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Aches and pains in primary care:
stay positive but critical
The normal state of humankind is to
experience some pain some of the time. The
dominant causes of chronic pain globally
are musculoskeletal conditions such as
back pain and osteoarthritis. They tend not
to kill people, and mild forms are regarded
as an inevitable part of life. GPs, some
would say, should concern themselves with
the assessment and investigation of pain as
a pointer to serious diseases such as cancer
or coronary atheroma.
Yet the very frequency of aches and

pains also signals their importance.
Chronic musculoskeletal pain restricts
physical activity and participation in social
and domestic life. And so common are
musculoskeletal conditions that they
dominate disability in developed countries
and many developing countries as well;1

back pain is second only to mental illness
as a reason for long-term work loss; and
osteoarthritis is likely to overwhelm other
chronic diseases as a cause of years lived
with restricted activity in the future.
This is hardly news for GPs. One-quarter

of primary care consultations concern
musculoskeletal aches and pains,2 a
frequency only surpassed in UK general
practice by consultations for respiratory
problems.3

There are occasional success stories for
biomedical approaches to these
conditions; for example, when uncommon
but important serious underlying causes,
such as inflammation, are diagnosed and
treated, or when a joint is replaced. But
there are problems in applying traditional
medical models to such common
conditions. These models focus on the
search for a diagnosis when what is
needed for many patients in pain are ways
to help them maintain function in their daily
lives. Chronic pain management
dominated by analgesic medication fails to
address the role of activity and
psychological and social factors in
maintaining daily function. And negative
perceptions and frustrations about the
importance and the possibility of doing
something for chronic aches and pains are

common among patients, clinicians, and
researchers. Two papers in this month’s
Journal4,5 remind us of the continuing need
to combine critical reflection on whether
the natural course of pain can be improved
by biomedical advances, such as
diagnostic technology, with positive active
approaches to management.
The study of knee injuries from the

Netherlands illustrates the type of careful
clinical epidemiological study still needed in
a world focused on randomised controlled
trials.4 It confirms that average outcome for
acute pain precipitated by events such as
sports injury is good, and that the outcome
of knee pain is largely independent of
baseline MRI diagnosis. As the authors
point out, this is only half the story since
they did not follow long-term outcomes
(meniscal tears are related to future
osteoarthritis6 but it is unclear if repair
reduces that risk7). Outcomes might have
been different if MRI-linked treatment had
been provided straightaway (the DAMASK
trial suggested small advantages in pain
relief with this strategy.8) However evidence
from other conditions suggests the
disadvantages of overinvestigation. A
randomised controlled trial in back pain
consulters found MRI findings increased the
numbers of diagnoses made and
interventions delivered, with no
improvement in pain and disability
compared with the group not having MRI.9

Such intervention studies can investigate
the effectiveness of treatment linked to
diagnosis, but observational studies, such
as that by Wagemakers et al,4 create the
critical question: ‘Given you make a
diagnosis on the basis of this new
investigation or technology, is the prognosis
any different in the subgroups identified?’
The critical perspective provided by

prognosis studies extends to the traditional
separation of chronic musculoskeletal pain
syndromes based on the site of the body
affected (shoulder versus back for
example) and the underlying assumption
that these are distinctive diseases with
their own aetiology. Generic factors, such

as pain severity or psychological and
social characteristics, that are similar
across the individual regional syndromes,
appear more important than diagnostic
features for predicting prognosis in
individual patients with chronic pain.10

Analgesic prescriptions are the most
frequent treatment for chronic aches and
pains in primary care, with two-thirds of
persons who consult with musculoskeletal
conditions receiving one.2 They are clearly
important for acute, traumatic, or end-of-
life pain. But there is little evidence that
analgesics reduce chronic pain and its
attendant disability beyond 6 months. This
applies to opioids as well as to weaker
analgesics,11 and yet the use of the former
for chronic musculoskeletal pain is rising in
the US and Europe with no evidence about
long-term safety. This reflects the concerns
about taking long-term medication for
osteoarthritis expressed by the focus
groups in Williams et al’s paper on
page 113.5

Nonpharmacological interventions also
need to be shown as safe to use, but are
intuitively more attractive than medications
as long-term options for chronic pain
management — especially if they engage
and support patients in self-management
or address shifts in behaviour and attitudes
about pain that encourage activity (such as
exercise or work). Williams and colleagues
describe the development of a booklet for
sufferers from hip and knee osteoarthritis to
help and support activity, using similar
principles to a widely used booklet for back
pain.5 From one perspective, it is simply
appropriate practice for primary care to
provide such information regardless of
specific effects on pain or disability. But it is
important also not to be complacent about
the extent of these effects, which in
isolation may be limited. In osteoarthritis,
provision of support and advice from expert
patients improved new patients’
confidence about what they could achieve
but with no clear evidence of changes in
pain and daily activity.12 Back pain has
appeared more responsive, and
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Buchbinder and colleagues have shown
that media campaigns to support the
provision of information and advice can
affect population behaviours such as
sickness absence rates.13 Attempts to
replicate this elsewhere than Australia,
however, suggest that, while public and
healthcare professional perceptions
change, behavioural or clinical outcomes,
such as lower rates of pain or work loss, do
not necessarily follow.
However, it is worth being positive.

Patients are often told there is little to be
done and that aches and pains are an
inevitable consequence of ageing. In both
back pain and joint pain, recent surveys of
healthcare professionals have found
extensive continuing use of language and
approaches that discourage activity or
early return to work.14,15 The capacity of
such negative language to exacerbate
persistence of aches and pains and
restricted activity has yet to come under
the research microscope, but it is
interesting to read examples of the
language in Williams et al’s booklet
emphasising the positive benefits of
physical activity.5 The authors highlight
also the problem of confused messages —
exercise can cause osteoarthritis (as it may
do in elite Finnish marathon runners or
professional footballers’ knees over-
treated with steroids) and yet is beneficial
for osteoarthritis (as it is in moderation or
particularly when advice is delivered by
physiotherapists). Previous research on
back pain has also highlighted the
detrimental effect of inconsistency
between printed and verbally delivered
advice.16 The role of Williams’ focus groups
in pointing this out emphasises the need
for public and patient involvement in the
development of educational material.
The most compelling argument for ‘stay

positive but critical’ rests on the sheer
frequency of musculoskeletal pain in
primary care. From a primary prevention
perspective, public health targets such as
injury prevention, obesity control, promotion
of work as a positive contribution to health,
and increased physical activity, would, on
available evidence, improve population
musculoskeletal health. In effect, because
so much musculoskeletal pain is presented
to primary care, health professionals in that
setting have the opportunity to contribute to

the public health endeavour through
secondary prevention. If primary care
professionals, such as GPs or
physiotherapists, can steer patients to
interventions that result in a modest
reduction in pain, promote activity or
participation despite the pain, or relieve the
distress or catastrophising ideas about pain
which can make pain worse or more
disabling, then such effects regularly
produced in many people could have a
substantial impact on population levels of
pain and disability and on the capacity to
participate fully in social and domestic life.
Diagnostic procedures or medications,
however important for certain subgroups
and individuals, alone cannot solve the
problem, and might be costly and ineffective
if applied to the total population of primary
care patients with chronic pain.
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