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1. Introduction

Within the past decade or so, important signals about the burden
of chronic pain at population level have emerged from separate
fields of work. Broadly speaking, these fields can be divided into 2
main categories—(1) national and subnational population studies
that have specifically focussed on characterising the burden of
chronic pain in general, or specific pain conditions such as low-
back pain,’®** and (2) global studies that characterise and rank
the leading causes of death and disability at population level,
conducted under the umbrella of the Global Burden of Disease
Project (GBD)® and by the WHO, using similar methods.'” An
implicit shared purpose of these 2 fields is to provide evidence to
inform policy responses that will lead to overall improvement in
population health.

The connection between these 2 fields has, to date, mainly
been limited to incorporation of data from some specific national
and subnational population studies of chronic pain burden into
the GBD estimation methods, and use of the significant
methodological advances in how to measure burden of disease.
The improvements in measurement have come from the GBD
over more than 2 decades by researchers and governments in
individual countries to improve local studies of burden of
disease.!

Despite the evolution of a better evidence base, there has been
a lack of translation into effective and coherent global pain policy.
In this article, we suggest that there is considerable potential to
use local policy action research to develop an evidence base that
is both more robust and policy-relevant. We argue that such an
approach would further the important aim of reducing the global
burden of pain. The ultimate goal is to shift the goal away from
statistical accuracy of burden metrics towards applying evidence
and testing policy-oriented solutions.

The aims of this article are as follows: (1) to summarise recent
evidence about the global burden of pain coming from the GBD
about musculoskeletal pain, (2) to contextualise this evidence
with insights emerging from our broader understanding of pain at

a population level and as a chronic condition, and (3) the
production of evidence and its relationship to global priority
setting and the global health policy landscape. We then propose
an agenda for expanding the body of evidence for policy and
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to a diverse, multiactor global health policy environment. This
environment encompasses not only standing intergovernmental
bureaucracies (including the World Health Organization)—but
also a large number of state and nonstate organisations that
engage in health policy advocacy, development, and implemen-
tation.*®
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path that predetermines that strong evidence inevitably leads to
action, or that agenda setting precedes policy development and
implementation. Rather, policy decisions are made in multiple
locations, by multiple actors continuously working through a mix
of agenda setting, decision-making, policy formulation, evalua-
tion, and implementation stages. Policy development can
accelerate under favourable conditions, such as focussing
events, and when policy communities work together to build
institutions and frame policy ideas in ways that gain traction.??
The evidence base to support such policy ideas should in-
corporate not only the extent of the problem and why we need to
pay more attention to it (defined inevitably as burden) but also
evidence regarding the success of different visions, policy
solutions, and policy actions.

At the global policy level, the main tools of policy (instruments
available to bring about change) are the following: goals and
targets (and their monitoring); fund transfers; contractual treaties
(such asinternational conventions and protocols); sanctions; best
practice models with technical assistance, and implementation
partnerships. Not all of these are desirable, appropriate, or
effective in global pain policy (or health in general). However, all
require an evidence base to be sustainable and effective. So, for
example, to set global goals for musculoskeletal pain, we need to
understand not only the level of burden, but also what is
achievable in terms of reduction of that burden. With respect to
fund transfers, we need to know who is spending what, on
alleviating the pain burden, and what policies and programs show
high potential to reduce burden. In terms of implementation
partnership building, we need to know where the capacity lies
within a system to affect change, and how different actors can,
and need to work together. With respect to best practice/
technical assistance, we need to know what has worked, for
whom, in what context so as to work in local contexts to translate
this evidence. This aligns with the findings of a Cochrane
systematic review of psychological therapies for chronic pain
published in 2012, which similarly concluded that the future
direction of research should be to understand which components
work best for whom.?® A renewed global project investing in
gathering all these types of data is possible and should be
a priority for future global pain community.

5. Conclusion

In a policy climate where metrics are intended to provide a reliable
simplified proxy for real world burden, premature mortality
remains an easily graspable and often used statistic. However,
this is not easily compatible for chronic conditions with complex
aetiologies and impacts on health and well-being such as
persistent pain. Pain burden and its policy solutions are also
particularly difficult to conceptualise with metrics. This is because
of the co-occurrence with other conditions and challenges
differentiating and classifying pain as a condition in its own right
at a population level, in addition to currently fragmented and
partial capture of primary pain pathologies. More recently, calls
for recognition of the burden of pain have been accompanied with
directions for policy solutions, including setting global targets,
integrating musculoskeletal health into national policy reform, and
building treatment and prevention of pain into health financing
and health care integration strategies.®
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