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Background: While there is an extensive body of research regarding pain and its treatment in developed countries, little research on
this topic has been performed in developing countries. This study aimed to investigate the diagnosis, treatment, and treatment
satisfaction in individuals with pain in urban China using real-world data.
Methods: All respondents from the 2013, 2015, and 2017 China National Health and Wellness Survey were included in the analysis
and were classified into diagnosed and undiagnosed groups according to their self-reported physician diagnosis or experience in the
past month. The following five categories of pain were analysed: headache, cancer-associated pain, musculoskeletal pain, neuropathic
pain, and fibromyalgia. Rates for diagnosis, treatment, and satisfaction with medication were calculated overall and for each pain type.
Results: A total of 3802 respondents reported experience of at least one type of pain in the past month. Among those, 61.2% were
diagnosed with a pain-related condition, the majority of which (84.0%) were receiving treatment. For diagnosed respondents taking over-
the-counter and/or prescription medication, 70.3% were satisfied with their treatment. Comparing between pain types, the diagnosis rates
for cancer-associated pain (32.7%) and fibromyalgia (22.8%) were relatively low, whereas respondents with musculoskeletal pain has the
highest diagnosis rate (61.1%). Respondents with cancer-associated pain had the lowest satisfaction (30.0%) with over-the-counter and
prescription medication, while respondents with headache (76.2%) had the highest satisfaction rate with such medications.
Conclusion: Our study highlights the importance of raising awareness for pain management as well as education and training for
healthcare providers and patients.
Keywords: pain management, diagnosis, treatment, treatment satisfaction, China

Introduction
Pain is one of the most common reasons for seeking medical care and has been linked to impairments in daily activities,
reduced quality of life,1 psychological comorbidities,2 and substantial personal and societal economic burden.3 The
prevalence of pain has been reported to be as high as 24% globally,4 and rates between 25.8% to 45.9% have been
reported in China, depending on the type of pain and population investigated.5–8

Numerous pain relief treatments are available and the selection of appropriate pain management depends on the
intensity, duration, and mechanism of the pain. The pharmacological management of pain comprises analgesics,
nonsteroidal anti-inflammatory drugs (NSAIDs), muscle relaxants, anti-depressants and anti-convulsants.9 Non-
pharmacological treatment includes surgery and physical or psychological therapy.9 Additionally, traditional Chinese
medicine (TCM) is a widely used option in China and encompasses both pharmacological treatments based on herbal
medicine and non-pharmacological treatments such as acupuncture and spinal manipulation.10 Due to the complexity of
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pain, any one treatment is rarely adequate to provide lasting and meaningful pain reduction on its own. Thus,
a multimodal treatment strategy offers patients the best possibility for improvement.11

Despite the wide array of treatments available, unrelieved or poorly controlled pain remains a pressing global health
issue.12 Poor pain management exacerbates patients’ conditions resulting in consequences for both the individual and the
healthcare services.13 Lack of sufficient education of both healthcare providers and patients has been reported as one of
the leading obstacles preventing proper pain management.12,14 In this regard, a recent survey of chronic pain in China
reported that 24.1% of respondents had never gone to hospital for pain-related symptoms and 36.8% had never received
treatment for their pain, owing largely to their perception that chronic pain was not harmful.15

While there is an extensive body of research investigating pain and its treatment in developed countries, only limited studies
have been performed in Asia and specifically in China. To address this issue, this study aimed to investigate the diagnosis,
treatment, and treatment satisfaction in individuals with pain in urban China using real-world data. The study focused on five
categories of pain: headache, cancer-associated pain, musculoskeletal pain, neuropathic pain, and fibromyalgia.

Methods
Data Source
Data were obtained from the 2013, 2015, and 2017 China National Health and Wellness Survey (NHWS) which is
a sample of 64,991 adults (18+ years). The NHWS is an annual, self-administered, internet-based survey managed by
Kantar Health. The survey is provided in the Chinese language and is completed nationwide by residents in urban
settlements. The survey has been shown to provide reliable results in the Chinese population.16 The sample is stratified
by gender, age, and region to represent the demographic composition of the urban adult population in China.
Representativeness of the data has been validated and weighted against the official Chinese Statistical Yearbook. The
questionnaire for the NHWS were approved by the Pearl Institutional Review Board (Indianapolis, USA). All individuals
who completed the survey provided informed consent.

Potential respondents to the NHWS were identified through an existing web-based consumer panel, Lightspeed
Research (LSR). Panel members explicitly agreed to join the LSR panel and received periodic invitations to participate in
online surveys (not just health related). Members of the panel were recruited through a variety of means including co-
registration with other internet panels, e-newsletter campaigns, and banner placements. Respondents were selected using
a quota sampling framework based on age and gender.

Respondent Groups
Respondents were classified into two groups according to their self-reported physician diagnosis or experience: 1)
diagnosed group, respondents who have experienced pain in the past month and have a diagnosis of the corresponding
pain-related disease, and 2) undiagnosed group, respondents who experienced pain in the past month but do not have
a diagnosis of the corresponding pain-related disease. Undiagnosed respondents who may or may not have sought
a diagnosis from a physician.

Pain Categorization
Five types of pain were analyzed separately in this study, 1) headache (migraine or headache), 2) cancer-associated
pain, 3) musculoskeletal pain (arthritis or joint pain [including bursitis, knee, foot, but not shoulder, hip or neck], or
lower back pain [lumbar area]), 4) neuropathic pain (neuropathic pain, or phantom limb pain [neuropathic pain following
amputation], post herpetic neuralgia, spinal disk [ruptured/herniated/bulging/degenerative]), and 5) fibromyalgia.

Demographics and Health Characteristics
Respondents reported sociodemographic information including age, sex, marital status, employment status, education,
and health insurance. General health characteristics included exercise behavior, alcohol use, self-reported pain severity,
and body mass index (BMI). All respondents were requested to report whether they had a physician diagnosis of any
disease. This information was used to examine the Charlson Comorbidity Index (CCI).17 CCI was derived by weighting
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the presence of the following conditions (self-reported diagnosis) and summing the result (see Supplementary Table S1):
Human immunodeficiency virus/acquired immunodeficiency syndrome, metastatic tumor, lymphoma, leukemia, any
tumor, moderate/severe renal disease, mild liver disease, ulcer disease, connective tissue disease, chronic pulmonary
disease, dementia, cerebrovascular disease, peripheral vascular disease, myocardial infarction, congestive heart failure,
and diabetes with end organ damage. A score of zero would indicate that no comorbidities were identified. The greater
the total index score, the greater the comorbid burden on the respondent.

Respondents with a diagnosed pain condition were asked whether they were currently undergoing treatment for their
condition, and if yes, to specify the treatment type(s). Response choices included self-administered and non-self-
administered treatments. Self-administered treatments included over the counter (OTC) medication, prescription medica-
tion, and/or TCM oral remedies. Non-self-administered treatment included steroid injections, surgery, physical therapy,
electrical stimulation, ultrasound, spinal simulation, and/or alternative medicine approaches such as herbal therapy,
aromatherapy, biofeedback, hypnosis, etc.

The satisfaction rates of respondents with a diagnosed pain condition and who were currently taking OTC and/or
prescription medication were assessed. Satisfaction related to the overall experience a respondent had with a medication.
A respondent’s satisfaction for each medication treatment was obtained using a self-reported satisfaction score on a scale
of 1 to 7 (ie, 1 = extremely dissatisfied, 2 = very dissatisfied, 3 = somewhat dissatisfied, 4 = neither dissatisfied nor
satisfied, 5 = somewhat satisfied, 6 = very satisfied, 7 = extremely satisfied). For each medication, reported scores < 5
were considered as unsatisfied, and scores ≥ 5 or above were considered as satisfied. If taking multiple medications,
respondents were classified as satisfied with their overall medication if the number of satisfactory medications was
greater than the number of unsatisfactory medications. Respondents were classified as unsatisfied with their overall
medication if the number of satisfactory medications was equal to or less than the number of unsatisfactory medications.

Statistical Analysis
Descriptive analyses were used for sociodemographic measures, diagnosis rate, treatment rate, and satisfaction rate for
each type of pain. The diagnosis rate was defined as the percentage of participants who were diagnosed with a pain-
related condition relative to all those who experienced pain in the past month (ie, both undiagnosed and diagnosed). The
treatment rate was calculated as the percentage of diagnosed respondents who received treatment. The satisfaction rate of
medication was calculated as the percentage of diagnosed respondents who were satisfied with overall medications
among those taking OTC and/or prescription medication.

Independent samples t-tests and chi-square tests were performed between comparison groups for continuous variables
and categorical variables, respectively, to understand the baseline differences between the groups in terms of demo-
graphic and general health characteristics.

For all analyses, p-values <0.05 were considered statistically significant. All statistical analyses were performed using
SPSS Version 18 or Version 20.

Results
Diagnosis Rate
Out of 64,991 respondents, a total of 3802 respondents reported experiencing at least one type of pain in the past month.
Among those, 2326 (61.2%) were diagnosed with a pain-related condition by physician. Figure 1 shows the diagnosis
rate by pain type. The lowest diagnosis rates were observed for fibromyalgia (22.8%) and cancer-associated pain
(32.7%). Respondents with musculoskeletal pain had the highest diagnosis rate (61.1%), and just over half of respondents
who reported experiencing neuropathic pain or headache were diagnosed.

Tables 1 and 2 show the health and social characteristics of respondents. Over all pain types, diagnosed respondents
were older than undiagnosed respondents, and more diagnosed respondents were married or living with a partner.
Diagnosis was significantly associated with higher CCI scores, with the exception of neuropathic pain, where undiag-
nosed and diagnosed respondents had the same score. With the exception of cancer-associated pain, significantly more
diagnosed than undiagnosed respondents described their pain as severe. A clear association between diagnosis and
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exercise was not observed. For headache and musculoskeletal pain, significantly more diagnosed than undiagnosed
respondents exercised. However, the converse was observed for cancer-associated pain and neuropathic pain. For
musculoskeletal and neuropathic pain, significantly more undiagnosed than diagnosed respondents were obese.

Treatment Rate
Out of the diagnosed respondents, 1953 (84.0%) were receiving treatment for their pain. The treatment rate for each pain
type is shown in Figure 2. The rate of non-self-administered treatment ranged from 64.6% for headache to 87.5% for
cancer-associated pain. The overall rate of self-administered treatment, incorporating OTC, prescription medication and
oral TCM, was 67.5%, ranging from 65.1% for musculoskeletal pain to 93.8% for cancer-associated pain. Each self-
administered treatment was also analyzed individually. The overall rate of OTC medication was 35.7%, and was the
highest for cancer-associated pain (56.3%), followed by headache (40.4%), with the other pain types having similar rates.
The overall rate of prescription medication was 27.8%. Only a small percentage of respondents with cancer-associated
pain (6.3%) were taking prescription medication. For the remaining pain types, the treatment rate of prescription
medication ranged from 25.6% for neuropathic pain to 34.2% for headache. Treatment with oral TCM was most
common among respondents with cancer-associated pain (50.0%) and fibromyalgia (44.3%), and least common for
musculoskeletal pain (29.4%).

In comparison to respondents not taking medication (OTC/prescription/oral TCM), a greater number of respondents
treated with medication had severe pain for the pain types of headache (10.6% vs 4.2%, p<0.000), musculoskeletal pain
(5.9% vs 3.6%, p<0.000), and neuropathic pain (9.5% vs 3.4%, p=0.005). Furthermore, for these pain types, more
respondents taking medication consumed alcohol: headache (83.9% vs 75.7%, p=0.013), musculoskeletal pain (77.7% vs
71.3%, p=0.008), and neuropathic pain (79.9% vs 64.4, p<0.000). Although the same trend was observed for treated
respondents with fibromyalgia, it was not statistically significant. Respondents taking medication for musculoskeletal
pain were also more likely to be employed (76.9% vs 71.2%, p=0.016), to exercise (65.4% vs 57.5%, p<0.000), and had
higher CCI scores (0.9 vs 0.6, p<0.000) than those not taking medication.

Considering the low number of untreated respondents with cancer-associated pain (n=1), statistical testing was not
performed. The complete results of bivariate analysis can be found in Supplementary Table S2. Additionally, bivariate
analysis of demographic and clinical characteristics between treated and untreated respondents with any kind of treatment
can be found in Supplementary Table S3 and described in Supplementary Results section.

Figure 1 Diagnosis rates across pain types.
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Table 1 Health Characteristics for Diagnosed and Undiagnosed Respondents Across Pain Types

Headache Cancer-Associated Pain Musculoskeletal Pain Neuropathic Pain Fibromyalgia

Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value

Sex, n (%)

Male 322 (46.1) 300 (46.8)

0.806

7 (43.8) 8 (24.2)

0.165

641 (44.2) 395 (42.8)

0.499

174 (38.4) 188 (42.5)

0.209

39 (32.0) 133 (32.2)

0.961

Female 376 (53.9) 341 (53.2) 9 (56.3) 25 (75.8) 809 (55.8) 528 (57.2) 279 (61.6) 254 (57.5) 83 (68.0) 280 (67.8)

Age (years), mean
(SD)

40.2 (13.6) 36.6 (12.5) <0.000 50.7 (18.4) 41.0 (17.2) 0.076 44.9 (14.1) 41.3 (14.4) <0.000 47.7 (13.8) 45.7 (15.4) 0.037 44.5 (15.3) 41.9 (15.8) 0.110

CCI, mean (SD) 0.7 (1.3) 0.6 (1.3) 0.014 2.8 (4.2) 1.0 (1.1) 0.026 0.8 (1.3) 0.4 (1.0) <0.000 0.9 (1.8) 0.9 (1.4) 0.819 1.6 (2.5) 0.9 (1.8) 0.001

Pain severity, n (%)

Mild 381 (54.6) 504 (78.6)

<0.000

8 (50.0) 20 (60.6)

0.325

808 (55.7) 658 (71.3)

<0.000

213 (47.0) 317 (71.7)

<0.000

75 (61.5) 305 (73.9)

0.023

Moderate 255 (36.5) 126 (19.7) 7 (43.8) 8 (24.2) 568 (39.2) 246 (26.7) 206 (45.5) 109 (24.7) 40 (32.8) 96 (23.2)

Severe 62 (8.9) 11 (1.7) 1 (6.3) 5 (15.2) 74 (5.1) 19 (2.1) 34 (7.5) 16 (3.6) 7 (5.7) 12 (2.9)

Asian BMI, n (%)

Underweight 3 (0.4) 3 (0.5)

0.766

0 (0.0) 2 (6.1)

0.507

6 (0.4) 8 (0.9)

0.002

7 (1.6) 8 (1.8)

<0.000

1 (0.8) 8 (1.9)

0.909

Normal weight 60 (8.6) 59 (9.3) 2 (12.5) 2 (6.1) 136 (9.4) 59 (6.4) 36 (8.0) 30 (6.8) 10 (8.2) 38 (9.2)

Pre-obese 123 (17.6) 95 (14.9) 0 (0.0) 3 (9.1) 331 (22.9) 174 (18.9) 110 (24.3) 70 (15.9) 28 (23.0) 86 (20.8)

Obese 448 (64.2) 420 (66.0) 11 (68.8) 22 (66.7) 881 (61.1) 608 (66.0) 282 (62.4) 291 (66.6) 73 (59.8) 247 (59.8)

Decline to answer 64 (9.2) 59 (9.3) 3 (18.8) 4 (12.1) 89 (6.2) 72 (7.8) 17 (3.8) 42 (9.5) 10 (8.2) 34 (8.2)

Alcohol use, n (%) 570 (81.7) 511 (79.7) 0.368 11 (68.8) 32 (97.0) 0.005 1094 (75.5) 665 (72.1) 0.065 339 (74.8) 336 (76.0) 0.681 101 (82.8) 349 (84.5) 0.649

Exercises, n (%) 473 (67.8) 400 (62.4) 0.040 10 (62.5) 31 (93.9) 0.005 908 (62.6) 522 (56.6) 0.003 261 (57.6) 302 (68.3) 0.001 87 (71.3) 299 (72.4) 0.814

Note: P values were derived from independent samples t-tests for continuous variables and chi-square tests for categorical variables.
Abbreviations: BMI, body mass index; CCI, Charlson comorbidity index; n, number of respondents; SD, standard deviation.
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Table 2 Social Characteristicsfor Diagnosed and Undiagnosed Respondents Across Pain Types

Headache Cancer-Associated Pain Musculoskeletal Pain Neuropathic Pain Fibromyalgia

Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value Diagnosed Undiagnosed p-value

Marital statusa, n (%)

Married/Living with
partner

566 (81.1) 452 (70.5)

<0.000

13 (81.3) 21 (63.6)

0.210

1258 (86.8) 681 (73.8)

<0.000

392 (86.5) 364 (82.4)

0.084

101 (82.8) 314 (76.0)

0.116

Single/Divorced/
Separated/Widowed

132 (18.9) 188 (29.3) 3 (18.8) 12 (36.4) 191 (13.2) 242 (26.2) 61 (13.5) 78 (17.7) 21 (17.2) 99 (24.0)

Employed, n (%) 580 (83.1) 522 (81.4) 0.427 9 (56.3) 25 (75.8) 0.165 1086 (74.9) 724 (78.4) 0.048 326 (72.0) 315 (71.3) 0.817 91 (74.6) 318 (77.0) 0.582

Educationa, n (%)

Less than university
degree

246 (35.2) 223 (34.8)

0.620

9 (56.3) 12 (36.4)

0.362

607 (41.9) 382 (41.4)

0.512

207 (45.7) 194 (43.9)

0.525

49 (40.2) 164 (39.7)

0.928

University education 451 (64.6) 418 (65.2) 7 (43.8) 20 (60.6) 841 (58.0) 541 (58.6) 246 (54.3) 247 (55.9) 73 (59.8) 249 (60.3)

Medical insurance,
n (%)

Other/None 25 (3.6) 39 (6.1)

0.018

2 (12.5) 1 (3.0)

0.441

59 (4.1) 50 (5.4)

0.079

12 (2.7) 27 (6.1)

<0.000

2 (1.6) 14 (3.4)

0.686

Commercial 44 (6.3) 42 (6.6) 0 (0.0) 2 (6.1) 82 (5.7) 72 (7.8) 26 (5.7) 18 (4.1) 7 (5.7) 27 (6.5)

New rural cooperation 97 (13.9) 59 (9.2) 2 (12.5) 7 (21.2) 136 (9.4) 90 (9.8) 46 (10.2) 63 (14.3) 26 (21.3) 70 (17.0)

Urban resident 165 (23.6) 141 (22.0) 9 (56.3) 14 (42.4) 336 (23.2) 219 (23.7) 100 (22.1) 128 (29.0) 35 (28.7) 129 (31.2)

Urban employee 367 (52.6) 360 (56.2) 3 (18.8) 9 (27.3) 83 7 (57.7) 492 (53.3) 269 (59.4) 206 (46.6) 52 (42.6) 173 (41.9)

Notes: aFor these questions <2 respondents per pain type declined to answer. P values were derived from independent samples t-tests for continuous variables and chi-square tests for categorical variables.
Abbreviations: n, number of respondents; SD, standard deviation.

https://doi.org/10.2147/JP
R
.S333590

D
o
v
e
P
r
e
s
s

JournalofPain
Research

2022:15
1792

Fan
et
al

D
o
v
e
p
r
e
s
s

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Satisfaction Rate
Of the 1240 diagnosed respondents taking OTC and/or prescription medication, 872 (70.3%) were satisfied with their
treatment. Satisfaction rates for each pain type are shown in Figure 3. Satisfaction rates of OTC and/or prescription
medication were lowest for cancer-associated pain (30.0%) and highest for headache (76.2%).

For headache, more respondents whowere satisfiedwithOTC and/or prescriptionmedications, were older (41.5 years vs 38.7
years, p=0.070), married or living with partner (86.6% vs 74.0%, p=0.003), currently consumed alcohol (86.3% vs 77.0%,
p=0.027), currently exercised (71.7% vs 57.0%, p=0.006), and had urban employee medical insurance (58.9% vs 43.0%,
p=0.005) compared to those unsatisfied with such medications. For musculoskeletal pain, a greater proportion of those
respondents who were satisfied with OTC and/or prescription medications were married or living with partner than patient
whowere unsatisfied with their treatment (92.2% vs 81.6%, p<0.000). For neuropathic pain, respondents whowere satisfied with
OTC and/or prescriptionmedications were more frequently male (39.9% vs 25.9%, p=0.033), and currently employed (83.3% vs
65.9%, p=0.003) compared with respondents who were unsatisfied with such medications.

There were no significant differences between respondents regarding medication satisfaction in terms of demographic
and clinical characteristics for cancer-associated pain and fibromyalgia. The complete results of covariate analysis can be
found in Supplemental Table S4.

Figure 2 Treatment rates among diagnosed respondents across pain types.

Figure 3 Satisfaction rates of medication (OTC and/or prescription) among diagnosed respondents, across pain types.
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Discussion
This study aimed to investigate the diagnosis, treatment, and treatment satisfaction in individuals with pain in urban
China using real-world data. Diagnosed respondents were generally older, with higher CCI scores and a greater
percentage reporting severe pain than undiagnosed respondents. The highest diagnosis rates were observed for muscu-
loskeletal pain, headache, and neuropathic pain. In these pain types, taking medication was associated with severe pain,
and among those taking medication, the majority (>60%) were satisfied. While these rates are favourable, the diagnosis
of headache and neuropathic pain could be improved. Given the association of diagnosis with greater pain intensity,
undiagnosed respondents may consider that medical attention is not necessary for mild pain, or their pain may have gone
undiagnosed due its mild nature. In any case, patients and healthcare providers should be educated to encourage the
recognition of even mild pain so that it can be properly managed.

The diagnosis rates for cancer-associated pain (32.7%) and fibromyalgia (22.8%) were relatively poor. The low
diagnosis rate of cancer-associated pain is somewhat surprising as previous survey studies in China have found that the
majority of physicians frequently screen their cancer patients for pain using a standardized pain scale.18,19 Considering
that opioids are the recommended treatment for moderate to severe cancer pain, it is noteworthy that respondents with
cancer pain had the lowest treatment rate for prescription medication. Numerous studies in China have reported that
physicians and cancer patients are reluctant to prescribe/take opioids due to fears over opioid addiction and adverse
effects.18–20 The greater reliance on OTC medication in the current sample is likely a contributor to the low satisfaction
rate observed for respondents with cancer-associated pain. Although NSAIDs and analgesics that are available OTC are
used in the management of cancer-associated pain, when taken on their own, they are recommended to treat mild pain
only, and are more frequently used as adjuvants to opioid treatment.21,22 In the current study, the low satisfaction rate
with “Western” medication may partly account for the high treatment rate with oral TCM in respondents with cancer-
associated pain. The lower satisfaction rate of cancer treatment could also be explained with the clinical perspectives on
cancer. The pathologic and neurologic mechanisms of cancer pain is complicated such as cancer-induced pain often
involves background pain, spontaneous pain and incidence or movement-evoked pain.23–25 Also, the side effects, cost,
and long period of cancer treatment can influence patients’ therapeutic adhesion and satisfaction.26,27

Due to the diversity of symptoms and phenotypes, the diagnosis of fibromyalgia can be difficult,28 and a survey of
Chinese patients with fibromyalgia reported that most patients were diagnosed about two years after symptom onset.29

Previous studies in China have shown that nearly 30% of rheumatologists believed that fibromyalgia was only
a psychological disorder, less than 20% of rheumatologists have ever knowingly treated a patient with fibromyalgia,
and nearly 80% stated they had difficulties in treating fibromyalgia patients.30 These findings suggest that physicians
often miss the diagnosis of fibromyalgia in part due to lack of knowledge about the disease.

Limitations
Limitations of the current study include that data from the China NHWS is cross-sectional and mainly answered by
respondents with internet access who were also subscribed members of a web-based consumer panel. Thus, while the
NHWS is broadly representative of the Chinese urban adult population, the extent to which study respondents are
representative of the larger population is unknown. Respondents self-reported all data in the NHWS, and verification of
these data could not be performed and recall bias could not be excluded. Furthermore, the reliance on self-reported data
likely underestimates conditions defined by clinical measures that the patient may not be aware of (eg, neuropathic pain
and fibromyalgia).

Conclusion
In conclusion, the current study found variations in diagnosis, treatment, and satisfaction rates among different types of
pain and has particularly highlighted the need to improve disease awareness and diagnosis for fibromyalgia and cancer
pain. In addition, the prescription medication rate is low and satisfaction rate of treatment for complex pain, such as
cancer pain, still needs to be improved. This study highlights the importance of raising awareness for pain management
and further education for healthcare providers and patients.
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standard deviation; TCM, traditional Chinese medicine.

Significance
This article provides important information regarding diagnosis and treatment of five types of pain conditions in urban
China. This research can be used to inform public health policy regarding pain conditions.
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