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a b s t r a c t

Prevalence estimates of pain differ depending on how it is defined and measured and on the populations
studied. It has been estimated that on a given day, as many as 30–44% of the general population experience
some kind of pain. Information about the prevalence of pain in Iceland is not available. The aims of this
study were to evaluate the prevalence of pain of various origins among the general population of Iceland,
to test hypotheses regarding relationships between pain, quality of life (QOL) and demographic variables,
to evaluate participants’ beliefs about causes of their pain, and to evaluate how those who experience
pain manage it. A random sample of 1286 adults was drawn from a national registry holding informa-
tion about all citizens of Iceland. Data were collected with a postal-survey. Pain was evaluated with the
Brief Pain Inventory (BPI), with instructions modified to evaluate pain in the past week as opposed to
the past 24 h. Of 1286 invited, 599 (46.6%) participated, of which, 232 had experienced pain in the past
week (40.3%). Participants had a mean (SD) age of 44.94 (17.12) years and 56% were women. Those who
had pain perceived their health to be worse than those who had not [B = −0.91, SE = 0.15, Wald = 38.75,
p = 0.00], but did not differ on other variables. Of 232 individuals reporting pain, 183 (79.6%) or 30.6%
of the total sample had experienced pain for more than three months. On a scale from 0 “no pain” to
10 “pain as bad as I can imagine” the mean (SD) pain severity score (composite of four pain severity
scores) for the 232 participants reporting pain was 3.21 (1.73) and pain interference with life activities
2.59 (1.98), also on a 0–10 scale. Pain severity predicted pain interference [B = 0.71; F = 126.14; df = 1,206;
p = 0.00], which mediated the effects of pain severity on mood and QOL. Between Pain Interference with
Life and Positive Affect [B = −0.06; F = 4.53; df = 1,196; p = 0.04], between Pain Interference and Nega-
tive Affect [B = 0.15; F = 23.21; df = 1,196; p = 0.00], and between Pain Interference and Global Quality of
Life [B = −0.18; F = 29.11; df = 1,196; p = 0.00]. Most frequent causes for pain were strain injuries (n = 79),
resulting from work or sports activity, arthritis (n = 39), mechanical problems (e.g. due to birth defects,
curvature, slipped discs, etc.) (n = 37), various diseases (n = 31) and accidents (n = 30). Nineteen partici-
pants did not know what caused their pain. Treatments for pain varied, but most had used medications
alone (n = 76) or in combination with other treatments (n = 61). The prevalence of pain in the general pop-
ulation of Icelandic adults is similar to what has been reported. Estimates of chronic pain are towards the
higher end when compared to data from other European counties, yet comparable to countries such as

Norway. This raises questions about possible explanations to be looked for in genetics or cultural point of
view. This population based study provides valuable information about the prevalence of pain in Iceland
and also supports findings previously reported about pain in the neighboring countries.
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1. Introduction

Worldwide, pain is the most prevalent reason for seeking health
care [1–3]. While pain is common, prevalence estimates differ
depending on how pain is defined and measured and on the popu-
lations studied. It has been estimated that on a given day, as many
as 30–44% of the general population experience some kind of pain
[4–6]. Prevalence estimates of pain are higher when only hospital-
ized patients are surveyed with 55–71% of patients reporting pain in
the past 24 h [15–17]. These numbers are lower when only chronic-
or persistent pain is assessed. The International Association for the
Study of Pain defines chronic pain as “pain without apparent bio-
logical value that has persisted beyond the normal tissue healing
time (usually taken to be 3 months)” [7]. The prevalence of chronic
pain has been found to range from 17% to 55% [5,8–12]. In the World
Health Organization Collaborative Study of Psychological Problems
in General Health Care information on persistent pain was col-
lected [13]. Persistent pain was defined as “one or more current
pain symptom present on most days over a period of six months
or more during the past year” and assessed in a random sample of
patients seeking health care at fifteen sites in fourteen countries,
located in Asia, Africa, Europe, South- and North-America. Preva-
lence ranged from 6.2% (Nigeria) to 33% (Chile), with the overall
prevalence across all sites of 21.5%. In a recent survey of 46,937
individuals conducted in Europe and Israel, Breivik et al. assessed
pain with a severity of five or higher that had lasted for more than
six months and found 19% of the sample to experience such pain
[14].

Lower socioeconomic status and lower levels of education have
been associated with pain [9,11,19,20], pain is more common in
women than men [4,5,9,11,18–21] and increases with increased
age [4,5,9,11,20]. Pain is related to interference with life activities
[9,13,22], quality of life (QOL) [23–25], and psychological problems,
including anxiety and depression [9,13,26].

It is widely reported that pain often goes unrecognized and is not
adequately managed [16,27,28]. While limited information exists
on how people manage their pain, some studies have found that
the most common resources are seeking medical help and using
medications, either prescription or over the counter. People also
use a variety of other approaches to manage their pain, such as
physiotherapy and complementary therapies [5,18].

To date, only limited research has been conducted in Iceland
concerning pain or pain management. The aims of this popula-
tion based study that takes advantage of access to an entire nation,
were to evaluate the prevalence and severity of pain of various ori-
gins among the general population of Iceland, to test hypotheses
regarding the relationships between pain, QOL and demographic
variables (Fig. 1), to evaluate participants’ beliefs about causes of
their pain, and finally, to evaluate how those who experience pain
manage it. The study not only provides useful information for the
Icelandic community not previously available, it also replicates
international findings and explores further self-reported manage-
ment of pain.

2. Methods

2.1. Sample

A random sample of 1286 Icelandic adults, 18 years old and
older, was drawn from the Icelandic National Registry, which

holds information about names, birth-dates, and addresses of
all residents of Iceland. The residents of Iceland numbered
288,201 as of December 1, 2002 [29] a month before data
collection started. Of those invited 599 (46.6%) completed the sur-
vey.
Fig. 1. Relationships between pain, pain interference, mood and QOL controlling for
age, gender and education. *Significant p < 0.05

2.2. Instruments

2.2.1. Demographic characteristics
Information about age, gender, marital status, education,

income, region of habitation, and health status was collected.

2.3. Pain severity and pain interference with life activities

The Icelandic version of the Brief Pain Inventory (BPI) [30,31]
was used to assess prevalence, severity, and interference of pain.
It contains items to evaluate presence and location of pain and
four items assess pain severity (worst pain, least pain, average
pain, and pain now). Response options range from 0 “no pain” to
10 “pain as bad as I can imagine”, with a single composite sever-
ity score (Pain Severity) created by taking the mean of the four
severity items for analysis. One open-ended question obtains infor-
mation about treatments or medications used to treat pain. One
item addresses how much pain relief the individual has received,
with response options ranging from 0% (no relief) to 100% (com-
plete relief). Finally, seven items evaluate pain interference with
life activities. Participants report how any type of pain interfered
with various aspects of their lives with options from 0 “Does not
interfere” to 10 “Completely interferes”. A single interference score
(Pain Interference) was created by taking the mean of the seven
interference items. Pain and pain interference are usually assessed
with a 24-h timeframe, but in the present study the timeframe was
changed from 24-h to “the past week”. Open-ended questions were
added to assess how long participants had experienced their pain,
and what participants believed caused their pain.

The BPI has been used extensively and found to be both reliable
and valid in several languages [e.g. 32–37]. Psychometric properties
of the Icelandic BPI have been assessed in a convenience sample of

244 individuals and found to be both reliable and valid [38]. In the
present study the internal consistency of the severity scale was
˛ = 0.86 and ˛ = 0.78 for the interference scale. Only persons who
had experienced pain in the past week were asked to fill out the
BPI.
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Table 1
Demographic information.

All participants,
n = 599

Pain in past week,
n = 232 (40.3%)

n % n %

Gender
Men 264 44.1 95 40.9
Women 333 55.6 137 59.1

Marital status
Married/cohabit 404 67.4 151 65.1
Unmarried 114 19.0 44 19.0
Divorced 48 8.0 22 9.5
Widowed 29 4.8 14 6.0
Missing 4 0.7 1 0.4

Employment
Full time 339 56.6 123 53.0
Part time 67 11.2 29 12.5
Homemaker 19 3.2 5 2.2
Student (±work) 72 12.0 23 9.9
Retired 59 9.8 27 11.6
Unemployed 5 0.8 4 1.7
Disability 21 3.5 15 6.5
Other 9 1.5 6 2.6

Residence
S. Gunnarsdottir et al. / Scandina

.4. Mood

Mood was assessed with the Positive and Negative Affect Scale
PANAS) [39] a 20-item measure consisting of two subscales, posi-
ive and negative affect. Subjects rate each of the affect words with
espect to how they felt during the past week, on a scale of 1 to 5
ith anchors of “very slightly”, “a little”, “moderately”, “quite a bit”,

nd “extremely”. Mean scores for each subscale are used in analy-
es. The measure has reported reliability (internal consistency) and
onstruct validity [39]. The PANAS was translated into Icelandic by
he primary investigator for this study and back-translated into
nglish by another bilingual person. These steps were repeated
ntil agreement was reached. The instrument was pilot tested with
0 Icelandic adults who provided feedback regarding understand-
bility of the items. In response to their feedback a new translation
as generated for 5 items and this version was then completed

y 5 additional Icelandic speaking adults. A new translation was
ought for two items in response to their feedback. In this study
he internal consistency of the positive scale was ˛ = 0.81 and the
egative scale ˛ = 0.88. The correlation between the two scales was
= −0.12. This low correlation supports that the two scales measure
wo separate constructs.

.5. Quality of life

Global quality of life was measured with a single item stating
I am content with the quality of my life right now”. This item is
ased on a single item from the Functional Assessment of Cancer
herapy (FACT) scales [40]. The response options in this study, were
1) “Not at all”, (2)“A little bit, (3)“Quite a bit”, and (4)“Very much”.
ingle item measures for QOL have been used with good results
41] and were chosen for this study instead of lengthy measures to
imit response burden.

.6. Perceived personal health

Personal health was evaluated with a single item generated by
he research team. “How is your current health?” Response options
ere “Very good”, “Good”, “Neither good or poor” “Poor” and “Very
oor”.

.7. Procedure

After obtaining permission from appropriate Institutional
eview Boards, specialists at the Icelandic National Registry gen-
rated a simple random sample of registered habitants of Iceland,
8 years or older, as of December 31, 2002. Data collection was
onducted with a mailed survey from the beginning of January
hrough mid March 2003. The questionnaire, cover letters, and

ailing schedule were based on the Tailored Design Method [42].

. Results

.1. Sample

The mean (SD) age of the respondents and non-respondents was
4.94 (17.12) and 44.25 (19.44) respectively which is not a signif-

cant difference. A majority of respondents were female (56%). Of
he 654 women that were invited to participate, 333 returned the
uestionnaire (51%) while 264 of 618 men (43%) did so (data on
ender were not available for two participants). The mean (SD)

ength of education for respondents was 13.81 (4.27) years. The

ajority of participants were married, or cohabiting (67.4%) and
8.6% worked either full- or part time outside of the home. 63.8%
f participants reported living in Reykjavik and surrounding neigh-
orhoods, 28.1% lived in villages, and 7.1% lived in rural areas. These
Reykjavik 379 63.3 145 62.5
Villages 168 28.0 70 30.2
Rural areas 44 7.3 17 7.3

figures accurately represent the population of Iceland at the time
of data collection, with 62% living in Reykjavik and the surrounding
neighborhoods, 31.6% living in urban areas throughout the country,
and 6% living in rural areas [29]. Unfortunately, data about income
were too incomplete to use for any analysis. For further information
on demographics see Table 1.

3.2. Prevalence of pain

Participants were asked whether they had experienced pain in
the past week and 575 participants of 599 answered this question
(96%). Of those, 232 (40.3%) had experienced pain in the past week.
Of the 232 individuals who reported pain in the past week, 183
(78.9%) indicated that they had experienced this pain for more than
three months or 30.6% of the 599 participants. Those who had expe-
rienced pain for more than three months did not differ in terms of
demographic characteristics, perceived health or QOL from those
who had experience pain for less than three months.

Those who had experienced pain in the past week (n = 232) had
experienced pain for a length of time ranging from one day to 50
years. The median length of their pain experience was 1095 days
(3 years). Their worst pain in the past week had a mean (SD) of
4.85 (2.17). Their least pain in the past week had a mean (SD) of
1.92 (1.86) and their average pain had a mean (SD) of 3.35 (1.93).
Participants’ mean (SD) pain now was 2.70 (2.27). Participants’ Pain
Severity composite in the past week had a mean (SD) of 3.21 (1.73).
Participants’ Pain Interference with life activities had a mean (SD)
of 2.59 (1.98).

3.3. Relationships between demographic variables, pain, mood
and QOL

Those who had experienced pain in the past week were com-
pared to those who had not in terms of demographic variables.

Comparisons were made with a Logistic regression and based on
age, gender, education, marital status, habitation, personal health,
QOL, and whether participants had been diagnosed with a chronic
disease or not. The only significant difference between those who
had experienced pain and those who had not was that those who
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had experienced pain rated their personal health worse [B = −0.91,
SE = 0.15, Wald = 38.75, p = 0.00].

The item assessing perceived health was completed by 540 par-
ticipants. Most participants indicated that their health was “Very
good” (42%), or “Good” (39%), while a few indicated that it was “Nei-
ther good or poor” (16%) or “Poor” (4%) and none indicated that is
was “Very poor”. The mean (SD) score was 1.82 (0.84). For those
who had been in pain (n = 232) the findings differed in that, 22.8%
said their health was “Very good”, 44% said it was “Good”, for 59%
it was “Neither good or poor” and for 18% it was “Poor”. None of
the participants who had been in pain said their health was “Very
poor”.

The Positive and Negative Affect Scale (PANAS) was completed
by 549 participants. The mean (SD) on the positive affect scale was
3.27 (0.66), with an observed range of 1–5 (possible range of 1–5
with higher scores indicating more positive mood) for the entire
sample, and 3.21 (0.69) for those who had experienced pain in the
past week. The mean (SD) score on the negative affect scale was 1.66
(0.67) with an observed range of 1.0–4.7 (possible range 1–5 with
higher scores indicating more negative mood) for the entire sample
and 1.74 (0.70) for those in pain. Scores on neither the positive nor
negative affect scales differed for those who had pain and those
who did not.

The global quality of life (QOL) item was completed by 590 par-
ticipants. The mean (SD) score was 3.2 (0.78) for the total sample,
with an observed range of 1–4 (possible range 1–4 with higher
scores indicating better quality of life), and 3.06 (0.82) for those
in pain. This was not a significant difference.

3.4. Pain variables as predictors of pain interference with life

The following hypothesis were tested; when controlling for
gender, age and education (a) pain severity predicts pain related
interference with life activities; (b) pain severity predicts positive
and negative affect and QOL; and (c) pain related interference with
life activities mediates the effects of pain severity on positive and
negative affect and quality of life (Fig. 1).

When examining the effects of pain severity on pain interference
with life activities we used the pain severity composite score for
analysis. Since pain has been reported to differ based on age, gender
and education we controlled for these variables in the analysis [e.g.
9, 11, 19]. Pain Severity significantly predicted Pain Interference
with life [B = 0.71; F = 126.14; df = 1,206; p = 0.00] (Fig. 1).

The test of mediation was based on first testing the relationship

between the predictor (Pain Severity) and the potential mediator
(Pain Interference with Life) as described previously. The second
test is of the path between the potential mediator and the depen-
dent variable (mood and QOL) with all variables at an equal level or
to the left partialled out. If these two relationships are significant,

Table 2
Causes of paina (n = 204 provided answers).

Cause

Strain injuries: related to work and sports activities
Arthritis: e.g. OA, fibromyalgia, RA, and other joint disease
Mechanical problems: e.g. birth defects, curvature, slipped discs, nerve injury, large br
Disease: e.g. heart, kidney, GI, cancer
Injuries due to accidents and broken bones
Do not know
Reproductive system-women: pregnancy, birth, pelvic arthropathy, ovulation, menstr
Other or cannot be categorized
Complications from surgery
Psychological, stress, anxiety
Lifestyle: lack of exercise, food

Total

a This is based on an open ended question to which not all participants provided an an
b Since not all participants answered this question and some provided multiple answe
Journal of Pain 1 (2010) 151–157

it will be concluded that Pain Interference with Life is a mediat-
ing variable; it is not considered necessary to test the direct path
between the independent (Pain Severity) and dependent variables
(mood and QOL), and in fact, this path is not considered to be of
importance if a significant mediation effect is found [43].

We tested the mediation effect of pain interference between
pain severity, mood and QOL. All three mediation effects were sig-
nificant. Between Pain Interference with Life and Positive Affect
[B = −0.06; F = 4.53; df = 1,196; p = 0.04], between Pain Interference
and Negative Affect [B = 0.15; F = 23.21; df = 1,196; p = 0.00], and
between Pain Interference and Global Quality of Life [B = −0.18;
F = 29.11; df = 1,196; p = 0.00] (Fig. 1).

Since the mediation effect of Pain Interference was established
it is not necessary to test the direct paths from Pain Severity to
the outcome variables as described above. However, these tests are
presented here to provide further information. As before all anal-
ysis controlled for the effects of age, gender and education. The
direct path between Pain Severity and Positive affect was not sig-
nificant [B = −0.03; F = 1.17; df = 1,197; p = 0.28], but the direct paths
from Pain Severity to Negative affect [B = 0.08; F = 7.00; df = 1,197;
p = 0.01] and QOL [B = −0.10; F = 8.30; df = 1,197; p = 0.00] were.

3.5. Causes of pain

A content analysis was performed on an open ended question
asking participants to specify what they believed to be the cause of
their pain. Two researchers conducted the analysis. First, a scor-
ing sheet was generated independently from the data by each
researcher, and then a single scoring sheet was generated from the
two. The data were then analyzed separately by the two researchers
and the analysis compared for consistency. A high degree of agree-
ment was among the two researchers. Of those who had pain,
204 answered the question. Some participants provided multiple
answers to those questions. In response to what the participants
believed to have caused their pain the most frequently cited causes
for pain were strain injuries resulting from work or sports activi-
ties (n = 79), arthritis (n = 39), mechanical problems (e.g. due to birth
defects, curvature, slipped discs, etc.) (n = 37), disease (n = 31) and
accidents (n = 30). A fair number (n = 19) cited that they did not
know what caused their pain (Table 2). Many of the participants
cited numerous causes for their pain and a few did not specify a
cause for their pain but instead wrote in their type of pain (“back
ache”, “headache”, etc.).

3.6. Methods used to treat pain
When asked whether participants had sought medical attention
for their pain, all 232 individuals who reported having pain in the
past week answered this question. Of those, 179 reported having

n % of total number of causes identifiedb

79 27.9
39 13.8

easts. 37 13.0
31 11.0
30 10.6
19 6.7

uation 13 4.6
11 3.9

9 3.2
9 3.2
6 2.1

283 100

swer and some provided multiple answers.
rs this it the percentage of total number of causes identified.



S. Gunnarsdottir et al. / Scandinavian Journal of Pain 1 (2010) 151–157 155

Table 3
Treatments for paina (n = 200 provided answers).

Self-reported treatment n % of total number of treatments identifiedb

Medication (of which analgesics) 137 (122) 42.0 (37.4)
Physical therapy, physiotherapeutic massage, massage 47 14.4
Exercise-swimming, walking, stretching, yoga 40 12.3
Nothing 29 8.9
Heat or cold 19 5.8
Invasive procedures 15 4.6
Self-care: sleep, rest, posture, cut back on work, take care

not to get cold, home massage
12 3.7

Complementary and alternative therapies (chiropractor,
acupuncture, homeopathic remedies, relaxation, cranio
sacral treatment, marijuana

11 3.4

Other 7 2.2
Orthopedic support (braces and shoes) 4 1.2
Have adjusted 3 0.9
Sought medical help without success 2 0.6

an an
nswe
Total

a This is based on an open ended question to which not all participants provided
b Since not all participants answered this question and some provided multiple a

sought medical attention (77.5%). Those who had used medication
or other methods to treat their pain in the past week reported an
average (SD) pain relief of 43.0% (34.7%).

A content analysis was conducted of responses to the question
asking participants what treatments they received for their pain
for which 200 participants provided an answer. The same approach
was used to the analysis as described above. A majority indicated
that they had used medications (n = 137), and most had used anal-
gesic medications (n = 122). A fair number, 47 had been in physical
therapy and/or massage, 40 had used exercise, 31 had been in phys-
ical therapy, 19 had used heat or cold and 21 had not used anything
(Table 3). Many had used a combination of treatments. Most had
only used medications alone (n = 76), 61 had used mediations in
combination with other treatments, and 42 had used other methods
without medications.

4. Discussion

The prevalence of pain of different origins in the general pop-
ulation of Icelandic adults is similar to what has previously been
reported. In this study, the prevalence of pain of various origins in
the week prior to data collection was 40.3%, which compares to
prevalence estimates of 29.6% (5), 33% (6), and 40% (4) on the day
of data collection, and 43.2% in the previous week (5) in studies
conducted in other countries.

In this study the prevalence of pain that had lasted for more
than three months was 78.9% for those who reported pain on the
day of data collection, or 30.6% of the sample Previous prevalence
estimates of persistent pain vary greatly. Estimates for pain that
has lasted for more than three months range from 17% to 55%
[5,8–10]. Prevalence estimates, of chronic pain lasting longer than
six months, also vary greatly with estimates ranging from 6.2% to
49% [8,13,14]. These differences may both be attributed to different
definitions and measurements as well as the populations assessed.
Compared to most prevalence estimates it is evident that pain of
different origins is common in Iceland, and the strengths of these
findings lie in the random sample generated from a general pop-
ulation. When compared to findings from a large European study
on the prevalence of pain [14] the prevalence estimates of chronic

pain in Iceland are towards the higher end found in that study. The
Icelandic findings are, however, very similar to what was found
in Norway. This raises questions about possible explanations that
could be further pursued through research and cultural aspects and
genetics are issues that certainly need to be explored further.
326 100

swer and some provided multiple answers.
rs this it the percentage of total number of treatments identified.

This study provides information regarding the severity of pain
and pain related interference with life activities. All of the items
suggest that the participants are experiencing mild pain, while the
mean score on the pain worst item is close to being considered
of moderate severity [44]. This study also examined relation-
ships between pain of different origins and background variables,
as well as the relationship between pain and mood and QOL
variables. When participants in pain were compared to those with-
out pain, the only significance difference was that those in pain
reported poorer health. It was surprising not to find an associa-
tion between pain and age since such relationships have frequently
been reported [e.g. 4–5,10]. This could possibly be explained by the
fact that relatively few participants were in the older age groups in
this study and, therefore, it is possible that there was not enough
power to detect relationships between age and pain variables. This
relationship needs to be explored further in future studies.

It is also surprising to find no relationship between pain and
gender, and pain and education since such relationships have fre-
quently been identified in previous research [4,6,10,15,45], and
this lack of a relationship calls for further investigation. In this
study the relationship between pain severity and pain interference
with life activities was also examined. Pain severity predicted pain
interference with life activities as would be expected [9,13,22]. In
addition, the mediation effect of pain interference with life activ-
ities between pain and mood and QOL was tested. All three paths
are significant, suggesting that pain interference with life activi-
ties mediates the effect of pain severity on positive mood, negative
mood, and QOL. This is not surprising since disabling effects of pain
would be expected to have negative effects on mood and QOL rather
than pain in itself.

This study also provides information about what participants
perceive to be the cause of their pain. The most commonly iden-
tified causes were strain injuries resulting from work or sports
activities, arthritis, mechanical problems, disease, and accidents.
A fair number of participants stated that they did not know what
caused their pain. Limited research is available on what people
believe to cause their pain, therefore, this study provides use-
ful insights. Additionally, this study provides information about
how participants manage their pain. The vast majority had sought
medical attention for their pain and the most common treatment

combinations were medication alone, followed by medication in
combination with other treatments. A fair number did not use any-
thing to control their pain. This is in line with previous findings
where the most common resources have been seeking medical help
and using drugs, either prescription medication or over the counter.
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eople have also reported use of a variety of approaches to manage
heir pain, such as physiotherapy including exercise, electrother-
py, heat and massage and complementary therapies including
erbal medicines, massage, heat, and acupuncture [5,18].

One of the major strengths of this study is the access to the entire
celandic population through the Icelandic National Registry, and
he use of a random sample. All Icelandic residents are listed in the
egistry and it had just been updated before the sample used in the
tudy was generated, thereby, limiting the likelihood of including
ndividuals who had passed away or who had incorrect addresses.

The major limitation of the study is the modest response rate
ncreasing the risk of non-response error. It was possible to com-
are responders and non-responders in terms of age, and gender.
hile responders and non-responders did not differ in terms of

ge, they did differ in terms of gender. The response rate for women
as 51%, while response rate for men was 43%. Based on this it is
ossible that the results more accurately reflect the experiences
f women than men. One can also speculate whether those who
ere invited to participate were more likely to do so if they expe-

ienced pain themselves and, therefore, had some investment in
he topic. It could on the other had be argued that individuals who
ere seriously ill or fragile and, therefore, possibly experiencing
ain, might not participate in a study regardless of the topic. Based
n the phone calls and letters to the PI during the data collection
hase it is fair to assume that part of the non-response is in fact
ue to both of these reasons. It is, therefore, difficult to speculate
hether individuals were more likely to participate if they were in
ain or if they were not in pain. Despite this limitation, it is fair to
onclude that pain of different origins is common in Iceland and
hat many individuals experience what could be called chronic or
ersistent pain. The findings are also very much in line with what
as previously been reported supporting that the respondents in
his study were fairly representative. These findings call for inter-
entions to improve management of pain whether they are at the
ystems or individual level.
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