and multidisciplinary rehabilitation programs
for chronic pain patients), more information is needed on this population. Therefore, the aims of this study were (1) to
estimate the proportion of (sub)acute and chronic pain patients in routine consultations of GPs in French-speaking
Belgium (Brussels and Wallonia) and (2) to assess the long-term prognosis of patients with (sub)acute or chronic pain in
this population.

Methods

Procedures
We report cross-sectional data from a larger longitudinal study performed in the general practice setting. Fifth-year
medical students performing their one-month general practice internship (November 2018) and their supervisors were
invited to collaborate. Detailed written instructions were provided, and the investigators were available for any questions.
The study was approved by an independent ethic committee (2018/19JUI/258, Commission d’Ethique Biomédicale
Hospitalo-Facultaire, Université Catholique de Louvain) and was run in compliance with the Declaration of Helsinki.
As we wanted to limit the impact of study participation at the beginning of the working day, we instructed the
students to ask the third patient scheduled every day to take part in the study. If this patient refused, the student could ask
the fourth, and so on. Patients received information on the purpose and procedures of the study. They filled in an
informed consent form and the questionnaire. Students encoded the data anonymously and sent it to one of the
investigators (AS), together with the original paper questionnaires. Participating students received extra credits for
their algology exam. Students who did not wish to participate received a similar number of credits upon completing an
alternative assignment. No gratification was offered to the supervisors.

Inclusion and Exclusion Criteria

All patients scheduled for an appointment with participating GPs could potentially be included in the study. Every
working day, the third patient was eligible for the study, whatever the reason for the consultation. If he or she declined to
participate, the fourth patient was invited to participate, and so on. Exclusion criteria were age under 18 and inability to
answer questionnaires in French.
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Questionnaires
Demographic questions included age, gender, weight, height, professional status (employed, student, retired, invalidity,
unemployed), and postal code (allowing us to assess the geographical distribution of participants).

Lifestyle was assessed by (1) inquiring if the patient currently smoked (yes/no), (2) asking about any sleep problems
(“During the last month, have you had any problems falling asleep or sleep problems?” with responses to be chosen from
“never, sometimes, often, almost every night”) and (3) the Exercise Vital Sign (EVS, “On average, how many days per
week do you engage in moderate to strenuous exercise (like a brisk walk)?” x “On average, how many minutes per day
do you engage in exercise at this level?”).?'>

General health perception was assessed using the first item of the SF-36 questionnaire (“In general, would you say
your health is...”, with categorical responses including “excellent, very good, good, fair, poor”).*> The eighth question
from the original (long) Orebro Musculoskeletal Pain Screening Questionnaire (OMPSQ) assessed work perception (“Is
your work heavy or monotonous?” with answers from 0 = not at all to 10 = extremely); answers < 4 were considered to
indicate light work, between 4 and 6 moderately heavy and 7-10 heavy work.**

Patients who suffered from pain at the time of recruitment were asked additional questions to assess whether their
pain was the reason for the consultation and whether it was related to active cancer. Moreover, we recorded pain
localization using axis I of the IASP taxonomy of chronic pain syndromes, as well as the number of painful sites.”®

Finally, we used the French version of the short OMPSQ as a prognostic tool.”**” The short-form 10-item OMSPQ is
derived from the original 25-item OMSPQ, a validated tool that assists clinicians in assessing the risk of persistent pain
in people with musculoskeletal injury. It focuses mainly on “yellow flags”, which have been shown to be good predictors
of the risk of persistent pain in the future, both in acute and chronic pain patients.”® The short version was developed to
improve clinical utility, by being shorter and easier to administer and score than the original. It was found to be nearly as
accurate as the original extended version.

Data Analysis

We used descriptive statistics to present the participant’s demographics, clinical characteristics and OMPSQ scores, which
are reported as percentages or median (with interquartile range - IQR). We contrasted the results from patients without pain
and those with pain. In the latter group, after excluding patients whose pain was attributed to active cancer, we differentiated
between patients suffering from acute or subacute pain (pain duration less than three months) and patients with chronic pain.
We compared the results between patient groups using Kruskal-Wallis’ tests for numerical or Fisher’s exact tests for
categorical variables. For patients with pain, we computed the short OMPSQ score as described previously. We used cutoff
scores of 45 and 55 to distinguish three groups of patients with a low, moderate, and high risk of chronicity.”” We analyzed
missing values in the dataset in accordance with recently published recommendations.?® The percentage of missing values
across the reported variables in Table 1 varied between 0 and 7.8%. Only the exercise vital sign (n = 223, 5.8% of the total)
and the Orebro score (n =211, 7.6% of patients in pain) had over 5% missing values. Logistic regression showed that the
missingness of the EVS was not associated with any of the other variables, while that of the Orebro score was associated
only with increasing age and tobacco use. Statistical analysis was performed with Microsoft Excel and SAS JMP Pro 15.2.

Results

Demographic and Clinical Characteristics

Out of 433 medical students, 289 took part in the study. They approached 5815 patients, of which 3882 agreed to fill in
the questionnaires. Among those, and after excluding patients with cancer pain or missing data about pain duration, 28%
reported no pain, 22% suffered from acute or subacute pain, and 49% had chronic pain (see Figure 1 for the study
flowchart). These numbers suggest that, in this patient cohort, between 33% and 49% of patient contacts involved chronic
pain patients, assuming respectively that all non-responding patients were pain-free and that the proportion of pain
patients was the same in both groups. The geographical distribution of participating patients reflected the network of
general practitioners affiliated with our university: nearly all patients live in French-speaking areas, and the provinces of
Li¢ge and Hainaut were under-represented.
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Table | Demographic and Clinical Data

No Pain (Sub)Acute | Chronic | P-value
Pain Pain
Number of patients 1069 844 1895
Women (%) 51 62 63 <0.0001 no pain versus pain
Median age (years) 48 47 57 <0.0001 no pain and (sub)acute pain versus
Interquartile range chronic pain
3171 33-61 45-69
Median BMI 25 25 26 <0.0001 no pain versus pain and (sub)acute pain
Interquartile range versus chronic pain
22-28 23-29 23-30
Current smoker yes (%) 16 21 20 <0.0001 no pain versus pain
Median EVS (min/week) 120 120 90 <0.0001 no pain versus pain, 0.0023 (sub)acute
Interquartile range versus chronic pain
50-240 30-240 15-210
Pain as the primary reason for the consultation (% patients) - 78 54 <0.0001 (sub)acute pain versus chronic pain
Pain localization Spine or limb (%) - 84 95 <0.0001 (sub)acute pain versus chronic pain
Other localizations (%) - 16 5 <0.0001 (sub)acute pain versus chronic pain
Median number of pain sites - | 2 <0.0001 (sub)acute pain versus chronic pain
Interquartile range
d ¢ 1-2 1-3
Pain intensity and interference measured by OMPSQ | Pain intensity (0—10) - 6 6 N.S.
individual items
4-7 4-7
Ability to perform light work (0: impossible, - 8 8 0.03
10: no problem)
5-10 5-10
Pain interference with sleep (0: impossible, - 7 7 N.S.
10: no problem)
4-10 4-10
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144

Sleep problems (% patients) Every night 0 0 0 <0.0001 no pain versus pain and (sub)acute pain
versus chronic pain
Almost every night 9 13 24
Often 14 24 26
Sometimes 47 43 35
Never 30 20 15
Perceived global health (% patients) Poor 3 5 13 <0.0001 no pain versus pain and (sub)acute pain
versus chronic pain
Fair I5 22 32
Good 40 45 39
Very good 31 25 14
Excellent Il 4 2
Professional status (% patients) Working 50 57 41 <0.0001 no pain versus pain and (sub)acute pain
versus chronic pain
Retired 30 22 38
Invalidity | 2 2
Student 13 I I
Unemployed 4 4 4
Work heaviness (% working patients) Light 55 51 38 <0.0001 no pain versus pain and (sub)acute pain
versus chronic pain
Moderate 25 27 25
Heavy 20 32 38

Abbreviations: N.S., not significant.
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289 students
433 student > 5815 patient
students participated (67%) patients
v
v v

| 144 declined (33%)

3882 participants 1933 patients declined
(66% of patients) (33% of patients)
Pain: n = 2813
(72% of participants)

! | I !

No pain: n = 1069 (Sub)acute pain: n = 844 Chronic pain: n = 1895 37 unknown duration
(28% of participants) (22% of participants) (49% of participants) 37 cancer pain

Figure | Flow chart of the study. “% of patients” refers to the percentage of screened patients, while “% of participants” refers to the percentage of patients who accepted
to answer the study questionnaires.

Demographic and clinical data are reported in Table 1. Patients with pain were more often women, had a higher Body Mass
Index (BMI), were more likely to smoke and exercised less than patients with no pain. Chronic pain patients were older than
other patients. Pain was more often the motive of the consultation for (sub)acute than for chronic pain patients. The median
number of pain sites was 1 for (sub)acute patients and 2 for chronic patients. Most patients reported back or limb pain: 84% for
patients with (sub)acute and 95% for patients with chronic pain. The median pain intensity, ability to do light work, and pain
interference with sleep, as measured by individual items of the OMPSQ questionnaire, were not significantly different
between (sub)acute and chronic pain patients and showed a moderate impact of pain. A gradient of decreased physical activity,
increased sleep problems, and decreased perceived global health was observed, with pain-free patients reporting the best
outcomes, followed by (sub)acute pain patients and, finally, by patients with chronic pain. Chronic pain patients were less
often gainfully employed, considered their work heavier, and were more often retired than other patients.

The distribution of pain duration (Figure 2) showed that most (sub)acute pain patients had been suffering from pain for
less than five weeks, while the vast majority (81%) of chronic pain patients had been experiencing pain for over a year.

60
(Sub)acute Chronic
50

40

30

% patients

20

10

0 I I l m EH m l H =
01 23 45

6-7 8-9 10-11  12-23  24-35  36-52 >52

Pain duration (weeks)

Figure 2 Distribution of pain duration in participating patients.
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Evaluation of Prognosis

Among painful patients, the proportion of patients in the different prognostic groups — evaluated by the short OMPSQ
total score — was 43, 27 and 30%, in the low-, medium- and high-risk groups, respectively. The long-term prognosis was
worse in chronic than in (sub)acute pain patients. The mean (SD) OMPSQ scores were 40 (2) and 52 (10) in (sub)acute
and chronic pain patients, respectively (p<0.0001). Most (sub)acute pain patients were at low risk of persistent disabling
pain in the future, while most chronic pain patients were at medium- or high risk. Still, about a third of chronic pain
patients were at low risk of persistent disabling pain in the future (Figure 3).

It should be noted, however, that the choice of cutoff scores in prognostic studies depends on several parameters: the
chosen outcome variable (ie, work absence versus pain intensity versus functional limitations), and the objectives of the
work (lowering the cutoff will increase sensitivity but decrease specificity). For example, Figure 4 shows that for scores
in the 40-60 range, a threshold shift of 5 units can change the group assessment for more than 10% of the patients.

(a) Subacute pain patients (b) Chronic pain patients
100 100
90 %0
80
80
70
70
70
60
2 60
C
(] 50
= 50
©
o 40 40
S 40
30 . 20 31 29
20
20
10 8
I N
0 0
Low Medium High Low Medium High

Risk of chronicity Risk of chronicity

Figure 3 Proportion of participating patients suffering from subacute (a) or chronic (b) pain in the different categories of risk for persistent pain, as determined by the short
Orebro Musculoskeletal Pain Screening Questionnaire (OMPSQ) scores. A majority of (sub)acute pain patients are at low risk of persistent pain.
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Figure 4 Distribution (a) of short Orebro Musculoskeletal Pain Screening Questionnaire (OMPSQ) score (green = low risk, yellow = medium risk, red = high risk of
persistent pain) and cumulative distribution of the score (b) in participating patients. Panel b demonstrates that in the middle of the curve, a threshold shift of 5 units can
change the group assessment for more than 10% of the patients.
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Discussion and Conclusion

The main finding of this study is that chronic pain patients account for a very high percentage (between 33 and 49%) of
GP patient contacts and that most of these patients have been suffering for more than one year. Pain was the primary
motive of the consultation for 78% of (sub)acute and 54% of chronic pain patients. Analysis of individual OMPSQ items
suggests that pain has a moderate impact on the daily functioning of the patients. The total OMPSQ score indicates that
a significant proportion of (sub)acute but, more surprisingly, of chronic pain patients as well, are at low risk of persistent
disabling pain in the future. Finally, lifestyle (as evaluated by BMI, smoking status, sleep quality, and exercise level) and
social determinants (professional status, work heaviness) are correlated with pain duration.

The point prevalence of chronic pain observed in our study is higher than that observed in most of the few similar
studies in the general practice setting. For example, in a Danish study assessing pain as the primary motive for the
consultation, 22% of patient contacts were motivated by pain, and 39% of those concerned chronic pain. However, this
study did not record the number of pain patients consulting for other reasons than pain, thus underestimating the total
number of pain patients.” In Finland, pain was the main reason for the consultation in 40% of patients, while 21%
(whatever the reason for the consultation) suffered from pain lasting more than six months.*® In a large German study
assessing several GP practices (stratified by gender of the participating GP and by rural/semi-urban versus urban sites),
the point prevalence of chronic pain in GP was 18% of patient contacts.® In Italy, 32% of the contacts were pain patients,
53% of these being chronic.” To our knowledge, only one study (in Bochum, Germany) reported a point prevalence
comparable to our findings: in their population, 43% of patient contacts were primarily motivated by pain, but 62% of all
patient contacts concerned patients suffering from pain, % of them (40% of the total) for over three months.* In contrast,
sex ratio, pain localization, and putative causes (mainly musculoskeletal) were comparable across studies and in good
agreement with the Survey of Chronic Pain in Europe.' The large variability between these studies is surprising. Breivik
et al also observed significant differences between countries." However, their estimates of chronic pain prevalence in
several countries (16% in Denmark, 17% in Germany, 19% in Finland, 23% in Belgium, 27% in Italy) do not parallel the
differences between the above studies. Several factors may explain these discrepancies: regional differences in pain
prevalence or severity, patients care-seeking behavior, availability of healthcare practices (for studies realized in
healthcare settings), and differences in recruitment procedures, as well as in inclusion and exclusion criteria. For
instance, all the studies mentioned above recruited consecutive patients, which is a significant difference that could
explain the higher prevalence we found. The present study offered participation to the third scheduled patient every
working day, whatever the reason for the consultation. If they declined, the fourth patient was invited to participate, and
so on. This could have led to a selection bias, as patients suffering from pain were perhaps more likely to accept
participation. This may have led to an overestimation of the proportion of painful patients.

Beyond prevalence, is essential to also consider the prognosis of patients in pain. In this work, we used the classical
duration of 3 months to distinguish (sub)acute pain from chronic pain.31 However, it has been suggested that the term
“chronic” can be both a description of pain history and a prognostic statement.>> Consequently, chronic pain is not a fixed
state and should instead be viewed dynamically as “clinically significant pain likely to be present one or more years in
the future”.*> While the OMPSQ has originally been validated with (sub) acute patients®**¢ it has since then been shown
to correlate with the outcome of patients with chronic low back®® or mixed pain.?’ Our results show that 31% of the
patients suffering from pain lasting for more than three months may be considered at low risk of persistent pain-related
disability and may therefore still have a relatively good prognosis.

Regarding the prevention of the development of chronic pain through adequate management of acute pain patients,
several studies have shown that a stratified model of care gives better results than a “one size fits all” treatment, notably
in the treatment of subacute low back pain.***° In these stratified approaches, questionnaires such as the OMPSQ are
helpful in adapting treatment to the patients’ needs and, therefore, calculating the resources needed for adequate
management. For example, in an important study of stratified care for low-back pain patients medium risk patients
received up to 6 physiotherapy sessions of 30 minutes, and high-risk patients had up to 6 sessions of 45 minutes delivered
over approximately three months.'® In our study, the proportion of painful patients in the different prognostic groups is
43, 27 and 30%, in the low-, medium- and high-risk groups, respectively. Considering that a GP meets about 20 patients
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per day, every working day, a GP would meet an average of 3.8 patients at medium risk and 4.3 patients at high risk,
generating approximately 36 hours of work for a physiotherapist (to be distributed during the three following months).
Thus, the physiotherapy needs could be very high. However, this estimation relies on the following questionable
assumptions: patients consult their GP only once, physiotherapy is the treatment of choice for high-risk patients, every
high-risk patient will be ready to adopt such an approach, and stratified care validated using the Start Back Tool can be
extrapolated to a stratified approach using the OMPSQ. Moreover, Figure 4 shows that small changes in cutoff scores can
cause significant changes in patient group assessment. Therefore, the extrapolation given above must be considered with
caution. It should also be noted that several recent studies which evaluated stratified approaches in GP settings have
yielded less positive results.'’>*7 While their methodologies were different, all have reported difficulties in implement-
ing the stratified care approaches, eg, ensuring that patients received the matched treatment for their risk level and that
the treatments themselves were correctly executed. This emphasizes that these approaches require that providers master
specific skills, notably to manage psychosocial issues.*

Finally, another interesting finding of this study is that it shows a correlation between pain and several lifestyle
factors. Unfortunately, this transversal study does not allow for the assessment of causality: sedentary lifestyle, high
BMI, bad sleep, or smoking could be either a cause or a consequence of chronic pain, stress, and disability. However, our
recent systematic review does suggest that high body weight, smoking, and low physical activity are associated with
a higher risk of persistent chronic neck and low-back pain.*® This question will be further assessed in a subsequent paper
analyzing one-year follow-up data from the present cohort.

This study has several strengths and limitations. Strengths include the large geographical distribution (within
French-speaking Belgium) of participating GPs, the large number of patients, and the assessment of pain impact on
daily life. Limitations include the fact that we did not characterize the pain beyond duration and localization, and that
the variability of cutoff scores can lead to uncertainty in prognosis assessment. In addition, the estimates of
physiotherapy resources are very tentative and subject to criticism, as small changes in the initial assumptions may
result in significant changes in the results. Finally, we used the OMSPQ to evaluate prognosis in all patients, even
though it has initially been validated in acute low-back pain patients.”*** However, recent reviews have suggested that
prognostic factors are comparable across several pain conditions. In particular, psychosocial factors are associated with
poor outcomes not only for musculoskeletal pain®® but also for post-surgical neuropathic pain,*® and for neuroplastic
pain conditions such as irritable bowel disease’' and temporomandibular disorder.** As the short form OMPSQ
addresses most of these factors and does not refer specifically to musculoskeletal pain in its wording, it might be
a good starting point in the search for a generic screening tool. In support of this view, we refer to Korogod et al,
where we present longitudinal data confirming the usefulness of the OMSPQ for the prediction of patients with (sub)
acute and chronic pain.?’

In conclusion, chronic pain patients account for 33—50% of patient contacts in the GP setting in this sample of
patients from French-speaking Belgium. Regarding secondary prevention strategies, and therefore improvement in
public health, particularly important target populations might be the 31% of (sub)acute pain patients at medium and
high risk of chronicity and the 31% of chronic pain patients at low risk of chronicity. These patient populations
could represent between 15 and 22% of patient contacts in general practice. In light of this large population, it is
unfortunate that GPs often feel ill at ease when meeting these patients, which stresses the importance of providing
adequate support to GPs and other first-line professionals.”'® Strengthened collaboration between these professionals
and chronic pain centers is needed to provide better education to pain patients, giving them accurate and practical
tools, helping them become less dependent on specialized care and more confident in their resources to prevent and

manage pain.
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