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Purpose: Chronic pain is characterized by a persistence beyond the healing time of the injury. However, clinical documentation in 
this field remains highly variable, limiting the quality of patient care and research. Due to its multifactorial nature, a comprehensive 
evaluation of the methods used is essential. The objective of this work was to develop a consensus to define the optimal requirements 
for the evaluation of patients with chronic pain, with implications for real-world data analysis, predictive modeling, and standardized 
care pathways.
Patients and Methods: A Delphi method was employed to gather expert opinions and to establish optimal criteria for evaluating 
chronic pain patients. After composition of the steering group and selection of the expert panel, based on clinical experience and 
multidisciplinary background, three surveys were conducted related to patient/pathology, treatment and follow-up. Survey items were 
derived from literature review and clinical guidelines and rated on a 5-point Likert scale. Three rounds per survey were conducted and 
the variables were categorized as essential if more than 70%/70%/75% of the experts agreed and less than 20%/10%/5% disagreed in 
each of the 3 rounds. The variables on which there was most consensus cover the whole pain management, including demographics, 
pain treatments, and follow-up assessing pain and medication consumption.
Results: The number of variables considered essential to be collected were 38/60 in patient/pathology survey, 103/150 in treatment 
survey and 13/34 in follow-up survey, reaching an overall percentage of 63.1%. The variables on which there was most consensus 
cover all pain management, including demographics, pain treatments, and follow-up assessing pain and medication use.
Conclusion: This work identifies several variables considered essential in the management of chronic pain patients, covering aspects 
related to the patient, pathology, treatment and follow-up, pointing out the importance of consensus within this field of medicine.

Plain Language Summary: Chronic pain can have a serious impact on people’s lives, often lasting for months or years and affecting 
their ability to work, sleep, and enjoy daily activities. Doctors and healthcare teams need reliable and consistent information to 
properly assess and treat people living with chronic pain. However, there is no widely agreed list of the most important information 
that should be collected when seeing these patients. 
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To help solve this, a group of pain specialists from across Spain worked together using a method called Delphi. This approach 
allows experts to anonymously share their opinions over several rounds of surveys until they reach agreement. The goal was to identify 
an optimal set of essential information that should be recorded for every person with chronic pain. 

The researchers developed three surveys focused on the patient’s condition, the treatments received, and the follow-up care. After 
three rounds, the group agreed on a list of 154 key data points. These include details such as pain location, treatments used, medication 
response, and how pain affects the person’s daily life. 

This agreed set of information – called the Optimal Information for Chronic Pain (OICP) – can help improve communication 
between healthcare professionals, support better decision-making, and make it easier to compare results between clinics and research 
studies. It also sets a foundation for using real-world data and digital tools in chronic pain care. 

By standardizing how chronic pain is evaluated, this work aims to improve the quality and consistency of care for people living with 
this challenging condition.

Keywords: consensus methodology, real-world data, health information standardization, clinical data collection, pain medicine, 
multidisciplinary evaluation

Introduction
Chronic pain affects between 11% and 40% of the world´s population,1 with an estimated prevalence of 20.4% in the 
United States alone.2 At the same time in the United Kingdom, chronic pain was estimated to have a combined 
prevalence of 43.5%,3 with an annual incidence rate of 8.3%,4 while in Europe, studies report a percentage of the 
population with chronic pain of around 20%.5

This high prevalence also implies a major socioeconomic challenge for healthcare services. The significant limitations of 
these patients in their ability to work and participate in daily activities further increases the demand for healthcare resources. 
Thus, chronic pain also represents a significant economic burden in both the United States and Europe.1 In the United States, 
for instance, the annual economic cost of chronic pain is estimated to be between 560 billion and 635 billion dollars.6

One of the main characteristics that could define chronic pain is its persistence beyond the healing time of the lesion that 
initially caused it, without a clearly identifiable cause.7 It affects the quality of life of those who suffer from it, with serious 
physical and emotional consequences.8 According to the World Health Organization (WHO) and the International Association 
for the Study of Pain (IASP), chronic pain is not simply a symptom, but a disease in itself.9 In contrast to acute pain, which is 
a resolving response to tissue damage, chronic pain no longer has evolutionary benefits. It cannot be easily eradicated, and its 
management focuses on controlling it to restore the patient’s function and emotional well-being.10,11

The subjective and multifactorial nature of chronic pain makes its accurate diagnosis difficult. Biological, psycho
logical and social factors influence the perception of pain, complicating its proper assessment.1 This makes the approach 
and treatment of this pathology a challenge for healthcare professionals. Thus, pain management involves the application 
of different treatments, alone or in combination, including pharmacological therapy, interventional procedures, physical 
therapy and/or behavioral therapy,12,13 with a gaining popularity in most recent therapies such as biological therapies 
within the framework of regenerative medicine.14

Given the complexity and multidisciplinary nature of chronic pain, a comprehensive evaluation of the current 
methods used in its diagnosis and management is essential. This approach encompasses not only the diversity of 
pathologies associated with chronic pain, but also the need to guide the future use of treatments and establish 
standardized working protocols for patients.

Clinicians face multiple challenges when evaluating patients with chronic pain. Patient history is often incomplete 
due to limited recall or fragmented documentation, and access to prior records is frequently insufficient. Structured 
documentation is further hindered by system-level barriers such as time constraints, complexity of electronic health 
records, and limited staffing. These issues are compounded by long wait times and shortages of pain specialists. As 
a result, data capture is often inconsistent, reducing the quality of care and limiting the value of clinical data for research. 
These challenges highlight the need for a standardized documentation framework to improve consistency and support 
clinical and scientific progress.
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Several national and international guidelines exist for the diagnosis and management of chronic pain (eg, IASP 
criteria, NICE guidelines, and pain society protocols).11–15 However, these documents typically focus on clinical criteria 
and treatment recommendations rather than providing a standardized set of variables to be collected in real-world clinical 
settings.16,17

Therefore, the objective of the present work was to develop a consensus to define the optimal requirements for the 
evaluation of patients with chronic pain, using the Delphi consensus method. This widely used method helps structure 
expert consensus when empirical evidence is limited. However, its reliability depends on the quality of expert selection 
and the available evidence base.18,19

Materials and Methods
Study Design
This was a Delphi consensus study designed to define a minimum dataset of essential variables for chronic pain patient 
assessment and interventional management following the recommendations of the guidelines for Delphi studies.20,21 

Although the study was not prospectively developed following the CREDES guidelines, we have referred to them 
retrospectively to improve transparency in reporting.19

The process included three iterative rounds for each of the three domains explored: patient/pathology, treatment, and 
follow-up. Surveys were distributed electronically using a secure online platform, and all data were anonymized prior to 
analysis. Participants rated items using a 5-point Likert scale and could provide free-text suggestions at each round.

Steering Group Composition
The steering group consisted of 11 multidisciplinary members with clinical and academic expertise in chronic pain, 
research, and consensus methodologies. All had prior experience with Delphi studies. The group was responsible for 
selecting items to be assessed, designing the survey structure, analyzing intermediate results, and preparing subsequent 
rounds.

Selection of the Expert Panel
Experts were required to be clinically active physicians with recognized expertise in chronic pain, demonstrated by 
leadership positions, scientific publications, or national/international recognition. Eleven principal investigators were 
purposively selected from four specialties: anesthesiology/pain medicine, rehabilitation, rheumatology, and traumatology. 
Each investigator then nominated at least five additional experts meeting the same eligibility criteria (snowball 
sampling), resulting in a diverse and experienced panel.

A total of 52 experts were included: 26 anesthesiologists, 13 rehabilitation physicians, 9 orthopedic surgeons, and 4 
rheumatologists. Experts received Email invitations with personalized links to the surveys. Non-responders received up 
to two electronic reminders per round. Only completed responses were included in each round’s analysis, though 
participants remained eligible for subsequent rounds.

Delphi Process and Item Generation
The study was prospectively designed to include three rounds per survey. Items were derived from targeted literature 
review, national and international clinical guidelines, routinely collected variables in electronic health records, and the 
clinical experience of the steering group. Surveys were organized into three thematic areas: (1) Patient and pathology 
characteristics, (2) Treatment variables and (3) Follow-up assessment (Supplementary Material). In Round 1, participants 
rated all initial items and could suggest new ones via free-text responses. The steering group reviewed free-text 
comments using thematic analysis. Suggestions deemed relevant were added as new items or used to reword existing 
items for subsequent rounds.

All items were rated on a 5-point Likert scale (1 = strongly disagree; 5 = strongly agree). Consensus rules remained 
constant across rounds; only the thresholds became more stringent:
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● Round 1: Items were retained if ≥70% of participants rated them as “agree” (scores 4–5), and ≤20% rated them as 
“disagree” (scores 1–2).

● Round 2: Thresholds tightened to ≥70% agreement and ≤10% disagreement.
● Round 3: Final consensus required ≥75% agreement and ≤5% disagreement.

Items that did not meet these criteria were either discarded or classified as “no consensus.” Items that met inverse 
thresholds (eg, high disagreement) were classified as “negative consensus.” No changes were made to the definition of 
consensus during the study; only the strictness of the thresholds increased with each round. The first round of the first 
survey was conducted in September 2024, and the third round of the fourth and final survey in January 2025.

Data Analysis
Survey data were exported to Microsoft Excel for descriptive statistical analysis. For each round, percentages of 
agreement/disagreement were calculated. In Round 3, weighted means were also calculated by computing agreement 
scores within each specialty and averaging across them, to ensure equal representation regardless of panel size.

Results
The number of variables considered essential to be collected were 38/60 in patient/pathology survey, 103/150 in 
treatment survey and 13/34 in follow-up survey, reaching an overall percentage of 63.1%. The variables on which 
there was most consensus cover all pain management, including demographics, pain treatments, and follow-up assessing 
pain and medication use.

The results of the preliminary survey of the most frequent pathologies and treatments in medical practices are shown 
in Table 1. Concerning the three main blocks of the study, the first survey consisted of 60 variables related to the patient 
and pathology, the second of 150 variables related to treatment and the third of 34 variables related to follow-up. The 
number of variables on which a consensus was reached to be considered optimal to be collected were 38, 103 and 13, 
respectively, reaching an overall percentage of 63.1%.

Patient and Pathology Variables
Table 2 lists the variables considered as optimal in the collection of data on the patients and the pathology they suffer 
from. Regarding patient characteristics, most of them are related to demographic aspects, medication or medical history, 
as well as employment status. Thus, the variables that reached the greatest consensus (over 95%) were medical history 
(100%), current pain medication (100%), current psychiatric medication (99%), current anticoagulant medication (97%) 

Table 1 Most Common Pathologies and Treatments

Weighted Total

Pathology
Musculoskeletal pain - lumbar pain - low back pain 75% 83%
Musculoskeletal pain: peripheral musculotendinous, ligamentous and/or bursal pain. 90% 83%

Musculoskeletal pain: peripheral joint pain: knee, shoulder, elbow, ankle, etc. 95% 90%

Neuropathic pain. Chronic painful radiculopathy 64% 75%
Treatments

Rehabilitation treatments. Physiotherapy - manual therapy 70% 52%

Infiltrations / Blocks. Corticosteroids 67% 77%
Infiltrations / Blocks. Local anesthetic 66% 75%

Infiltrations / Blocks. Hemoderivatives (Platelet-Rich Plasma & Others) 85% 75%

Radiofrequency techniques. Pulsed radiofrequency 58% 73%

Notes: “Weighted” refers to the consensus percentage adjusted by specialty to ensure equal contribution from each discipline. 
“Total” reflects the overall percentage of agreement regardless of specialty distribution.
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and drug allergies (96%). Regarding the subset related to the pathology, 88.8% (16/18) of the proposed variables were 
agreed upon with a high level of consensus, highlighting diagnosis (100%), night’s rest (100%), main treatment (100%) 
and factors that improve pain (100%).

Treatment Variables
The survey on the variables to be collected related to the treatment was divided into 11 different blocks depending on 
each treatment and with a great variety in the percentage of variables agreed upon per treatment: magnetotherapy (50%), 
shock waves (64.3%), cryotherapy (55.6%), manual therapy (100%), dry needling (33.3%), rest (83.3%), infiltrations and 
blocks (80%), blood-derived products (57.7%), neuromodulation (60%), medullary neurostimulation (94.4%) and radio
frequency (80%).

The agreed variables are shown in Table 3. The variables with the highest degree of agreement were common to the 
different treatments, especially the area of localization, the number of sessions and the mode of application.

Follow-up Variables
Table 4 shows the optimal variables to be collected during patient follow-up. Thirteen of the 34 variables proposed 
(38.2%) were accepted by consensus. The variables that reached the highest degree of consensus were related to the 
effectiveness and safety of the treatment, such as the evolution of pain intensity (97%) and the appearance of adverse 
effects and complications (97%). The full set of results, including agreement and disagreement percentages for each item 
across all three Delphi rounds, is available in the Supplementary Material.

Table 2 Optimal Patient- and Pathology-Related Variables to Be Collected

Patient Variable Weighted Total Pathology Variable Weighted Total

Medical history 100% 100% Diagnosis of pathology 100% 100%
Current pain medication 100% 100% Night’s rest 100% 100%

Psychiatric medication 99% 98% Main treatment 100% 100%

Anticoagulant medication 97% 98% Factors that start or improve pain 100% 100%
Drug allergies 96% 96% Previous treatments 99% 98%

Drug intolerance 94% 92% Location 99% 98%

Date of birth 94% 94% Duration 97% 96%
Psychiatric history 93% 94% Other associated treatments 96% 92%

Surgical history 93% 94% Continuous or intermittent 96% 94%
Family support 90% 85% Response to previous treatments 95% 94%

Medical history number 89% 92% Severity 94% 94%

Current employment situation 88% 94% Functional impact 92% 92%
Type of work (intensity) 85% 88% Laterality 90% 90%

Gender/Sex 84% 86% Start date of indicated treatment 89% 92%

Previous psychological therapy 82% 81% Frequency of indicated treatment 87% 86%
Ex-consumer of illegal drugs 82% 81% Number of sessions 87% 86%

Type of illegal drug 78% 75%

Current medication 78% 78%
Weight 76% 76%

Litigations 75% 82%

Sleeping disorders 73% 82%
Food allergies 70% 64%

Notes: “Weighted” refers to the consensus percentage adjusted by specialty to ensure equal contribution from each discipline. “Total” 
reflects the overall percentage of agreement regardless of specialty distribution.
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Table 3 Optimal Treatment-Related Variables to Be Collected

General Consensus Magnotherapy Consensus
Treatment date 93% Area of location 100%

Physician 91% No. of sessions 100%
Duration 90%

Shock waves Consensus Magnetotherapy type 90%

Waves type 100% Magnetic field intensity 80%
Application mode 100% Magnetic field frequence 70%

Area of location 100% Interval between sessions 70%

No. of sessions 100%
Applied energy 92% Cryotherapy Consensus
No. of pulses 92% Area of location 100%
Interval between sessions 92% No. of sessions 100%

Application head type 83% Temperature 89%

Pulse rate 75% Type 79%
Pressure waveform 75% Interval between sessions 71%

Duration 71%

Manual therapy Consensus
Type 100% Dry needle Consensus
Area of location 100% Area of location 100%

Associated exercises 92% No. of sessions 100%
No. of sessions 92% Interval between sessions 100%

Duration 92%

Interval between sessions 77% Infiltrations or blocks Consensus
Area of location 100%

Rest Consensus Image-guided 100%

Type 96% Drug name 95%
Associated exercises 93% Dose unit 95%

Duration 92% Final dose administered 95%

Mobilization 88% Medication group 91%
Time of rest duration 81% Type of infiltrated tissue 91%

Intended dose administered 88%

Blood-derived products Consensus No. of infiltration locations 88%
Final obtained volume 100% Final volume administered 88%

Area of location 100% Concomitant medication 84%

Image-guided 100% Intended volume administered 84%
No. of infiltration locations 95%

Administrated volume 95% Electrical neuromodulation Consensus
Administrated dose 95% Area of location 96%
Type of infiltrated tissue 92% Treatment frequency 88%

Final product analysis 82% Type of current 84%

Activation 82% Pulse width 76%
Technical issues 80% Duration 76%

Type of production system 76% Stimulation frequency 72%

Final PRP appearance 76% Parameter modulation 72%
Initial blood volume 76% Intensity perceived 70%

Final product formulation 74%

Type of anticoagulant 71% Medullary neurostimulation Consensus
Type of activator 71% No. of electrodes 100%

Centrifugation speed/time 71% Compatibility with MRI 100%

Test phase time 100%

(Continued)
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Discussion
In the present work, a number of variables were identified using the Delphi method, which were agreed upon by the panel 
of experts as optimal to be collected during the management of a patient suffering from chronic pain. Of all the variables 
consulted, 63.1% were selected by consensus, divided into variables related to the pathology and the patient, as well as to 
the treatment and follow-up.

Table 3 (Continued). 

Radiofrequency Consensus Type of stimulation 96%
Type of technique 100% Generator location 96%

Active tip size 100% Location of electrodes 96%

No. of infiltration locations 100% Technical issues 92%
Area of location 100% Rechargeability 91%

Temperature 97% Stimulation frequency 91%

Needle size 97% Implanting specialty 87%
Steerable catheter 95% Placement approach used 87%

Voltage 95% Pulse duration 83%

Total time 92% Pulse intensity or amplitude 83%
Minimum voltage (motor) 90% Impedance 83%

Minimum voltage (sensory) 90% Battery life 83%

Technical issues 90% Product/Manufacturer 74%
Monopolar/Bipolar 89% Electrode length 74%

Straight/curved needle 84%

Pulse width 82%
Pulse repetition frequency 79%

Impedance 72%

Notes: Total and weighted consensus are identical in this table because responses were restricted to professionals who 
routinely use the technique; therefore, every voter is weighted equally, independent of specialty. 
Abbreviations: No, number; MRI, Magnetic Resonance Imaging.

Table 4 Optimal Essential Follow-Up Related Variables to Be 
Collected

Follow-Up Variable Weighted Total

Pain intensity 97% 95%

Adverse effects and complications 97% 95%

Physical activity performed 88% 88%
Type of adverse effect 87% 91%

Cause of adverse effect 85% 86%

Overall patient satisfaction 84% 81%
Change in type of medication consumed 83% 91%

Evaluation of neuropathic pain 81% 86%

Change in medication dose consumed 81% 88%
Functional evaluation of the affected area 79% 81%

Physical examination of the patient 78% 88%

Psychological status of the patient 74% 81%
Daily activity of the patient 73% 84%

Notes: “Weighted” refers to the consensus percentage adjusted by specialty 
to ensure equal contribution from each discipline. “Total” reflects the overall 
percentage of agreement regardless of specialty distribution.
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The identification of the variables described in this work are considered to be collected in daily medical practice, 
facilitating healthcare professionals to collect in a standardized way all the necessary information for a correct diagnosis, 
treatment and follow-up of patients with chronic pain. In addition, this standardization will allow clinical research to be 
conducted through Real-World Evidence (RWE) studies. The rise of these kind of studies is significantly transforming the 
landscape of clinical research and healthcare decision making. Unlike traditional controlled clinical trials, these studies 
are based on real-world data, such as electronic medical records and patient registries. This makes it possible to evaluate 
the effectiveness and safety of treatments in everyday settings, more representative of routine medical practice.22 This is 
of particular importance in the field of pain, where interest in RWE for benefit-risk assessments of pain treatments and 
procedures is increasing, given the paucity of drugs showing efficacy in randomized controlled trials.23 This approach has 
been successfully used by Venkatraman et al to collect variables in patients with chronic pain treated by spinal cord 
stimulation, improving patient satisfaction compared to registries to date.24 Moreover, RWE studies are being used in 
many other pathologies and treatments related to chronic pain such as migraine,25 neck pain,26 peripheral nerve 
stimulation27 or pulsed radiofrequency targeting on dorsal root ganglion.28 A comprehensive and systematic data 
collection combined with next-generation data analysis and implementing artificial intelligence would allow the devel
opment of algorithms that would optimize decision making in the management of these patients.

Regarding patient- and treatment-related factors, the variables selected cover typical medical history data such as 
demographic characteristics, medical and medication history, previous treatments, and concomitant pathologies. It is 
worth noting the high consensus reached by the experts on including variables such as psychological and psychiatric 
history, family support or history related to drug use. This is in line with previous studies demonstrating the importance 
of these factors in this type of pathology.29,30 Paradoxically, variables also included in the psychosocial sphere such as 
drug and tobacco abuse, financial situation, marital status or sexual abuse in childhood were among those that reached the 
least consensus, possibly due to excessive intrusion into the patient’s privacy.31

The collected variables related to treatment point out the most used treatments for chronic pain. It is worth mentioning that 
biological treatments framed in regenerative medicine are amongst these treatments. More specifically, the use of blood-derived 
products such as Platelet Rich Plasma, is shown to be emerging strongly in pain medicine, thanks to their anti-inflammatory and 
tissue repair-stimulating properties.32 However, one of the main problems with this type of treatment is its great heterogeneity, 
which often leads to contradictory results and confusing conclusions.33 Therefore, an exhaustive data collection that includes 
aspects on the type of product and protocol applied is necessary for the optimization of biological therapies.34 The variables 
agreed upon in this work coincide with the recommendations of the MIBO guidelines (Minimum Information for Studies 
Evaluating Biologics in Orthopaedics) in which the characterization of the final product is essential.35 Finally, it is necessary to 
point out the absence of variables on treatments based on cell therapies, which could indicate the initial state of these products.

Finally, the follow-up variables selected in this study are consistent with previous similar studies where aspects such 
as pain, medication consumption and adverse events were the most relevant.7,36 Thus, in the present study the expert 
panel reached a broad consensus in identifying as essential variables the assessment of pain intensity, complications and 
adverse effects, and changes in medication type or dosage, as well as functional assessments and patient satisfaction. 
Interestingly, a presumably objective indicator in patient assessment such as the number of days of sick leave, was the 
variable that reached the least consensus among the experts, probably due to the influence of other aspects unrelated to 
the pathology such as economic, social, work space conditions or moral considerations.37–39 Of note, no consensus was 
reached for certain clinical conditions such as headache, complex regional pain syndrome (CRPS), and polyneuropathy. 
This may reflect the inherent heterogeneity in their clinical presentation, variability in diagnostic and therapeutic 
approaches, or the possibility that some of these conditions were less familiar to a subset of panelists depending on 
their subspecialty focus. These results highlight the need for further consensus development in specific pain syndromes.

Our findings must also be interpreted considering existing guidelines. For example, the IMMPACT initiative 
recommends the use of validated core outcome domains to evaluate treatment effectiveness in clinical trials.40 

Similarly, the IASP and the European Pain Federation (EFIC) have published guidance on the assessment of chronic 
pain.41,42 The OICP framework does not aim to replace these efforts, but rather to complement them by providing 
a standardized optimal dataset applicable in real-world clinical practice and multicenter registries. This approach may 
bridge the gap between guideline-based outcome measurement and the variability observed in routine care.43
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The main limitations of this study are inherent to the Delphi process. Firstly, although the questions and variables 
provided by the steering group to the expert panel were considered broadly extensive, it is possible that factors that could 
have been considered essential by the expert panel were missing. Secondly, although chronic pain is a cross-cutting 
condition across the specialties to which the members of the expert panel belong, the imbalance between the number of 
specialists in the different types of specialties could be a bias in the final selection of the variables. Another limitation is 
that the initial selection of candidate variables was not based on a formal systematic literature review. Instead, the 
steering group developed the list using targeted literature searches, routinely collected data in electronic health records, 
and expert clinical experience. While this pragmatic approach aimed to reflect real-world practice, future studies could 
benefit from a more structured evidence synthesis in the item development phase.

Additionally, no patients or patient representatives were included in the Delphi panel. While the aim of this first 
phase was to establish consensus among clinicians on core clinical data elements, we acknowledge that this limits 
the framework’s ability to reflect patient-centered outcomes.40 Future developments of the MICP framework should 
incorporate the perspectives of people living with chronic pain, especially regarding outcome domains that matter 
most to them in treatment evaluation and daily life. While the OICP framework provides a comprehensive reference 
for chronic pain data collection, its implementation may be limited by variability in clinical documentation, resource 
constraints, and healthcare system differences. It should be interpreted as a flexible guidance tool — a “North 
Star” — rather than a rigid standard. Adoption can be gradual and tailored to local capacity, prioritizing the most 
feasible and impactful variables. Also, the external validity of the OICP recommendations may be limited by 
geographical factors. The expert panel was composed exclusively of clinicians practicing in Spain, which may 
influence prioritization of certain data elements. Moreover, some interventional techniques or therapies included in 
the consensus may not be available or widely used outside of European healthcare systems. As such, future 
adaptations of the OICP framework should consider regional practices, resource availability, and regulatory 
environments.

Implementing the OICP framework into electronic health systems could help standardize data collection and 
enhance the understanding of chronic pain conditions and their management. This, in turn, may facilitate the 
generation of high-quality real-world data to develop predictive models that support more effective and personalized 
treatment strategies.

Conclusion
This work identifies several variables considered optimal in the management of chronic pain patients, covering aspects 
related to the patient, the pathology, the treatment and the follow-up, pointing out the importance of consensus within this 
field of medicine. The collection and analysis of these variables during medical practice could help to improve and 
optimize future decision-making in the management of such a heterogeneous and complex pathology, which chronic pain 
is considered to be.
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