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Chronic widespread pain (CWP) due to musculoskeletal conditions
is a major social burden. The case deﬁnition of CWP relies on pain,
chronicity (more than 3 months’ duration) and widespread
distribution (both sides of the body including the axial skeleton).
Health Interview Survey (HIS) and Health Examination Survey
(HES) have been used to assess the frequency of CWP in the
general population. Unfortunately, both techniques are poorly
standardised, which hampers comparison of data pertaining to
different populations and countries. A major effort in the European
Union (EU) is the development of common strategies to investigate
musculoskeletal pain through HIS. Issues to be addressed include:
(1) loss of daily life functions due to pain; (2) pain duration and
rhythm; (3) affected sites; and (4) type of pain. We know that
musculoskeletal pain affects between 13.5% and 47% of the general
population, with CWP prevalence varying between 11.4% and 24%.
Risk factors for musculoskeletal pain include age, gender, smoking,
low education, low physical activity, poor social interaction, low
family income, depression, anxiety and sleep disorders, as well as
performing manual work, being a recent immigrant, non-Caucasian and widowed, separated or divorced.
! 2011 Elsevier Ltd. All rights reserved.

Epidemiological deﬁnition of chronic widespread pain
Musculoskeletal conditions usually present with pain and loss of function. The patient complains of
chronic musculoskeletal pain, which could be due to a number of different illnesses. The real frequency
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of the original musculoskeletal conditions, as a result, is difﬁcult to assess because it is marred by casedeﬁnition uncertainties and differences in the methods adopted in the epidemiological studies [1].
Pain, an important symptom of joint diseases, is also an index of severity and activity of the underlying
condition, as well as a prognostic/therapeutic indicator and a determinant of health-resources use. The
three clinical features of the condition that constitute the topic of this article are pain, chronicity and
widespread localisation. The deﬁnition of pain, according to sources such as the International Association for the Study of Pain (IASP) and World Health Organization (WHO), has been already addressed
in this issue of Best Practice Clinical Rheumatology [2]. IASP deﬁned pain as “an unpleasant sensory and
emotional experience associated with actual or potential damage or described in terms of such
damage” [3]. According to the American College of Rheumatology (ACR) 1990 criteria, chronic widespread pain (CWP) is deﬁned as pain that is bilateral, above and below the waist, in the axial skeleton
and lasts for at least 3 months [4]. This deﬁnition was used for developing the diagnostic criteria of
ﬁbromyalgia. Hunt et al. proposed a slightly different deﬁnition of CWP, describing it as pain that has
been present for at least 3 months in at least two sections of two controlateral limbs and in the axial
skeleton [5]. This deﬁnition can identify also people with CWP related to fatigue, distress and
psychological problems. Generally, pain caused by malignant, metabolic or infectious disorders is not
included in CWP. In summary, pain should last at least 3 months to be considered chronic and should
be localised simultaneously both in the axial and peripheral skeleton, affecting both parts of the body.
These deﬁnitions, however, cannot discriminate between pain directly localised in the joints or bones
and pain originating from the surrounding tissues, such as ligaments, tendons and tendon sheaths,
fasciae, muscles and bursae. For the sake of epidemiological studies, this differentiation is unnecessary
because musculoskeletal pain at large is investigated.
What to measure?
The goal of descriptive epidemiology is the measure of occurrence of a given disease. In our case, the
number of patients affected by musculoskeletal conditions, both in terms of percentage of the general
population (prevalence) and of new cases of the disease developing in a given time frame (incidence), is
investigated. By convention, the usual time interval for expressing incidence is 1 year and the source
population is considered to be 100,000 subjects. However, according to the disease and the scope of the
investigation, both time and population dimensions can vary. The reference time can comprise
between few months, 6 months, 1 year, and ever; in rare diseases, which is not the case with
musculoskeletal pain, the reference population can be increased to 1,000,000 people. Data obtained by
descriptive epidemiology can be used to calculate the impact of a given disease on society and the
health system, to help practicing physicians in their diagnostic decisions and to infer causal relationships in the pathogenic mechanisms [6].
Which methods to investigate pain?
To collect data from a population, two main methods are used: Health Interview Survey (HIS) and
Health Examination Survey (HES) [7]. HIS is based on face-to-face, phone or postal questionnaires
focussed on the main aspects of pain and of the underlying diseases. In a slightly more sophisticated
procedure, subjects identiﬁed by their answers to the questionnaire as possible patients are subsequently invited to attend the clinic for a complete evaluation. The HES is based on the direct examination of the complete population. The ﬁrst approach is simpler, cheaper and faster, but shows several
limitations. In the setting of musculoskeletal diseases, people are often unable to discriminate between
pain or swelling originated in or around the joint because of a rheumatic condition and other situations
such as peripheral oedema or referred pain from other organs. For example, in a previous study from
our group on the prevalence of rheumatoid arthritis in Italy, a preliminary questionnaire included
questions on peripheral joints’ swelling and pain [8]. Among others, the patients complaining of
swelling and pain in the ankles were invited to the outpatient clinic because they fulﬁlled the
minimum criterion of one pair of involved joints. However, the vast majority of them had peripheral
oedema related to venous or cardiac insufﬁciency, but not ankle arthritis [9]. Other problems include
the speciﬁc diagnosis and the issue of disease duration, as it is extremely difﬁcult to determine the real
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start of a chronic condition even during a face-to-face interview with the patient. Therefore, the rough
period of time lived with pain can be asked rather than its precise beginning date.
Different methods have been used across the world, making comparison of HIS results extremely
difﬁcult. Questions on pain are included in a number of questionnaires commonly used in epidemiological studies. The different characteristics of some of them are shown in Table 1. The presence of
questions regarding pain, its type, intensity and localisation has been analysed. Table 1 also indicates
how often the method has been used in the general medical literature and, in particular, in articles
regarding the musculoskeletal system. These data have been obtained through a Medline search and
should be considered only as indicative. Another limitation is that the speciﬁcity of the results of
questionnaires is low, and they cannot substitute health examinations to deﬁne diagnoses [10], as will
be discussed in the next paragraph. In addition, pain is not always part of the question panel in HIS. A
selection of HIS where pain was investigated is shown in Table 2. Recently, the European Union (EU)
promoted the collection of health data in the participating countries (Regulation (EC) No. 1338/2008 of
the European Parliament and of the Council of 16 December 2008 on Community statistics on public
health and health and safety at work). This European Health Interview Survey (EHIS) has until now
evaluated three areas: mental health, physical activity and alcohol consumption. The European
Musculoskeletal Surveillance and Information Network (EUMUSC), an EU-supported network with the
aim of evaluating the epidemiology and impact of musculoskeletal conditions (eumusc.net), has been
asked to develop new questions concerning musculoskeletal health to be added to EHIS. Accordingly,
the same questions developed by experts in this ﬁeld will be administered simultaneously in the
European countries, allowing, for the ﬁrst time, international comparisons of the results.
Which questions?
Diseases associated with pain have a number of characteristics that can be investigated through
questionnaires (Table 3). However, none of the questionnaires described in the previous paragraph has
been speciﬁcally designed to assess musculoskeletal conditions. As a result, the information available
for the rheumatologist is scarce. Designing a musculoskeletal conditions-oriented questionnaire could
improve the knowledge of these conditions, but which questions should be included?
A ﬁrst issue is whether not only questions related to pain itself but also to the speciﬁc physicianreported diagnosis should be included in an interview regarding pain. Having both pieces of information
would be of value. However, the most relevant limiting factor is that the majority of patients with pain do
not see a doctor for their complaints. This fact can be easily understood if the pain is of minor severity and
does not interfere with function and work ability. However, even when pain is conspicuous, many patients
rely on patience or self-medication. This may be due to the cultural belief that pain itself is a consequence
of life, and not worth medical attention. Another possibility is that musculoskeletal pain is seen as an ageassociated phenomenon, with no effective remedy to be expected. The patient feels that consulting
a doctor could be useless. Both in acquired immunodeﬁciency syndrome (AIDS) [11] and polymyalgia
rheumatica [12], a long delay between symptoms’ onset and consulting a doctor has been demonstrated.
This delay is signiﬁcantly longer in women, in whom pain is more frequent. In addition, diagnoses made
by non-specialists may be superﬁcial or wrong. One of the goals of epidemiological studies is to collect
information about risk factors and the underlying causes. Nonetheless, asking about possible causes could
entail a bias in a cause–effect study. As a consequence, we feel that questions on physician-formulated
diagnoses of speciﬁc diseases should not be included in health surveys. This view is reinforced by the fact
that a questionnaire should be as short and simple as possible, with a careful choice of the questions. The
focus should be on relevant issues, and answers that are easy to give and reliable.
Should intensity of pain be ascertained? Even doctors with little experience in evaluating pain know
that its appreciation is very subjective and inﬂuenced by social, psychological and, possibly, genetic
factors. As a result, pain intensity as such should not be included among the questions. A more
objective way to bring pain intensity into the questionnaire is to assess a surrogate for it, that is, to ask
for loss of function in daily activities or at work. The International Classiﬁcation of Functioning,
Disability and Health (ICF) developed by the WHO [13] may represent a useful guide to the activities
that are relevant to the musculoskeletal system. In particular, chapter 4 on mobility includes paragraphs on: (1) changing and maintaining body position; (2) carrying, moving and handling objects; (3)

Hypochondria,
experience of
treatment,
bodily symptoms

Depression
and somatization

Comorbidities

Self care
Mobility
Anxiety/
depression
Usual activities
Pain intensity
Pain localization
Pain type

Yes
(limited number)

No

Yes
No
No
Yes (concerns)

Actual
9

Last week
2

Yes
Yes (4 levels)
Yes
No

54

21

No
No
Yes

911

No
No
Yes

Yes/No

Semiquantitative
(0–4)
240

Number of
Medline citations
Number of
MS citations
Reference period
Number of
dimensions
Dimensions

28

22

Number
of questions
Type of answers

Illness
attitude
scale [44]

Depression and
somatic symptoms
scale [43]

Questionnaire
(reference)

No

Yes
Yes (6 levels)
No
No

No
Yes
Yes

Vision, hearing,
speech, cognition,
dexterity

Usual
8

26

191

Scale 1-6

31

Health utilities
index mark 3 [45]

No

Yes
Yes (3 levels)
No
No

Self care,
mobility,
mood, usual
activities,
pain
Yes
Yes
Yes

Today
5

211

2002

Yes/no

5

EuroQol–5D [46]

No

Yes
Yes (6 levels)
No
No

Yes
Yes
Yes

Vitality, energy,
fatigue,
social functioning

Last 4 weeks
8

1136

8995

Semiquantitative

36

SF-36 [47]

No

Yes
Yes (10 levels)
No
No

No
No
No

Pain and
disability

Last 6 months
2

28

115

Scale

7

Chronic pain
grade
questionnaire [48]

No

No
Yes (6 levels)
Yes
Yes

No
No
No

Pain

Today
3

6118

50,269

Scale

78

McGill pain
questionnaire [14]

Yes
Yes (10 levels)
Yes
Yes
(15 categories)
No

No
Yes
No

Demographics,
pain and
medications,
work activities

Last week
4

101

855

Mixed

32

Brief pain
inventory [49]

Table 1
Overview of several generic questionnaires used to investigate pain aspects, including number of Medline citations in the general literature and in articles dealing with musculoskeletal (MS)
conditions, included dimensions, and characteristics of pain.
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Table 2
List of national health surveys performed in various parts of the World with coverage of
pain items.
Pain
General
Australia
AL01a
Belgium
BL01
Canada
CA01
Denmark
DK01a
Finland
FIN01
Germany
DEU1a
Ireland
IRE01
Japan
JP01
Holland
NL01
New Zealand
NZ01a
Portugal
PR01
Sweden
SWE01
Switzerland
SZ01
UK
UK01a
UK
UK03
USA
US01
a

Speciﬁc

O
O

O

O
O
O
O

O

O
O
O
O
O
O
O
O
O
O

SF-36 or SF-12.

walking and moving; and (4) moving around and using transportation. Chapters 5 (self care), 6
(domestic life) and 8 (major life areas, subsection work and employment) are also relevant for rheumatologists. Musculoskeletal problems often restrict self care, home care and work and leisure
activities and cause loss of independence. The major reason is restricted mobility and dexterity. Both of
these domains are not always included in HISs. Finally, another possibility to test pain intensity is to
evaluate analgesic drug consumption during a given period of time.
Table 3
Characteristics of pain that can be investigated
through questionnaires.
Anatomical localization
Number and combination of areas involved
Time period
Frequency
Duration
Time course (circadian, circaannual.)
Severity
Course
Age at onset
Self-reported underlying causes
Limitations in activities of daily living
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Pain type can be described by using adjectives that try to deﬁne it. The adjectives reported in the
McGill pain questionnaire [14] include the following: lickering, quivering, pulsing, throbbing, beating,
pounding, jumping, ﬂashing, shooting, pricking, boring, drilling, stabbing, lancinating, sharp, cutting,
lacerating, pinching, pressing, gnawing, cramping, crushing, tugging, pulling, wrenching, hot, boring,
scalding, searing, tingling, itchy, smarting, stinging, dull, sore, hurting, aching, heavy, tender, taut,
rasping, splitting, tiring, exhausting, sickening, suffocating, fearful, frightful, terrifying, punishing,
gruelling, cruel, vicious, killing, wretched, blinding, annoying, troublesome, miserable, intense,
unbearable, spreading, radiating, penetrating, piercing, tight, numb, drawing, squeezing, tearing, cool,
cold, freezing, nagging, nauseating, agonising, dreadful and torturing. These descriptions are summarised in 20 categories (temporal, spatial, punctate pressure, incisive pressure, constrictive pressure,
traction pressure, thermal, brightness, dullness, sensory miscellaneous, tension, autonomic, fear,
punishment, affective and evaluative and their combinations) and a score is calculated for each category according to the number of positive responses. The results of this questionnaire can help to
differentiate pain caused by different diseases or to compare health level in different populations of
patients, as reported in a study of osteoarthritic pain in South versus North Italy [15]. This degree of
speciﬁcity is obviously not requested in a questionnaire on musculoskeletal pain, but few deﬁnitions
could be included to help deﬁne it.
Questions regarding the localisation of pain should be included to differentiate localised from
widespread pain. This information may be obtained through multiple questions or, alternatively, by
asking the patient to indicate the areas affected by pain on a mannequin. The latter method is more
patientfriendly and is easily performed by most people. A comparison between written questions and
the mannequin technique has been recently published [16]. The mannequin technique gave a slightly
higher prevalence of positive indications than the written questions. Around three-quarters of those
who reported pain on the written questionnaire also indicated pain on the mannequin at the same
anatomical location. There were no differences in the percentage of agreement by sex, age group or
level of education, suggesting that the two techniques are equivalent.
Duration of pain is critical to deﬁne chronicity. Usually, 3 months of unremitting pain are considered
the cut off. Nonetheless, the date of onset of pain is difﬁcult to remember and should not be asked
directly. Another consideration is variations of pain with time. Pain can be present as a single episode,
unremitting or intermittent. If this is the case, its frequency can be occasional or repeated. Pain can
follow a speciﬁc daily pattern, with night pain being common in inﬂammatory conditions and ﬁbromyalgia, and daylight pain in degenerative conditions. It can appear in the morning, some days of the
week (e.g., weekend headache) [17] or some months of the year. Gout attacks, for instance, exhibit such
seasonal pattern, being more frequent in the spring months [18].
Knowledge of presence, duration, type, localisation and time pattern of musculoskeletal pain gives
a complete picture of the symptom. However, no study has addressed simultaneously these questions
in rheumatic patients. Surrogate information can be retrieved from indicators measuring the effects of
pain-associated musculoskeletal conditions (Table 4). Many of them are available from the health
systems of most developed countries.
Summary of results of population studies on musculoskeletal pain
Musculoskeletal pain is common to most people at some time of their life. A summary of articles
reporting musculoskeletal pain in different geographical areas is described in Table 5. The methods
used to ascertain the prevalence of pain are extremely different. Only in few cases was CWP investigated. In the remaining studies, pain located in different areas of the body was studied. In addition, the
denominator population at risk could differ as could age range considered and the interview methodology. In spite of the different techniques used in these epidemiological studies and the different
social and cultural substrate of the studied populations, the prevalence of musculoskeletal pain showed
values of approximately 30% (range 13.5–47%). In particular, CWP prevalence varied between 11.4% [19]
and 24% [20]. In another study, only 15% of 20–72 year-olds reported no pain during the previous year,
whereas 58% reported musculoskeletal pain during the previous week and 15% had musculoskeletal
pain every day during the past year [21]. In Europe, nearly one-quarter of adults report having some
form of “arthritis or rheumatism,” [22] but there is ample variation across different countries from
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Table 4
Indicators that can be used to calculate the effects of pain-associated musculoskeletal conditions.
Available and comparable
-

-

-

-

-

Partly available

Hospital beds (orthopaedics,
rheumatology, rehabilitation)
Physicians employed (orthopaedics,
rheumatology, physical medicine)
Nurses employed (nurses in rheumatology and
orthopaedics, physiotherapists, ergotherapists)
Specialists in training
Technologies (MRI, CT, DXA)
Hospital in-patient discharges
Hospital day-care patients
Average length of hospital stay
Surgeries (hip and knee
replacement, fragility fracture)
Sick leave
Disability pensions

-

-

-

Contacts with GPs
Contacts with medical specialists
Contacts with physiotherapists
Medicine use (pain killers, anti-inﬂammatory
and antirheumatic agents), drugs for the treatment
of osteoporosis, immunosuppressive agents
Waiting times for elective surgeries
(arthroplasty hip and knee)
Work adaptation or change of work

16.6% in Sweden to 38.2% in Portugal. The incidence of chronic musculoskeletal pain has been calculated as 8.3% per year [23]. This value is extremely high but, fortunately, also the recovery rate was high
with an average incidence of 5.4%.
CWP causes disability in a considerable number of individuals, but its magnitude remains to be
identiﬁed. Disability is more severe in patients with CWP than in those with localised musculoskeletal
conditions [24]. In most developed countries, musculoskeletal conditions cause more functional
limitations in the adult population than do any other group of disorders. In the Ontario Health Survey
[25], musculoskeletal conditions accounted for 40% of all chronic conditions, 54% of all long-term
disability and 24% of all restricted-activity days. The prevalence was higher in women, and increased
strongly with age. Musculoskeletal conditions are the main cause of disability in older age groups. In
another Canadian study, the prevalence of disability due to arthritis/rheumatism was 2.7%, due to back
disorders 1.6%, due to trauma 0.4%, due to bone disorders 0.1% and disability due to “other musculoskeletal conditions” was 0.5% [26]. In short-term sickness absence (less than 1–2 weeks),
Table 5
Prevalence of musculoskeletal pain derived from different studies performed throughout the World.
Authors

Country

Year

Prevalence, %

Details

Cunningham & Kelsey [32]
Sternbach et al. [50]
Magni et al. [51]
Badley & Tennant [33]
O’Reilly et al. [52]
Urwin et al. [39]
Elliott et al. [23]
Hagen et al. [53]
Cimmino et al. [30]
Bergman et al. [19]
Leveille et al. [20]
Català et al. [34]
Picavet et al. [54]
Al-Awadhi et al. [55]
Salafﬁ et al. [31]
Suka & Yoshida [56]
Friedrich et al. [57]
Veerapen et al. [58]
Pereira et al. [59]
Reyes-Llerena et al. [60]
Hensler et al. [61]
Sjøgren et al. [62]
Smith et al. [63]

USA
USA
USA
West Yorkshire, UK
Nottingham, UK
Manchester, UK
Grampian, UK
Oslo, Norway
Chiavari, Italy
Sweden
USA
Spain
Netherlands
Kuwait
Marche, Italy
Japan
Austria
Malaysia
Brazil
Cuba
Germany
Denmark
USA

1984
1986
1990
1992
1998
1998
1999
2000
2001
2001
2001
2002
2003
2004
2005
2005
2006
2007
2009
2009
2009
2009
2010

32.6
45
14.4
24
28.7
37.2
31.8
17
27
11.4
24
18.3
44.4
26.8
26.7
41.4
36.4
21.2
30.4
43.9
18.4
13.5
60.0

US Health and Nutrition Survey (HANES I)
Adults > 18 years
CWP, HANES I
>16 years, postal questionnaire
Knee pain, age 40–79 years
>3 painful locations
Annual incidence 8.3%
CWP, GP consultations
CWP
CWP
Telephone survey
Age > 25 years, localized pain
Localized pain
Localized pain
Localized pain, last 3 weeks
Localized pain
Localized pain
Localized pain
General practice patients
Chronic pain in general
Last 2 years of life
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musculoskeletal health problems are second only to respiratory disorders [27]. In long-term absence,
which is more important than short-term absence for the individual in terms of disability, and for
society in terms of costs, musculoskeletal conditions are the most common medical causes. Musculoskeletal injuries and disorders cause more than half of all sickness absence longer than 2 weeks in
Norway [28] and Germany.
Musculoskeletal conditions are also common reasons for disability pensions. In Norway, among
persons with disability pensions for musculoskeletal conditions in 1997, 44% were awarded for low
back pain, 18% for muscle pain/ﬁbromyalgia, 12% for osteoarthritis (OA) and 9% for rheumatoid arthritis
(RA). The factors determining the progression from sick leave to disability pensions were also investigated [29]. The number of painful body sites was strongly associated with obtaining a disability
pension during a 14-year follow-up study [30].
Risk factors for musculoskeletal pain
Several socio-demographic factors have been associated with CWP in the literature. Knowing these
risk factors could be important to understand the mechanisms at play in the associated conditions and
to improve chronic pain through preventive measures. Women in most studies complain more often of
CWP than men, and this is directly related with age [31–35]. The prevalence of musculoskeletal pain
increases up to nearly 65 years of age [19,36,37], an observation that has been explained mainly by
cumulative effect, which becomes more prevalent with older age. A decline in pain complaint has been
noted over 65 years, a fact that can be explained by the decline of the adverse physical and mental
effects of the working place at the age of retirement. Another explanation for this phenomenon can be
derived from the so-called ‘healthy worker effect’, that is, workers usually exhibit lower overall death
rates than the general population due to the fact that severely ill and disabled persons are ordinarily
excluded from employment [38]. Similarly, as elderly people with chronic diseases tend to die early, the
survivors are a relatively healthy population with low prevalence of several diseases.
Low education, social isolation, low family income, depression, anxiety and sleep disorders, as well
as performing manual work, being a recent immigrant, non-Caucasian and widowed, separated or
divorced represent additional risk factors associated with musculoskeletal pain [19,33,39]. Andersson
et al. [36] investigated the relationship between chronic pain and lifestyle factors in a prospective
population study and showed that there is a correlation between widespread pain and smoking, sleep
disturbance, anxiety and low physical activity. The presence of CWP predicts physical inactivity [40]
and increasing physical activity during life has been associated with a decrease of pain in a number
of musculoskeletal diseases. In particular, the grade in physical education during adolescence predicts
the occurrence of soft-tissue pain in adulthood [41]. In addition, the excess mortality associated with
CWP seems to be linked to low physical activity because adjustment for lifestyle factors eliminated the
excess risk, which was mainly due to cardiovascular disease [42].
Conclusion
Chronic widespread pain (CWP) is a signiﬁcant medical and socioeconomic problem in the society.
It causes suffering, drug consumption and high frequency of sick leave and disability pensions. To
better understand the role of individual risk factors, social and cultural inﬂuences and the effect on the
health systems, international epidemiological comparative studies are needed. A major effort in the EU
will be the development of common strategies to investigate musculoskeletal pain through HISs. To
reach this goal, a careful selection of the questions to be considered is necessary. According to the
experts’ opinion, the interview should address (1) loss of daily life functions due to pain; (2) pain
duration and patterns; (3) pain localisation; and (4) type of pain.
Existing information suggests that musculoskeletal pain affects between 13.5% and 47% of the
general population, with CWP prevalence varying between 11.4% and 24%. The differences between
different studies are high and are mainly due to methodological problems in ascertaining prevalence.
As a consequence, standardisation of the investigation techniques is a main need in epidemiological
studies.
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Epidemiological studies have identiﬁed many individual, psychosocial and occupational risk factors
for CWP and for its progression to disability. They include age, gender, smoking, low education, low
physical activity, poor social interaction, low family income, depression, and anxiety, and sleep
disorders, as well as performing manual work, being a recent immigrant, non-Caucasian and widowed,
separated or divorced. It is not clear which is their prognostic factor when they are considered in
combination, as is the rule in everyone’s life. To improve epidemiological knowledge of CWP, research
should focus on standardisation of the deﬁnition of CWP and of the prospective evaluation of individual and combined risk factors.
Practice points
" Many different studies have addressed the epidemiology of localised musculoskeletal pain
but those on CWP are scanty.
" The prevalence of CWP of musculoskeletal origin is high in the community.
" Physical and psychosocial risk factors are at work in the development of CWP and in the
determination of its outcome.

Research agenda
" Standardisation of the deﬁnition of CWP and of the methodology to be used in surveys is
a relevant issue.
" Designing a musculoskeletal conditions-oriented pain questionnaire could improve the
knowledge of CWP.
" Comparison of data on the frequency and impact of musculoskeletal conditions in different
countries is needed.
" Prospective studies should evaluate individual and combined risk factors for CWP and its
progression to disability.
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