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Abstract

Objective: The objective of this study was to investigate the impact of chronic low 

back pain (CLBP) on patients’ personal and professional lives, and management 

strategies applied to treat CLBP.

Methods: A 60-question survey was developed, and respondents from 16 countries 

with a self-reported physician's diagnosis of CLBP were recruited via an online 

market research survey panel. Respondents were stratified as having mild, moder-

ate, or severe pain. Target sample sizes per country and for pain severity were set. 

Data were weighted according to the known population and prevalence of CLBP 

in each country and the number of respondents from that country.

Results: Results from 9642 CLBP patients indicated that almost a quarter of pa-

tients with severe CLBP report a psychological comorbidity. Prescription pain 

medications were more commonly used by patients with severe CLBP (56%) than 

those with mild (20%) or moderate (34%) CLBP. Among those with severe CLBP 

who had been prescribed pain medication, 58% were prescribed opioids, with 1 in 

4 patients using opioids for more than 5 years. Patients were primarily managed 

by general practitioners/primary care physicians, physiotherapists, neurologists, 

or orthopedic surgeons. CLBP negatively impacted patients’ daily activities, social 

lives, and work productivity.

Conclusion: Chronic low back pain has pronounced effects on patients’ personal 

relationships, ability to work, and daily living. Almost 1 in four patients with se-

vere CLBP reported a psychological comorbidity. Adherence to guidelines appears 

inconsistent, which is noteworthy as a substantial subgroup of patients with severe 

CLBP had been prescribed opioid medication for more than 5 years. Improved ed-

ucation is required to support healthcare professionals (HCPs) in identifying and 

understanding the complex biopsychosocial needs of CLBP patients to optimize 
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INTRODUCTION

Low back pain is considered by the World Health 
Organization (WHO) as a disease of priority due to its 
prevalence and pervasive effect on most societies across 
the world.1 Global chronic low back pain (CLBP) preva-
lence is currently estimated to be around 9%–10%.2,3

Chronic low back pain represents a significant eco-
nomic and societal burden.1,4,5 It is the leading cause of 
work absence globally and affects work performance.1 
Some estimates place the direct and indirect costs of all 
chronic pain to be 3%–10% of various countries’ gross 
domestic product (GDP),6–8 and for CLBP specifically, 
societal costs are estimated to be between €8000 and 
€19,000 per patient annually.9

At a personal level, CLBP may negatively impact pa-
tients financially due to medical costs, as well as plac-
ing a substantial burden on patients’ physical health and 
mental well-being,10 causing them to experience a dra-
matically lower general quality of life,5,11–14 increased 
risk of psychological comorbidities,15,16 and even a 
shorter lifespan.11,17

There is clear evidence that chronic pain has a sig-
nificant societal and economic impact that causes 
individual suffering.4,5,10,18,19 However, most studies in-
vestigating the individual impact of chronic pain are 
conducted at a pan-European or individual country 
level, or are focused on cancer pain,4,5,10,20–23 and the ex-
isting literature highlights that the understanding of the 
impact of chronic noncancer pain on patients is limited. 
In addition, chronic pain is frequently poorly managed 
and there are few proven effective treatment strategies; 
once chronic pain is established, it becomes notoriously 
difficult to treat.24 Hence, more effective strategies that 
improve patients’ quality of life are needed; current ap-
proaches need to be reconsidered within the context of 
the pervasive impact of chronic pain on patients, which 
needs to be understood in more detail. Although CLBP 
is the most common type of chronic noncancer pain, to 
the best of our knowledge, there have not been large-
scale, international studies that investigate the holistic 
impact of CLBP on the individual, and the management 
and treatment strategies applied.

Consequently, the purpose of this international sur-
vey is to investigate the impact of CLBP on patients’ 
physical well-being and their personal and professional 
lives, as well as to understand the treatment strategies in 
practice. To this end, an expert multidisciplinary steering 

committee panel was formed to develop an international 
survey investigating the personal and professional im-
pact of CLBP experienced by a large population of pa-
tients across 16 countries.

M ETHODS

Survey development and design

The survey instrument was developed in collaboration 
with an international, multidisciplinary steering com-
mittee of paid consultants, consisting of healthcare pro-
fessionals (HCPs): three pain specialists, a psychologist, 
a physiotherapist, and a nurse, five members represent-
ing patient organizations, as well as a health economist 
and an employer representative. The market research 
company, Ipsos SA, supported the development and ex-
ecution of the survey.

Based on insights from the steering committee, a 
comprehensive survey instrument of 60 questions was 
devised comprising a screener (nine questions) and six 
core themes, including demographics (eight questions), 
diagnosis (four questions), treatment (13 questions), per-
sonal impact (13 questions), support and welfare (six 
questions), and employment (seven questions) (Table S1). 
The survey instrument included a combination of val-
idated scales, newly designed questions, and free-form 
text.

Using the Brief Pain Inventory (BPI),25 patients rated 
their worst, least, current, and average pain severity over 
the previous 24  h on an 11-point numeric rating scale. 
As part of the screener, respondents also reported their 
average pain over the past 7 days, and this was used to 
stratify respondents (with 0 = no pain, 1–3 = mild pain, 
4–6 = moderate pain, and 7–10 = severe pain). In addi-
tion, the interference items of the BPI were used to as-
sess interference of pain with daily activities, using a 0 
(does not interfere) to 10 (completely interferes) response 
scale. The Stanford Presenteeism Scale (SPS-6)26 was 
used in 1 question to evaluate how employed patients 
felt their CLBP impacted their work performance and 
productivity.

The survey (including screening) was designed to 
allow completion within 25 min. Two chronic pain pa-
tient representatives from the steering committee vetted 
the survey to ensure it could be completed within the 
estimated time frame, instructions were clear, and the 

pain management and to encourage referral of CLBP patients to physiotherapists 

and psychologists.

K E Y W O R D S
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questions were understandable, relevant, and appropri-
ate from a patient perspective.

Survey materials were initially developed in English. 
Once finalized, the documents were translated into each 
necessary language by the Ipsos SA vendor. The ap-
proved, country-specific versions of the documents were 
scripted for each country separately.

For quality control purposes, a pilot survey was 
tested among a limited number of participants in each 
of the survey countries (approximately 10% of the rel-
evant country sample size). No changes were made to 
the survey following pilot testing; therefore, data col-
lected during pilot testing were included in the final 
analysis.

Survey methodology

Recruitment

The online survey was conducted in 16 countries 
(Australia, Belgium, Finland, France, Germany, 
Israel, Italy, Netherlands, Norway, Romania, Russia, 
Spain, Sweden, Switzerland, Turkey, and the United 
Kingdom) between March and June 2019. Respondents 
were recruited from panels of individuals who volun-
teered to take part in online market research surveys. 
The recruitment process was conducted in compliance 
with the necessary market research regulations at a 
country and European level—including the Market 
Research Society (MRS), European Pharmaceutical 
Market Research Association (EphMRA), European 
Society for Opinion and Marketing Research 
(ESOMAR), General Data Protection Regulation 
(GDPR), as well as the British Healthcare Business 
Intelligence Association (BHBIA) guidelines for UK-
based respondents.27–30 In line with these guidelines, 
participant consent was obtained as part of the sur-
vey, ensuring compliance with GDPR and all ethical 
regulations, such as preserving confidentiality and al-
lowing participants to withdraw from the survey at any 
time.

All participants were compensated for their time, with 
varied incentives depending on country-specific rules by 
using a points system (based on fair market value in the 
relevant country) designed to eliminate bias or skewing 
of particular populations.31

Sample

Target sample sizes were set for each country in order 
to ensure recruitment of the planned ratios of patients 
with mild or moderate to severe CLBP. The sample 
sizes were determined by a variety of factors including 
the feasibility per country (influenced by total popula-
tion and population of CLBP patients), timings, and 

budget requirements. A combined sample target was 
set for patients with moderate or severe pain, rather 
than separate targets for each pain severity group. 
The aim was to have the biggest sample size possible 
(within budget and timing) to ensure a robust sample 
size at both a global and individual country level. The 
planned recruitment quotas for the total number of 
CLBP patients varied between 250 and 1000 patients 
per country depending on population size and specific 
requests (eg, country representatives from the funding 
companies requested a sample size of 1000 to support 
local data publication). The majority of countries had 
a planned quota of 500 patients.

Inclusion criteria were as follows: participants had 
to be ≥18 years of age, must not have completed a sur-
vey about CLBP in the 4 weeks prior, must have been 
experiencing low back pain for at least 12 weeks at the 
time of taking the survey, and must have reported that 
they had received a diagnosis of CLBP from a phy-
sician. An 11-point numeric rating scale was used to 
assess average pain over the past 7  days, with those 
scoring 0 (indicating no pain) excluded from the sur-
vey. Respondents were screened at the start of the sur-
vey to include only those who fulfilled these inclusion 
criteria. In addition, the screener was designed to col-
lect demographic data, including country, regions, and 
age, for which quotas were set. Once quotas were met, 
further qualifying respondents were barred from pro-
gressing to the survey.

Quality control

To ensure that only quality survey data were analyzed, 
criteria were applied to filter nonsensical and meaning-
less responses, including trick/red herring and straight 
liner tests, open-end answers review, and monitoring re-
spondent length of interview against survey length. Data 
from completed surveys that did not pass these controls, 
or were completed in under 3 min, were discarded.

Weighting

Weighting is a process of adjusting the influence of 
groups or sub-groups within survey data so that the re-
sults reflect those of a defined population. Data were 
weighted according to the known population32 and 
prevalence of CLBP in each country, and the number of 
survey respondents from that country—this ensured that 
when analyzing the results at a global level, countries 
with a bigger sample size were not over-represented com-
pared with countries with a smaller sample size. For non-
EU5 countries, prevalence data were not available, so the 
global average of 15% was used for the weighting of these 
countries.1 Results shown indicate weighted percentages 
throughout and weighted counts in tables and figures.
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Data protection

Patients’ answers were anonymized to ensure confidenti-
ality and avoid bias during data collection and analysis. 
The survey was conducted in compliance with the MRS, 
EphMRA, ESOMAR, GDPR, as well as the BHBIA 
guidelines for UK-based respondents.

Analysis

Data from 16 countries were collected via the online sur-
vey between March and June 2019, and descriptive sta-
tistical methods were applied for the totality, as well as 
for individual countries, using the Dimensions tool (as 
part of Unicom Intelligence solutions, previously known 
as IBM SPSS Data Collection and Dimensions). A con-
fidence interval (CI) of 95% was applied, and analysis 
consisted of frequencies, means, medians, top two or 
three boxes, bottom two or three boxes (for scale and 
grid questions), and standard deviations. In each sce-
nario (international and individual countries), patients 
were grouped by pain severity.

In addition, multiple cross-tabs analyses and com-
parisons between different groups were also performed 
as per the descriptive data analysis to explore potential 
relationships between factors that could influence CLBP 
or patients’ attitudes and experiences.

The purpose of the survey was to better understand 
the impact of CLBP on patients’ lives, and descriptive 
data analysis was applied to achieve this.

RESU LTS

Overview

Results reported here are focused on the impact of CLBP 
on patients’ personal and professional lives, and man-
agement strategies applied to treat patients. Interim 
survey results from 8990 patients from 14 countries cov-
ering the six survey themes were presented at the 2019 
European Pain Federation, The Professional Society for 
Health Economics and Outcomes Research, and Societal 
Impact of Pain congresses.33–38

Screening survey

Of the 120,361 people initially recruited, 21,911 passed 
the screening and began the survey, while 98,450 were 
screened out (Figure 1). The data from the 4321 respond-
ents who were over quota, 7333 respondents who began 
the survey but did not complete it, and 615 respondents 
who did not pass quality control checks were not ana-
lyzed. Data were available for 9642 patients. The top 5 
reasons for respondents to be screened out included not 

F I G U R E  1   Design and results from screening survey

120,361 people recruited via
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experiencing low back pain, not having CLBP (defined 
as low back pain for more than 12  weeks), not having 
a medical diagnosis of CLBP confirmed by a physician, 
being under 18 years of age, and having participated in a 
survey on CLBP in the last 4 weeks.

Patient characteristics

Baseline demographics

Forty-six percent of respondents were female, and 54% 
were male. Most respondents were over 40  years old, 
and the mean age was 51 (Table 1). Of patients who com-
pleted the survey, 964 (10%) had mild CLBP, 4734 (49%) 
had moderate CLBP, and 3944 (41%) had severe CLBP. 
Results shown indicate weighted percentages through-
out and weighted counts in tables and figures.

Clinical characteristics, healthcare 
utilization, and medication usage

Fifty-two percent, 49%, and 43% of patients with mild, 
moderate, and severe CLBP, respectively, received a di-
agnosis more than 5 years prior to participating in the 
survey (Table 2).

Patients across all pain severity categories reported, 
on average, between 2 and 3 comorbidities, although 
around twice as many patients with mild pain reported 
no comorbidities compared with patients with severe 
pain (17% vs. 9%). Of the comorbidities reported, the 
most common were chronic pain other than CLBP, car-
diovascular disease, and arthritis (Table 2). Incidence 
of other chronic pain and arthritis was higher in pa-
tients with severe CLBP than with moderate or mild 
CLBP, but heart and circulatory diseases affected sim-
ilar percentages of patients regardless of CLBP severity. 
Psychological comorbidities were also common among 
patients with CLBP, affecting nearly a quarter (23%) of 
patients with severe CLBP, and 19% and 14% of patients 
with moderate and mild CLBP, respectively.

Patients in each severity category had consulted be-
tween 2 and 3 different types of HCPs for their CLBP 
(Table 2). The top 4 types of HCPs involved in the treat-
ment of patients’ CLBP since diagnoses were general 
practitioners or primary care physicians (58%), phys-
iotherapists (42%), neurologists (29%), and orthopedic 
surgeons (29%). Numbers of patients seeing each type 
of physician varied little across the severity categories. 
Other types of HCPs were all seen by <20% of patients.

Patients with severe CLBP were almost twice as likely 
to have had surgery for their CLBP than those with mild 
or moderate CLBP; just over a fifth (21%) of patients 
with severe CLBP had undergone surgery, compared 
with 12% of patients with moderate and 12% of patients 
with mild CLBP.

In terms of pain management, the number of medica-
tions currently taken by patients to manage their CLBP 
increased with severity, rising from 1.3 in patients with 
mild CLBP to 2.0 in patients with severe CLBP. The most 
common medication used at the time of survey, in over 
half of patients, regardless of pain severity, was over-
the-counter pain relief (mild, 51%; moderate, 58%; and 
severe, 56%).

Prescription pain medications were commonly used 
across all pain severities, although a higher percentage 
of patients with severe pain (56%) took them than those 
with mild or moderate pain (20% and 34%, respectively).

Taking opioids was common across all 3 pain catego-
ries, although the percentage of patients using opioids 
increased with severity: 35%, 42%, and 58% of patients 
with mild, moderate, and severe CLBP, respectively 
(Table 2). Patients also reported long-term use of opioids 
to treat their CLBP; of those who responded that they 
knew they were taking opioids, 23%, 34%, and 26% with 
mild, moderate, and severe CLBP, respectively, had been 
taking them for more than 5 years (Table 2).

Personal impact of CLBP

Impact on daily function

Results from patients’ self-reported impact of CLBP 
on their daily activities suggested an increase with pain 
severity. Patients selected a score on the Brief Pain 
Inventory scale, an 11-point scale from 0 to 10, with 0 
meaning no interference, and 10 meaning complete in-
terference; patients with mild CLBP scored means of 
1.2–2.4, patients with moderate CLBP scored means of 
2.5–4.3, and patients with severe CLBP scored means of 
4.5–6.2 for impact on activities surveyed.

Table 3 summarizes the effect of pain on patients’ 
day-to-day lives, with the level of impact increasing with 
pain severity. Mild pain had the least impact, especially 
on social function, with a mean interference score of 1.2 
on patients’ relation to other people. In contrast, patients 
with severe CLBP reported that their pain had an impact 
score of between 5 and 6 on all activities, except relation 
to other people, where they reported an average impact 
of 4.5.

Emotional/social impact

Patients reported a number of negative effects on their 
emotional state and social lives. When asked which posi-
tive or negative emotions they were experiencing (from a 
predefined list), on the day of taking the survey, patients 
most commonly reported feeling resigned (31%, 35%, 
and 35% for mild, moderate, and severe CLBP, respec-
tively), frustrated (17%, 30%, and 35% for mild, moder-
ate, and severe CLBP, respectively), and sad (19%, 23%, 
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and 34% for mild, moderate, and severe CLBP, respec-
tively). In general, the number of patients experiencing 
these negative emotions increased with CLBP severity. 
The number of patients experiencing positive emotions 
decreased with pain severity. Positive emotions were less 
commonly experienced among all patients than nega-
tive emotions; notably, it was more common for patients 
with mild CLBP to feel calm (30%), hopeful (18%), and 
determined (17%) than those with moderate (20%, 15%, 
and 12%, respectively) or severe (12%, 14%, and 10%, 
respectively) CLBP. Very few patients (5%, 3%, and 2% 
with mild, moderate, and severe CLBP, respectively) re-
sponded that they felt happy (Figure S1).

CLBP adversely affected patients’ interpersonal re-
lationships and social lives, with the level of impact 
increasing with severity. When asked to rate their agree-
ment with statements about the effect of pain on their 
social lives, almost half of all patients with severe CLBP 
had missed out on important social events or gatherings 
(47%) and avoided making commitments (44%). Twice as 
many patients with severe CLBP reported that they felt 
any given negative social impact compared with those 
with mild CLBP, including feeling: guilty about the ef-
fect their pain had on those close to them (38%), that 
their family or friends did not understand their situation 
(32%), and that their CLBP had made them distant to 
their friends (31%) (Figure 2).

Impact of CLBP on employment

Impact on ability to work

Across all CLBP severities, similar numbers of patients 
described themselves as the main income earners in their 

households: 72% of patients with severe CLBP, and 68% 
and 69% of patients with mild and moderate CLBP, re-
spectively (Table 1). However, CLBP had a negative im-
pact on patients’ ability to work.

Patients across all severity groups who were employed 
(including self-employed, voluntary workers, and un-
paid careers) reported that they had missed work due to 
their pain: those with severe CLBP missed an average of 
5.4 days of work per month, while those with moderate 
and mild CLBP missed 4.2 and 3.7 days per month, re-
spectively (Table 1).

Patients’ experience at work was also negatively af-
fected, and this effect increased with CLBP severity 
(Figure 3). Patients were asked if they agreed or dis-
agreed with three positive and three negative statements 
about the impact of their CLBP on work. Results showed 
that patients with severe CLBP had more negative expe-
riences at work than those with mild or moderate CLBP. 
Patients received less pleasure from their work, and their 
CLBP reduced their ability to perform tasks (Figure 3).

Impact on personal experience at work

Patients were asked about the impact their CLBP had on 
other aspects of work, including those affecting their re-
lationships with other colleagues, how they feel they are 
perceived, and general job satisfaction. Eighteen percent 
of patients with mild or with moderate CLBP, and 16% of 
patients with severe CLBP, disagreed with the statement 
“I feel satisfied with my job,” and 34%, 24%, and 22% 
disagreed with the statement “I feel supported by my 
employer,” respectively. Patients also agreed with a num-
ber of statements about the negative effects of CLBP on 
their working lives. For each of the negative statements, 

TA B L E  1   Baseline demographics of patients who completed the survey, and mean number of work days missed in an average month due to 
CLBP

Pain severity

TotalMild, weighted Moderate, weighted Severe, weighted

Total, % (N) 100 (964) 100 (4734) 100 (3944) 100 (9642)

Gender, % (n)

Male 66 (633) 55 (2622) 50 (1978) 54 (5232)

Female 34 (331) 44 (2104) 50 (1961) 46 (4396)

Mean (SD) age, years 52 (15.58) 52 (4.85) 50 (14.99) 51 (15.01)

Registered disabled due to CLBP, % (n) 14 (139) 20 (940) 34 (1333) 25 (2431)

Main income earner, % (n)

Yes 68 (652) 69 (3255) 72 (2828) 70 (6734)

No 31 (295) 30 (1418) 28 (1088) 29 (2801)

Don't know 2 (17) 1 (61) 1 (28) 1 (107)

Mean number of work days missed in an average 
month due to CLBP

3.7 4.2 5.4 4.8

Note: Percentages are rounded to the nearest integer and are based on weighted data. Weighted counts included in brackets.

Abbreviations: CLBP, chronic low back pain; SD, standard deviation.
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TA B L E  2   Clinical characteristics, healthcare utilization, and medication usage of patients who completed the survey

Pain severity

Total 
(n = 9642)

Mild, weighted 
(n = 964)

Moderate, weighted 
(n = 4734)

Severe, weighted 
(n = 3944)

Clinical characteristics

Time since CLBP diagnosis, % (n)

Less than 5 years 39 (379) 42 (1980) 50 (1984) 45 (4343)

More than 5 years 52 (496) 49 (2302) 43 (1710) 47 (4509)

Don't know 9 (90) 10 (452) 6 (249) 8 (791)

Diagnosed comorbidities

Mean number of diagnosed comorbidities 2.0 2.5 2.9 2.6

Types of diagnosed comorbidities, % (n)

Chronic pain other than low back pain 20 (197) 28 (1310) 44 (1745) 34 (3253)

Heart and circulatory disease 30 (286) 32 (1534) 33 (1297) 32 (3117)

Arthritis (osteoarthritis and rheumatoid 
arthritis)

18 (170) 26 (1220) 32 (1242) 27 (2632)

Muscle, bone or joint diseases other than 
arthritis (including osteoporosis)

16 (155) 21 (991) 28 (1091) 23 (2237)

Digestive diseases (including irritable 
bowel syndrome, stomach ulcers, 
bowel disease)

15 (145) 23 (1100) 25 (993) 23 (2238)

A psychological condition (eg, anxiety, 
depression)

14 (139) 19 (892) 23 (892) 20 (1924)

Obesity 14 (138) 17 (812) 20 (769) 18 (1720)

Respiratory disease (including asthma, 
chronic obstructive pulmonary 
disease)

10 (95) 15 (716) 19 (737) 16 (1548)

Diabetes 9 (87) 10 (466) 16 (617) 12 (1170)

Thyroid diseases (including hyperactive 
or hypoactive thyroid, Graves’ 
disease)

8 (79) 13 (595) 15 (608) 13 (1282)

Liver, kidney and pancreas diseases 
(including pancreatitis, kidney 
disease)

11 (103) 11 (516) 12 (463) 11 (1082)

Neurological diseases (including 
stroke, epilepsy, multiple sclerosis, 
Parkinson's disease)

3 (27) 6 (302) 9 (361) 7 (690)

Other 10 (92) 8 (387) 7 (258) 8 (737)

Cancer 3 (26) 5 (245) 4 (172) 5 (443)

None 17 (164) 13 (596) 9 (341) 11 (1101)

Healthcare utilization

HCPs involved in treatment of patients’ CLBP since diagnosis

Mean number of different HCPs involved 
in treatment of patients’ CLBP

2.4 2.6 2.9 2.7

Top 4 types of HCP involved in treatment of CLBP patients, % (n)

General practitioner or primary care 
physician

57 (547) 58 (2747) 58 (2269) 58 (5564)

Physiotherapist 40 (381) 42 (1996) 42 (1636) 42 (4013)

Neurologist 25 (236) 28 (1343) 30 (1172) 29 (2750)

Orthopedic surgeon 26 (255) 28 (1315) 31 (1209) 29 (2779)

Surgery

Have undergone surgery for CLBP, % (n) 12 (112) 12 (586) 21 (839) 16 (1538)

(Continues)
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a higher percentage of patients with severe CLBP than 
with moderate or mild CLBP agreed (Figure 4).

Around 1 in 3 patients with moderate (32%) or severe 
(39%) CLBP, respectively, were worried about losing 
their job/business, compared with 1 in 5 patients with 
mild CLBP (23%) (Figure 4). Notably, more than a third 
of patients with severe CLBP (35%) had reduced their 
working hours due to CLBP (Figure 4).

DISCUSSION

This survey provides an in-depth evaluation of the wide-
reaching impact that CLBP has, as experienced by a 
large, international sample of almost 10,000 CLBP pa-
tients. The results further support those from previous, 
localized studies showing that CLBP affects multiple 
aspects of patients’ lives, including their personal and 

Pain severity

Total 
(n = 9642)

Mild, weighted 
(n = 964)

Moderate, weighted 
(n = 4734)

Severe, weighted 
(n = 3944)

Medication usage

Medication currently taken

Mean number of medications currently 
taken to manage CLBP

1.3 1.6 2.0 1.7

Top 4 types of medications currently taken to manage CLBP, % (n)

Pain relief you buy yourself without 
a prescription (eg, paracetamol, 
ibuprofen, creams, patches)

51 (494) 58 (2750) 56 (2189) 56 (5433)

Prescribed pain relief (eg, naproxen, 
celecoxib, tramadol, oxycodone, 
morphine)

20 (191) 34 (1593) 56 (2216) 42 (4000)

Sedatives and muscle relaxants (eg, 
benzodiazepines)

12 (115) 18 (868) 32 (1268) 23 (2251)

Injections (eg, cortisone, local 
anesthetics)

6 (62) 16 (739) 26 (1006) 19 (1806)

Opioid use among patients taking prescribed pain relief, % (n)

Yes 35 (66) 42 (665) 58 (1280) 50 (2011)

No 55 (105) 46 (731) 30 (658) 37 (1493)

Don't know 11 (20) 12 (197) 13 (278) 12 (496)

Duration of opioid use among patients taking prescribed pain relief, who knew they were taking opioids, % (n)

Less than 5 years 57 (37) 58 (385) 68 (869) 64 (1292)

More than 5 years 23 (15) 34 (223) 26 (330) 28 (569)

Don't know 20 (13) 8 (56) 6 (80) 7 (150)

Note: Percentages are rounded to the nearest integer and are based on weighted data. Weighted counts included in brackets.

Abbreviations: CLBP, chronic low back pain; HCP, healthcare professional.

TA B L E  2   (Continued)

TA B L E  3   Mean scores for interference of pain with daily activities

Pain severity

Total 
(n = 9642)

Mild, Weighted 
(n = 964)

Moderate, weighted 
(n = 4734)

Severe, weighted 
(n = 3944)

Mean interference of pain with daily activities

Normal work 2.4 4.3 6.2 4.9

General activity 2.2 4.2 6.2 4.8

Mood 2.0 4.0 6.0 4.6

Enjoyment of life 2.1 3.9 5.9 4.5

Walking ability 1.9 3.7 5.8 4.4

Sleep 1.8 3.7 5.6 4.3

Relation with other people 1.2 2.5 4.5 3.2

Note: Patients selected a score on the Brief Pain Inventory scale, an 11-point scale from 0 to 10, with 0 meaning no interference, and 10 meaning complete 
interference
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professional lives, their emotional and social well-being, 
and their overall quality of life.4,5,10

Results show that comorbidities among patients were 
common, with twice the rate of psychological comorbid-
ities (23%) than estimated among the general European 
population (11%).39 Psychological distress and/or de-
pressive mood is associated with increased risk for pain 
chronicity,40 and depression among CLBP patients is as-
sociated with higher pain scores and lower quality of life, 
as well as lower work productivity and increased health-
care use.41 The results from this survey further validate 
guidelines that recommend patients be assessed and 
managed within a biopsychosocial model,42 given how 
these factors impact experience, outcomes, and quality 

of life and that earlier intervention can reduce the risk of 
developing or exacerbating a chronic pain syndrome.43,44

The effects of early intervention and the early iden-
tification of psychosocial risk factors are recognized 
in National Institute of Health and Care Excellence 
(NICE) pain guidelines.45,46 In alignment with guide-
lines, patients reported that they are primarily treated 
by general practitioners and secondly by physiother-
apists. Physiotherapists may implement best practice 
by promoting self-management, the notion of positive 
health, integrating health and occupational interven-
tions, and/or exercise advice,47–49 although the de-
tails of the treatment approach were not determined 
within this survey. Despite 1 in 5 patients in this survey 

F I G U R E  2   Effect on social life as a result of CLBP, split by CLBP severity. Percentages and weighted counts are shown of patients who 
agreed with the statements. To count as agreement, patients had to respond “strongly agree” or “somewhat agree.” CLBP, chronic low back 
pain
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because of my low back pain

% Patients (weighted count)
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reporting a psychological comorbidity, psychologists 
were not among the top 4 HCPs involved in CLBP pa-
tients’ care. Taken together, these data indicate incon-
sistent adherence to treatment guidelines and limited 
understanding of the benefits of biopsychosocial in-
terventions. This may be due to stigma that patients 
associate with requiring mental health support50 or in-
adequate health literacy, which is reported in among 
half of chronic pain patients.51 From a clinical per-
spective, these results could also indicate adherence 
to outdated models of care or a lack of resources for 
offering a range of HCP services in individual coun-
tries. For example, pain specialists who coordinate and 
provide biopsychosocial management options were not 
included in the top 4 HCPs involved in the treatment of 
patients’ CLBP since diagnosis. A lack of education re-
garding the benefits of early, biopsychosocial interven-
tions to improve patient outcomes in CLBP may also 
have been a factor.43,52–54

The data showed that, of the 42% of patients taking 
prescribed pain relief for their CLBP, half knew that they 
were taking opioids. While opioids can provide relief for 
acute pain, these drugs become less effective when pain 
progresses to a chronic state.55,56 Furthermore, the ef-
fects of opioid analgesia may be diminished in patients 
with psychological comorbidities, who represent a sizable 
proportion of CLBP patients in this survey.54 However, a 
subgroup of patients with severe CLBP who were taking 

opioids had been doing so for more than 5 years, which 
is concerning, since many are also experiencing psycho-
logical comorbidities, and patients with anxiety and de-
pression are at higher risk of opioid addiction. This can 
fuel the fear-avoidance model, in which patients become 
further sensitized and maintain chronic pain as a result 
of avoidant behavior based on pain-related fear and 
anxiety.57 The latest NICE pain guidelines published in 
2019,45 and the 2018 guidelines that were available at the 
time of data collection, do not recommend the use of 
opioids for the treatment of CLBP.46 However, the data 
within this survey indicate poor adherence to opioid-
prescribing guidance.

The most recent NICE guidelines have expanded 
existing routine screening for psychological comor-
bidities in patients with CLBP to form part of a risk 
assessment to identify potential problems that could 
arise from opioid use.45,46 Given that improved ad-
herence to guidelines has been linked to improved pa-
tient outcomes,47,48 updates to guidelines should also 
be supported by better education for students and 
qualified HCPs regarding the causes, prognoses, and 
effectiveness of different management approaches for 
CLBP.43,52 Indeed, chronic pain has been acknowl-
edged within the 11th edition of the International 
Classification of Diseases to improve the classification, 
diagnostic coding, and early identification of chronic 
pain.58

F I G U R E  3   Patients’ agreement with positive and negative statements about work, according to the Stanford Presenteeism Scale.17 To 
count as agreement, patients had to respond “strongly agree” or “somewhat agree.” To count as disagreement, patients had to select “somewhat 
disagree” or “strongly disagree”
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Consistent with the previous findings from surveys on 
general chronic pain and CLBP,18,19,59 the social function 
of patients in this survey was negatively affected, with 
effects increasing with pain severity. Many patients re-
ported effects such as distance from, or tension between, 
friends and family. The finding that CLBP was a barrier 
to patients’ social activities and negatively affected their 
personal relationships has not previously been reported 
in this level of detail in an international, large-scale 

survey, and illustrates novel and important aspects of the 
personal and social burden of CLBP on the individual 
patients. The effect of CLBP on the social function of 
patients is likely to be a risk factor for further psycholog-
ical problems and comorbidities, such as depression and 
anxiety, as evidenced by the fear-avoidance model.17,60

Regarding patients’ professional lives and employ-
ment, over a third of patients with severe CLBP had 
reduced the number of hours they worked, and CLBP 

F I G U R E  4   Percentages and weighted counts of patients who agreed with statements about feelings toward their work. To count as 
agreement, patients had to respond “strongly agree” or “somewhat agree”
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of all severities caused patients to miss days of work. 
Notably, patients reported psychological consequences 
and reduced enjoyment of work; the fact that patients 
worry about losing their job and are concerned about 
taking time off due to CLBP have, to the best of our 
knowledge, not previously been reported in an inter-
national, large-scale survey of CLBP patients. The 
mental strain associated with job insecurity and work-
place hostility may be worse for the health of workers 
than unemployment61 and are associated with onset of 
CLBP.62 In addition, chronic musculoskeletal pain, psy-
chological comorbidity, and pain-related fear of move-
ment are associated with low work productivity and 
negative impacts on work-related outcomes.6,63,64 Taken 
together, the evidence suggests a 2-way association be-
tween CLBP severity and work-related impact, with pa-
tients facing both physical and emotional barriers in the 
workplace.65,66 This further supports previous research 
by the Lancet Low Back Pain Series Working Group and 
others, which highlights the need for improved com-
munications between employers and patients in the 
workplace, as well as streamlined integration between 
healthcare services, employers, and social services to 
fully support CLBP patients.44,67,68

The findings from this survey provide additional in-
sights into the detailed personal, social, and professional 
impact of CLBP across a widespread, international pop-
ulation, with patients reporting their condition was a 
barrier to social activities and caused them to experience 
negative feelings about work. The strong association be-
tween the social burden of CLBP and comorbidities such 
as anxiety and sleep disorders has been documented in 
studies in individual countries,69 and for chronic pain 
in general, each recognizing the importance of consid-
ering the psychosocial effects of pain when classifying 
and treating patients.70,71 The social effects of chronic 
pain not only affect the individual, but also their rela-
tionships, and the emotional and social consequences 
of pain affect the pain itself.72,73 There is evidence that 
only an intensive biopsychosocial regimen has clinically 
meaningful outcomes in CLBP,44,74 and the results from 
this survey support the fact that pain and psychological 
distress are closely intertwined.

Strengths and limitations

Online surveys provide a means of reaching many people 
in a cost-effective manner, with low barriers to participa-
tion. This allowed for a large, international population 
to be reached within many regions of the same country, 
providing a wider, more complete perspective of the pa-
tient experience. An increased sample size means that 
results are less likely to be influenced by outlier data.

It should be noted that online surveys provide cross-
sectional data and may not be representative of the en-
tire CLBP population75; respondents are limited to those 

who have access to the internet, who actively volunteer 
to participate in and receive compensation for market re-
search, and have adequate literacy skills. Care was taken 
during the conception and design of the survey to take 
the literacy level into consideration and to use patient-
friendly language throughout. This type of survey also 
relies on patients’ self-reported experiences, which can 
be subject to recall, participation, or self-selection bias. 
This can, to some extent, be overcome using weight-
ing procedures,31 which were employed within this 
methodology.

Conclusions around the use of opioids in the study 
population are limited by the inability of the survey to 
differentiate between strong and weak opioids. Weak 
opioids (eg, tramadol, a schedule IV controlled sub-
stance) have a better safety profile, including a lower 
risk of misuse, than strong opioids (eg, morphine, oxyco-
done, and hydrocodone, which are schedule II controlled 
substances).76 As a result, a distinction between strong 
and weak opioids is typically made when prescribing or 
describing medications for chronic pain. Likewise, the 
survey is also limited by the inability to provide more spe-
cific information on the use of medications beyond the 4 
broad categories of “pain relief you buy yourself with-
out a prescription,” “prescribed pain relief,” “sedatives 
and muscle relaxants,” and “injections.” There is likely 
substantial overlap among these groups. NSAIDs, for 
example, may be obtained with or without a prescription 
(based on type of NSAID). Likewise, benzodiazepines 
would be included in both the “sedatives and muscle re-
laxants” and the prescription pain relief groups.

CONCLUSIONS

Data from this large, international survey offer clini-
cally relevant insights describing the pronounced effect 
of CLBP on patients’ personal relationships, ability to 
work, and feelings about work. In terms of CLBP man-
agement, adherence to best practice guidelines is incon-
sistent and may be due to multiple factors, including a 
lack of education for HCPs. Concerted efforts should be 
directed at improving education for HCPs regarding the 
complex biopsychosocial needs of CLBP patients and 
the associated risks of opioid use in this context. HCPs 
should be encouraged to refer CLBP patients to physi-
otherapists and psychologists to support a biopsychoso-
cial management approach.
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