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ABSTRACT
Background
Chronic widespread pain is common in the community
but is not often diagnosed in primary care. One
explanation may be that widespread pain is presented
and treated in primary care as multiple episodes of
regional pain. 

Aim
To determine whether patients who consult with
multiple regional pain syndromes have characteristics
consistent with chronic widespread pain.

Design of study
Case–control study.

Setting
One general practice in North Staffordshire, UK. 

Method
Participants were 148 cases who consulted regularly
with different musculoskeletal pains over 5 years, and
524 controls who had not consulted for musculoskeletal
pain during the same period. A postal questionnaire
survey and medical record review were undertaken.

Results
Cases with musculoskeletal pain reported more health
problems and higher levels of fatigue than controls,
and significantly worse general health and greater
sleep disturbance (odds ratios 3.3. and 3.1,
respectively). They generally reported more severe
symptoms and consulted more frequently for a range
of problems, but this was not explained by a general
propensity to consult. 

Conclusion
Patients who consult in primary care with multiple
regional pain syndromes have similar characteristics to
those associated with chronic widespread pain and
fibromyalgia. Recognising the need for general
approaches to pain management, rather than treating
each syndrome as a regional problem of pain, may
improve the outcome in such patients.

Keywords
case–control study; chronic pain; general practice.

INTRODUCTION
In 1977–1978 Smythe and Moldofsky described a
syndrome of widespread pain, which they labelled
fibrositis.1 It has since been written about under the
term ‘fibromyalgia’. Literature on this topic has
increased exponentially. The term fibromyalgia is
applied to the syndrome of chronic widespread pain
and multiple tender points, and is a sub-group of a
more common problem of ‘widespread pain for which
there is no identifiable underlying pathological cause’.2

Based on population surveys, chronic widespread
pain is estimated to affect 12% of adults in developed
countries.3 It is associated with a range of other
symptoms, such as poor sleep and psychological
distress. Chronic widespread pain is now recognised
to overlap with, and resemble, other syndromes for
which there is no discrete or clear pathological cause.
These include conditions such as irritable bowel
syndrome and chronic fatigue, often grouped together
under labels such as ‘chronic functional syndromes’4 or
‘medically unexplained symptoms’.5 This overlap has
been described in specialist clinics6 and in the general
population.7

Whether chronic widespread pain is commonly
referred to in general practice is less clear. No
diagnostic code exists for widespread pain in the
system of morbidity coding, which is in wide use in UK
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general practice. However, fibromyalgia has been
ascribed codes (N239 and N248 in the Read Code
system), and there is evidence that this label is now
being used. The annual prevalence of diagnosed
fibromyalgia in the primary care setting is much lower
than its estimated frequency in the general population.8

Therefore, it is likely that this diagnostic label is currently
being applied to only a small proportion of all those
consulting with widespread pain in general practice. 

Consultations for pain in UK general practice are
dominated by regional musculoskeletal syndromes,
such as back or shoulder pain, which together form the
second most common reason for adults consulting a
GP after respiratory illnesses.9 Pains in other regions
are often present concurrently in such patients.10 This
presence of pain elsewhere in the body is a potentially
important characteristic to identify in these patients
because it is associated with a worse prognosis for the
regional syndrome11 and increased use of health care.10

It is also important to identify additional pain because
general pain management interventions may be of
more value to such patients than treatments targeted
at the regional problem. 

The hypothesis that people who consult with
multiple regional pain symptoms over time are likely to
have chronic widespread pain syndrome was
investigated. 

METHOD
Case–control selection
The design was a case–control study. Potential cases
and controls were identified from computerised
medical records in one general practice on the basis
of consultation patterns over a 5-year period before
the study. The study practice was a member of the
Keele GP Research Partnership.12 It was a group
practice with five partners and a registered population
of 8000. The practice is situated in an area with a
slightly worse deprivation score (based on Index of
Multiple Deprivation 200413) than the median for
England and Wales. 

All consultations in the practice were recorded on a
computer and given appropriate morbidity codes,
using the Read Code system that is commonly used
in the UK. 

Case definition. Potential cases were defined as adult
patients registered with the study practice in 2000,
which was when the research project started, and who,
in a period of 5 consecutive years before this (from
1996–2000 inclusive) fulfilled all of the following criteria: 

• at least one consultation for a musculoskeletal
complaint in the axial skeleton (neck and back);

• at least one consultation for an upper- or lower-
limb complaint;

• at least one consultation for a regional
musculoskeletal complaint in each of 3 separate
years; and

• at least four consultations for regional
musculoskeletal complaints in total during the 5-
year period. 

Patients with systemic inflammatory rheumatological
disorders (such as rheumatoid arthritis) were excluded.
For the purposes of this article, cases who fulfilled all
the above criteria were referred to as having
‘consultation-based widespread pain’. 

Control definition. Potential controls were patients
registered in the year 2000 at the same general
practice as cases who had consultation-based
widespread pain. Controls had not consulted at any
time in the previous 5 years about regional
musculoskeletal pain in the axial skeleton or limbs, or
about any rheumatological condition. Three or four
potential controls per case were selected (depending
on matching availability), then frequency matched to
cases for sex and age in 5-year age bands.

Final case–control selection. A questionnaire was
mailed to all potential participants. A consent form was
included requesting permission to use information from
participants’ medical records to link responses to the
questionnaire. The final study population consisted of
all responders to the questionnaire who additionally
gave consent for their medical records to be viewed. 

Measures of ‘other complaints’
Two methods were used to measure ‘other complaints’
(for example, fatigue, anxiety or depression, and
headache) in cases and controls: self-reported data
from the postal questionnaire and consultation data
from their linked general practice records.

The questionnaire. The survey instrument included
questions concerning:

• demographic data;
• pain that lasted more than 3 months in the last

12 months; 
• current rating of general health; and 

How this fits in
Widespread pain, the cardinal symptom of the syndrome of fibromyalgia, is
associated with increased healthcare use and poor health outcomes. This
case–control study shows that patients regularly presenting to primary care with
different regional musculoskeletal pain syndromes exhibit the characteristics of
chronic widespread pain sufferers including having other health problems.
General pain management approaches, rather than separate treatments for
each syndrome, may improve outcome. 
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• current health compared with that of 12 months
previously. 

It also included three instruments to measure
symptoms, fatigue, and sleep quality. These were the
Subjective Health Complaints (SHC) questionnaire,14

Chalder fatigue scale,15 and the Pittsburgh Sleep
Quality Index respectively.16

The SHC questionnaire asked responders to record
how different health problems affected them in the
previous month. For analysis of severity, a severe
problem was graded as having been present for a
‘good bit’ or ‘most’ of the time (as opposed to ‘none’
or ‘some of’ the time). 

The Chalder fatigue scale (score range 0–42) is a
measure of the severity of physical and mental fatigue
over the previous month.

The Pittsburgh Sleep Quality Index assesses sleep
quality over the previous month. A cut-off of seven
points or more (out of a total possible score of 18,
derived from six of the seven components of the
questionnaire) was used to indicate poor sleep
quality.

The medical record review. For all participants who
returned a questionnaire and gave consent to have
their records reviewed, computerised practice medical
records for the 5 years before the survey were
downloaded and reviewed by a researcher. This
researcher was unaware of the case–control status of
individual patients. 

The review consisted of a search for consultations
for gastrointestinal conditions, headache or migraine,
dizziness and neurological symptoms, menstrual
irregularity, anxiety or depression, and fatigue. These
categories were chosen to correspond with some of
the self-reported categories of the SHC
questionnaire, and to cover syndromes related to
fibromyalgia and overlapping syndromes as
described in the literature.6

Consultations for cough and for excessive ear wax
were identified as indicators of a general propensity to
consult about common problems because they tend
to be minor complaints that would generally not
require GP consultation.

Analysis
Associations between consultation-based widespread
pain and other functional symptoms were assessed
using categories of self-reported symptoms on the
SHC questionnaire. Cases and controls were
compared with respect to the prevalence of each SCH
symptom category: musculoskeletal, gastrointestinal,
chest, anxiety or depression, migraine or headache,
allergy, or other. Associations were summarised using
odds ratios (ORs) with 95% confidence intervals (CIs).

The associations of consultation-based widespread
pain with poor sleep quality and general health status
(single-item questions) were estimated using ORs and
95% CIs. The association with level of fatigue was
assessed by calculating the difference in mean
Chalder fatigue scale scores of cases and controls.

The associations of consultation-based widespread
pain with consultations for other functional problems
were assessed using ORs with 95% CIs. These were
adjusted for consultations for minor complaints
(cough or ear wax) using unconditional logistic
regression.

The final two analyses were restricted to subgroups
of cases and controls who had reported the same
symptom on the SHC questionnaire, to investigate
whether: 

• cases reported different symptom severity
compared with controls, adjusting for age and sex; 

• cases had a different consultation frequency for that
symptom, adjusting for age, sex, consultation for
cough or ear wax, and self-reported severity of the
problem using unconditional logistic regression. 

All analyses were performed using SPSS for
Windows (version 12.0).

RESULTS
Response
The questionnaire was mailed to 181 potential cases
and 687 potential controls. In total, 148 cases and 524
controls responded with consent to view medical
records. This gave an an overall response rate of 77%
(82% in cases, 76% in controls). 

There was no significant difference in sex or age
between the cases and controls who responded and
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Cases Controls ORa

n (%) n (%) (95% CI)

Chronic pain (pain >3 months) 106 (73) 182 (35) 4.9 (3.3 to 7.4)

Fair or poor general health 62 (42) 95 (18) 3.3 (2.2 to 4.9)

Health worsened over past year 43 (29) 67 (13) 2.8 (1.8 to 4.3)

Subjective Health Complaints questionnaire
Musculoskeletal 124 (91) 388 (79) 2.7 (1.5 to 5.2)
Gastrointestinal 115 (84) 392 (79) 1.4 (0.9 to 2.3)
Anxiety or depression 91 (67) 263 (53) 1.8 (1.2 to 2.7)
Chest symptoms 65 (50) 186 (38) 1.7 (1.1 to 2.5)
Migraine or headache 88 (70) 276 (57) 1.8 (1.2 to 2.7)
Allergy 29 (22) 112 (23) 1.0 (0.6 to 1.5)
Hot flushes 54 (40) 124 (25) 2.0 (1.4 to 3.1)
Dizziness 57 (43) 166 (33) 1.5 (1.0 to 2.2)

Pittsburgh Sleep Quality Index
Poor sleep qualityb 80 (63) 169 (35) 3.1 (2.1 to 4.7)

aControls are reference group. bMinimum score of 7. OR = odds ratio.

Table 1. Self-reported health symptoms and sleep problems
in cases (n = 148) and controls (n = 524). 
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consented to take part: 94 cases (64%) were women
compared with 350 (67%) controls. Mean age of
cases was 57.0 years (standard deviation [SD] = 13.1)
and of controls was 56.1 years (SD = 13.7)

Symptom prevalence
Cases were more likely than controls to report current
chronic pain, poor health, and worsening health during
the previous 12 months (Table 1). Furthermore, they
were more likely to report symptoms in all categories of
the SHC, with the exception of allergies and
gastrointestinal disorders. 

The proportion of cases with a Pittsburgh Sleep
Quality Index score of 7 or more (that is, worse sleep)
was higher in cases than controls (OR = 3.1, 95% CI =
2.1 to 4.7). 

Cases also had a higher mean overall Chalder
fatigue scale score (that is, worse fatigue): difference in
means was 3.7 (95% CI = 2.2 to 5.3). 

Consultation prevalence
Table 2 compares cases and controls with respect to
consultation at least once in the previous 5 years in
each of the symptom categories. This consultation
prevalence was higher in cases than controls for all
categories. Although ORs for consultation were all
reduced to some extent by adjustment for a general
propensity to consult (for minor ailments of cough or
ear wax), strong independent associations persisted
between consultation-based widespread pain and
consultation in all categories. The strongest
associations were with consultation for headache (OR
= 3.7, 95% CI = 2.3 to 5.8), fatigue (OR = 3.5, 95% CI
= 2.1 to 6.0), and gastrointestinal disorders (OR = 3.3,
95% CI = 2.2 to 4.8).

Symptom severity 
Cases with a particular symptom tended to report
greater severity than controls with the same symptom,
with some exceptions (upper back pain, foot pain, and
heart palpitations) (Table 3). Participant numbers for
analysis in some subgroups were small and the
differences observed were not all statistically
significant. The strongest associations with symptom
severity were found for low back pain (OR = 3.1, 95%
CI = 2.0 to 4.8), heartburn (OR = 2.8, 95% CI = 1.4 to
5.3), dizziness (OR = 2.7, 95% CI = 1.2 to 6.2), hot
flushes (OR = 2.8, 95% CI = 1.4 to 5.5), and chest pain
(OR = 3.0, 95% CI = 1.0 to 9.0). 

Self-reported ill health and consultation for the
same problem
Consultation rates related to a symptom category
were higher in cases with a self-reported symptom in
that category than controls with the same symptom.
This was only partially explained by the difference in

Cases Controls ORa ORb

n (%) n (%) (95% CI) (95% CI)

Cough 39 (26) 79 (15) 2.0 (1.3 to 3.1) –

Ear wax 31 (21) 78 (15) 1.5 (1.0 to 2.4) –

Gastrointestinal 79 (53) 127 (24) 3.6 (2.5 to 5.2) 3.3 (2.2 to 4.8)

Headache 44 (30) 51 (10) 3.9 (2.5 to 6.2) 3.7 (2.3 to 5.8)

Dizziness and 
neurological symptoms 42 (28) 73 (14) 2.5 (1.6 to 3.8) 2.3 (1.5 to 3.5)

Menstruation disorders
(females only) 18 (19) 38 (11) 1.9 (1.1 to 3.6) 1.9 (1.0 to 3.6)

Anxiety or depression 34 (23) 71 (14) 1.9 (1.2 to 3.0) 1.7 (1.1 to 2.7)

Fatigue 31 (21) 34 (6) 3.8 (2.3 to 6.5) 3.5 (2.1 to 6.0)

aUnadjusted, controls are reference group. bAdjusted for consultation for cough and ear wax,
controls are reference group. OR = odds ratio.

Table 2. Consultation prevalence by cases (n = 148) and
controls (n = 524) 1996–2000. 

Cases Controls ORb

n (%) n (%) (95% CI)

Musculoskeletal
Pain in neck 36 (44) 58 (29) 2.0 (1.2 to 3.4)
Pain in upper back 18 (31) 34 (35) 0.8 (0.4 to 1.6)
Pain in lower back 73 (62) 97 (35) 3.1 (2.0 to 4.8)
Pain in arms 30 (48) 39 (28) 2.4 (1.3 to 4.4)
Pain in shoulders 32 (40) 58 (32) 1.4 (0.8 to 2.4)
Pain in feet during exercise 21 (34) 61 (42) 0.7 (0.4 to 1.3)
Any musculoskeletal symptomc 94 (76) 177 (46) 3.8 (2.4 to 6.0)

Gastrointestinal
Heartburn 22 (37) 34 (18) 2.8 (1.4 to 5.3)
Abdominal pain 12 (26) 22 (16) 1.8 (0.8 to 4.1)
Wind 26 (28) 61 (20) 1.6 (0.9 to 2.7)
Diarrhoea 8 (16) 11 (9) 2.2 (0.8 to 6.0)
Constipation 15 (29) 28 (19) 1.8 (0.9 to 3.7)
Any gastrointestinal symptomc 47 (41) 106 (27) 1.9 (1.2 to 2.9)

Anxiety or depression
Anxiety 24 (30) 60 (25) 1.3 (0.8 to 2.3)
Depression 25 (32) 45 (26) 1.3 (0.7 to 2.4)
Anxiety or depressionc 34 (37) 74 (28) 1.5 (0.9 to 2.6)

Chest
Heart palpitations 5 (13) 14 (13) 1.0 (0.3 to 3.0)
Chest pain 9 (28) 7 (12) 3.0 (1.0 to 9.0)
Breathing difficulties 17 (33) 25 (22) 1.6 (0.8 to 3.4)
Any chest symptomc 24 (37) 39 (21) 2.1 (1.1 to 3.9)

Migraine/headache
Migraine 6 (21) 8 (12) 2.4 (0.7 to 8.0)
Headache 16 (17) 39 (13) 1.4 (0.7 to 2.6)
Migraine or headachec 17 (19) 39 (14) 1.5 (0.8 to 2.8)

Allergy
Eczema 4 (25) 10 (19) 1.2 (0.3 to 4.7)
Allergic skin problems 8 (31) 20 (23) 1.4 (0.5 to 3.7)

Other
Hot flushes 26 (48) 32 (26) 2.8 (1.4 to 5.5)
Dizziness 12 (21) 15 (9) 2.7 (1.2 to 6.2)

aSevere problem defined as having problem ‘most’ or ‘good bit’ of time during last month.
bAdjusted for age and sex, controls are reference group. cAt least one symptom rated as
severe. OR = odds ratio.

Table 3. Symptom severitya in cases and controls reporting
the symptom.
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symptom severity between cases and controls
(Table 4).

DISCUSSION
Summary of main findings
Chronic widespread pain is shown to be associated
with other ‘non-pain’ somatic symptoms.6,7 The current
study demonstrated a similar pattern in patients
consulting in primary care with multiple regional
musculoskeletal pain syndromes over time. Patients
with consultation-defined chronic widespread pain had
a significantly higher prevalence of self-reported
symptoms, such as sleep disturbance and fatigue,
headaches, anxiety or depression, and poorly
perceived general health. These patients were also
more likely to have consulted about other health
problems compared with controls who had no
musculoskeletal consultation during the same period.
Patients with this pain are likely to represent that part
of the spectrum of chronic widespread pain sufferers in
the population who consult in primary care.

GPs use the label of fibromyalgia rarely, and not
necessarily by applying published criteria.8 In the
practice studied, the annual prevalence of diagnosed
fibromyalgia was calculated at 8 per 10 000. This is
higher than rates based on national general practice
data (4 per 10 0008), but lower than its estimated
prevalence in the general population (2%). The
prevalence of fibromyalgia was also much lower than
the population prevalence of chronic widespread pain
(12%), for which GPs do not have a separate code.
Therefore, most sufferers are either not presenting to
general practice with these syndromes or are not being
labelled as having them. 

Although the case definition in this study was
arbitrary in its cut-offs, results suggest that it identifies
substantial numbers of patients diagnosed in other
settings as having chronic widespread pain or
fibromyalgia. Furthermore, the cases studied had to
have axial and regional pain, a defining feature of
widespread pain, for inclusion, and had a high
prevalence of self-reported multiple pains on the
survey questionnaire. 

Strengths and limitations of the study
This study was based on consulters in primary care
who are a group seeking health care and were
therefore self-selected. The aim of this study was to
identify this consulter group and investigate whether
they had similar characteristics to patients with
widespread pain in population and specialist studies. A
strength of this research was that controls were taken
from the same general practice register and would
have consulted with that particular practice for any
symptoms that they chose to take to primary care. 

Response to the questionnaire was high and the
self-reported scales of symptom severity, fatigue, and
poor sleep had been previously validated. 

One possible weakness is that the controls did not
represent all ‘non-cases’, as patients who consulted
with a musculoskeletal problem but who did not meet
the criteria for consultation-based widespread pain
(the ‘middle group’) were excluded. Therefore, the
observed ORs may overestimate differences between
the case group and the rest of the population as a
whole. However, the controls provided symptom,
fatigue and sleep scores, and baseline rates of
consultation for non-pain conditions in people who
have not consulted about musculoskeletal pain. 

A second limitation that could be suggested is that,
by excluding the ‘middle group’ from the case
definition, observed differences may not be exclusive
to the cases, but may be features of any persons
consulting with pain. This does not affect the study,
which aimed to investigate characteristics of just those
cases who were likely to represent widespread pain
sufferers. However, consulters in the ‘middle group’
were examined as part of a bigger study and it was
found that their prevalence of other consultations,
symptoms, sleep and fatigue problems, generally were
between that of the cases and controls. 

A third concern is that the term ‘chronic widespread
pain’ is applied when there is no demonstrable
underlying cause of the problem, such as generalised
osteoarthritis or polymyalgia. Some cases may have
had such specific causes, although inflammatory
conditions were excluded. Most patients presenting
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Cases Controls ORa ORb ORc

Consultation category n (%) n (%) (95% CI) (95% CI) (95% CI)

Anxiety or depression 30 (33) 57 (22) 1.8 (1.1 to 3.1) 1.6 (0.9 to 2.8) 1.5 (0.8 to 2.6)

Headache 31 (35) 36 (13) 3.8 (2.1 to 6.7) 3.5 (2.0 to 6.2) 3.5 (1.9 to 6.4)

Gastrointestinal 64 (56) 112 (29) 3.1 (2.0 to 4.8) 3.0 (1.9 to 4.6) 2.7 (1.7 to 4.3)

Neurology 21 (37) 39 (24) 1.9 (1.0 to 3.6) 1.9 (1.0 to 3.6) 1.9 (1.0 to 3.7)

aAdjusted for age and sex, controls are reference group. bAdjusted for consultation for cough and ear wax, age and sex,
controls are reference group. cAdjusted for consultation for cough and ear wax, age, sex and severity of symptom on Subjective
Health Complaints questionnaire, controls are reference group. OR = odds ratio.

Table 4. Consultation prevalence for reporting a symptom in cases 
and controls. 
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with multiple common regional pain studied here will
not have had a demonstrable underlying cause. 

Comparison with existing literature
One explanation for the current observations is that
chronic widespread pain is one of a group of
conditions linked to somatisation. Somatisation in this
model has two characteristics: medically unexplained
physical symptoms and their presentation to health
care.4,5 It is usually assumed that somatisers take note
of, and report, symptoms to the doctor more frequently
than others, and that the extent and significance of
their symptoms are amplified.4 This may be a
psychological characteristic in itself or an expression of
psychological distress. One study linked widespread
pain with a history of frequent visits to medical
practitioners for symptoms that disrupt daily
activities,17 and concluded that somatisation influenced
the persistence and bodily spread of pain.

The current study provides evidence for this model,
as self-reported symptoms and consultations were
more common in cases than controls. Cases with a
symptom were more likely to consult about it than
controls with the same symptom, and this could not be
explained by severity alone. Psychological distress
may underlie this. Chronic pain at multiple sites is
associated with psychological distress,18 as is multiple
symptom presentation and frequent consulting in
primary care. Kroenke et al found that psychiatric
disorder increases with the number of physical
symptoms.19

Another explanation is that these patients actually
have more somatic illness.20 Mechanisms such as
abnormal neuroendocrine responses21 may explain
higher rates of distress and consultation. Support for
this in the current study comes from the findings that a
propensity to consult did not explain higher
consultation rates in cases, and that cases had
generally more severe symptoms than controls with the
same symptom. 

Implications for clinical practice and future
research 
Results show that patients who have multiple
consultations for different regional musculoskeletal
pain have many of the characteristics described and
attributed to chronic widespread pain and
fibromyalgia. These two labels are rarely applied in
practice and the criteria for their clinical use are
unclear.22 Whether there is any virtue in applying the
label of fibromyalgia to such patients in primary care
has not been established by this study or by others,
although there is some evidence that a label helps in
managing symptoms.23

Patients identified in this study are likely to represent
a different part of the spectrum of severity from

patients who are diagnosed with fibromyalgia; given
their higher rate of consultations for other problems,
these are clearly not patients with musculoskeletal pain
only. These patients are similar to frequent consulters
or patients with overlapping functional syndromes or
medically-unexplained symptoms.5,6

Use of a physical label by GPs in this study does not
imply that GPs were not treating the patient holistically
or taking account of social and psychological factors.
However, the patients may present with discrete
medical problems, and this may inhibit adopting more
direct approaches to the problem of somatisation or
multiple symptoms. Future work needs to establish
whether there is any advantage in identifying these
patients in a less ‘symptom-specific’ way before they
consult with multiple problems. This could encourage
testing of new interventions for this large group of
consulters.

Funding body
J Rohrbeck’s clinical research training fellowship was
supported by the West Midlands Deanery (Professor Steve
Field) and the North Staffordshire Academic GP Registrar
Scheme (Dr Mike Fisher). Project funding was provided by the
North Staffordshire NHS Primary Care R&D Consortium 

Ethics committee 
North Staffordshire Local Research Ethics Committee (1309) 

Competing interests
The authors have stated that there are none

Acknowledgements
We would like to thank the staff and patients of the study
practice; and the administrative support and informatics
teams of the Primary Care Musculoskeletal Research Centre
at Keele University.

REFERENCES
1. Smythe HA, Moldofsky H. Two contributions to understanding 

of the ‘fibrositis’ syndrome. Bull Rheum Dis 1977–1978; 28(1):
928–931.

2. Wolfe F, Ross K, Anderson J, et al. The prevalence and characteristics
of fibromyalgia in the general population. Arthritis Rheum 1995;
38(1): 19–28.

3. Croft P. The epidemiology of widespread pain. J Musculoskeletal Pain
2002; 10: 191–199.

4. Barsky AJ, Borus JF. Functional somatic syndromes. Ann Intern Med
1999; 130(11): 910–921.

5. Khan AA, Khan A, Harezlak J, et al. Somatic symptoms in primary
care: etiology and outcome. Psychosomatics 2003; 44(6): 471–478.

6. Wessely S, Nimnuan C, Sharpe M. Functional somatic syndromes:
one or many? Lancet 1999; 354: 936–939.

7. Croft P, Schollum J, Silman A. Population study of tender point
counts and pain as evidence of fibromyalgia. BMJ 1994; 309:
696–699.

8. Gallagher AM, Thomas JM, Hamilton WT, White PD. Incidence of
fatigue symptoms and diagnoses presenting in UK primary care from
1990 to 2001. J R Soc Med 2004; 97(12): 571–575.

9. McCormick A, Fleming D, Charlton J. Morbidity statistics from
general practice. Fourth national study 1991–1992. London: HMSO,
1995.

10. Natvig B, Bruusgaard D, Eriksen W. Localised low back pain and low
back pain as part of widespread musculoskeletal pain: two different
disorders? A cross-sectional population study. J Rehabil Med 2001;
33(1): 21–25.

11. Thomas E, Silman AJ, Croft PR, et al. Predicting who develops
chronic low back pain in primary care: a prospective study. BMJ
1999; 318: 1662–1667.

12. Porcheret M, Hughes R, Evans D, et al. Data quality of general



practice electronic health records: the impact of a program of
assessments, feedback, and training. J Am Med Inform Assoc 2004;
11(1): 78–86.

13. Office of the Deputy Prime Minister.The English indices of deprivation
2004: summary. http://www.communities.gov.uk/
index.asp?id=1128442 (accessed 8 Jan 2007).

14. Eriksen HR, Ihlebaek C, Ursin H. A scoring system for subjective
health complaints (SHC). Scand J Public Health 1999; 27(1): 63–72.

15. Chalder T, Berelowitz G, Pawlikowska T, et al. Development of a
fatigue scale. J Psychosom Res 1993; 37(2): 147–153.

16. Buysse DJ, Reynolds CF 3rd, Monk TH, et al. The Pittsburgh Sleep
Quality Index: a new instrument for psychiatric practice and
research. Psychiatry Res 1989; 28(2): 193–213.

17. McBeth J, Macfarlane GJ, Benjamin S, Silman AJ. Features of
somatisation predict the onset of chronic widespread pain: results of
a large population-based study. Arthritis Rheun 2001; 44(4): 940–946.

18. Von Korff M, Simon G. The relationship between pain and
depression. Br J Psychiatry Suppl 1996; Jun: 101–108.

19. Kroenke K, Spitzer RL, Williams JB, et al. Physical symptoms in
primary care. Predictors of psychiatric disorders and functional
impairment. Arch Fam Med 1994; 3(9): 774–779.

20. Henningsen P, Zimmermann T, Sattel H. Medically unexplained
physical symptoms, anxiety, and depression: a meta-analytic review.
Psychosom Med 2003; 65(4): 528–533.

21. Clauw DJ, Chrousos GP. Chronic pain and fatigue syndromes:
overlapping clinical and neuroendocrine features and potential
pathogenic mechanisms. Neuroimmunomodulation 1997; 4(3):
134–153.

22. Goldenberg DL, Burckhardt C, Crofford L. Management of
fibromyalgia syndrome. JAMA 2004; 292: 2388–2395.

23. White KP, Nielson WR, Harth M, et al. Does the label ‘fibromyalgia’
alter health status, function, and health service utilisation? A
prospective, within-group comparison in a community cohort of
adults with chronic widespread pain. Arthritis Rheum 2002; 47(3):
260–265.

Original Papers

British Journal of General Practice, February 2007 115


