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Clinician perspectives on the management of musculoskeletal pain in India: Insights into the use of NSAIDs and aceclofenac-paracetamol combination therapy 
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ABSTRACT

	Objective: To gather clinicians’ perspectives on the management of musculoskeletal pain in India, with a focus on the use of NSAIDs and aceclofenac-paracetamol combination therapies, particularly aceclofenac, in osteoarthritis and rheumatoid arthritis.

Methods: A cross-sectional study was carried out using a 24-item questionnaire to gather insights from clinicians across India. The survey focused on clinical experiences, clinician preferences, and observations regarding the use of both monotherapy and combination therapy in managing musculoskeletal pain. Particular attention was given to preferred treatment options, especially NSAIDs alone or in combination with paracetamol. The collected responses were analyzed using descriptive statistics.

 Results: Around 60% of participants reported that the most affected age group with low back pain was 40–50 years. A large majority (83.56%) indicated that knee joint involvement was the predominant site of osteoarthritis in clinical practice, with 81% identifying joint pain and swelling as the most frequent presentation. For osteoarthritis management, 69% of respondents preferred NSAIDs and paracetamol combination therapy as the first-line approach. Among NSAIDs, aceclofenac was the most widely favoured option, reported by 78% of participants, while the aceclofenac–paracetamol combination was strongly preferred by 86.89% for managing arthritic pain. Additionally, 90.8% of respondents perceived aceclofenac to be associated with fewer gastrointestinal side effects. Furthermore, 62% acknowledged the comprehensive advantages of aceclofenac in rheumatoid arthritis, including effective pain and inflammation reduction, chondroprotective potential, and superior synovial joint penetration.

Conclusion: The study found that low back pain and knee osteoarthritis were the most common musculoskeletal presentations, especially among middle-aged adults. NSAID–paracetamol combinations, particularly aceclofenac, were strongly preferred for their effectiveness and safety profile. Clinicians also emphasized lifestyle modification as a key adjunct to pharmacological therapy in managing musculoskeletal pain.
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1. INTRODUCTION

Musculoskeletal disorders such as low back pain, osteoarthritis (OA), and rheumatoid arthritis (RA) are among the leading causes of disability worldwide.1 In 2020, an estimated 595 million individuals were affected by OA, accounting for 7.6% of the global population, representing more than a two-fold increase since 1990. By 2050, the global burden is projected to rise further, with cases of knee, hand, hip, and other forms of OA expected to increase by 74.9%, 48.6%, 78.6%, and 95.1%, respectively.2 In India, community-based surveys from both rural and urban regions show a wide variation in OA prevalence among the elderly (>65 years), with rural populations reporting a higher point prevalence compared to urban counterparts.3,4

Pharmacological management of OA and related musculoskeletal conditions often involves non-steroidal anti-inflammatory drugs (NSAIDs), either alone or in combination with paracetamol, to enhance efficacy and tolerability. Aceclofenac, a widely used NSAID, has gained clinical importance due to its balanced efficacy and safety profile. It acts primarily through COX-2 inhibition, suppressing the production of inflammatory mediators such as prostaglandin E2 (PGE2), interleukin-1β (IL-1β), and tumor necrosis factor (TNF) within the arachidonic acid pathway. Additionally, aceclofenac reduces interleukin-6 (IL-6) activity via its metabolite diclofenac, lowers reactive oxygen species generation, and decreases nitric oxide production in human articular chondrocytes, contributing to its chondroprotective potential. The aceclofenac–paracetamol combination provides synergistic analgesia, as paracetamol complements aceclofenac by acting centrally, likely through inhibition of cyclooxygenase-3 (COX-3), which reduces prostaglandin synthesis and resets the hypothalamic thermoregulatory center to control fever.5,6  

The present study aims to gather clinicians’ perspectives on the management of musculoskeletal pain in India, with a particular focus on the use of NSAIDs and aceclofenac–paracetamol combination therapies, especially aceclofenac, in OA and RA.

2. materialS and methods 

We carried out a cross-sectional study among clinicians involved in the management of musculoskeletal pain across India from June 2024 to December 2024. The study was conducted after receiving approval from Bangalore Ethics, an Independent Ethics Committee, which was recognized by the Indian Regulatory Authority, the Drug Controller General of India.
A convenient sampling technique was used, and an invitation was sent to leading clinicians in managing musculoskeletal pain in the month of March 2024 for participation in this Indian survey. About 511 clinicians from major cities of all Indian states, representing the geographical distribution, shared their willingness to participate and provide necessary data. The questionnaire booklet titled RAISE (Expert Perspectives of Analgesics in Pain Management in the Indian Scenario) was sent to clinicians who were interested in participating in this study. The study questionnaire consisted of 22 items assessing key aspects such as clinical practices, treatment preferences, and trends in the use of NSAIDs and aceclofenac-paracetamol combination for musculoskeletal pain. Reliability, as determined by a split-half test (coefficient alpha), was adequate but should be improved in future versions of the questionnaire. A study of criterion validity was undertaken to test the questionnaire and to develop methods of testing the validity of measures of Physicians' Perspectives. However, the extraneous variables in this include the clinician's experience, usage of the newer drugs, etc. The two criteria used were the doctors' perspectives from the clinical practice and the assessment of an external assessor and statistician. Clinicians had the option to skip any questions they preferred not to answer. They were instructed to complete the questionnaire independently, without consulting their colleagues. Written informed consent was obtained from all participants before the study commenced.
Statistical analysis  
Data were analyzed using descriptive statistics, with categorical variables summarized as frequencies and percentages. Graphs and pie charts were generated using Microsoft Excel 2013 (version 16.0.13901.20400) to visually present the findings.

3. results

Out of 511 survey participants, 40.12% indicated that 20–30% of their patients present with musculoskeletal pain in clinical practice. Regarding analgesic preferences, the majority (84.15%) favored oral tablets for managing musculoskeletal pain. Additionally, 45% of respondents reported that 20–30% of their patients experience low back pain. Nearly 60% of participants identified 40–50 years as the most commonly affected age group for low back pain (Fig. 1).

Fig. 1: Distribution of responses on the age group of patients present with low back pain
Approximately 56% of participants reported that the prevalence of low back pain is equally distributed between both genders. Around 58% indicated low back pain as the most common complaint among all pain presentations. Similarly, 58% of respondents noted that 11–25% of their patients experience OA pain in clinical practice. The majority (83.56%) stated knee joint involvement as the most predominant presentation of OA cases (Table 1).
Around 59% of respondents identified obesity as the most prevalent modifiable risk factor for the development of OA. Furthermore, 81% of participants indicated that the most common clinical presentation of knee OA is joint pain accompanied by swelling (Table 2). 
Table 1: Distribution of responses on the most common OA reported by patients in clinical practice
	Common osteoarthritis
	Response rate (n = 511)

	Hip joint
	2.94%

	Knee joint
	83.56%

	Diffused throughout the body
	13.5%



Table 2: Distribution of responses on the most common presentation of knee OA
	Presentation
	Response rate (n = 511)

	Prolonged morning stiffness
	10.18%

	Joint pain & swelling
	80.63%

	Rapid progressive pain
	9.2%



Approximately 61% of participants reported that the peak age group for OA presentation in clinical practice is 41–60 years. In terms of management, 69% of respondents indicated that the combination of NSAIDs and paracetamol is the preferred first-line treatment for OA (Fig. 2).
The majority of respondents (64%) identified OA as the leading cause of disability. Nearly half of the participants (49.12%) reported that the predominant age group affected by RA is 40–60 years. In terms of management, 58% indicated that NSAIDs are the most commonly prescribed medications for RA pain. As reported by 78% of participants, aceclofenac is the preferred drug for treating arthritic pain among NSAIDs (Fig. 3).

Fig. 2: Distribution of responses on the first line of preference in management of OA

Fig. 3: Distribution of responses on the most commonly preferred NSAID in treating arthritic pain in clinical practice
More than half of the participants (52.25%) reported that 26–50% of patients with OA require combination analgesics for adequate pain control. Among these, the combination of aceclofenac and paracetamol is strongly favored, with 86.89% of respondents preferring it for managing arthritic pain (Table 3).
Approximately 60% of participants reported that the typical duration of aceclofenac and paracetamol combination therapy in clinical practice is 5–7 days. The majority (90.8%) indicated that aceclofenac is perceived to be associated with fewer gastrointestinal side effects (Fig. 4).
Table 3: Distribution of responses on preferred combination in the management of arthritic pain
	Combination
	Response rate (n = 511)

	Aceclofenac + paracetamol
	86.89%

	Diclofenac + paracetamol
	3.33%

	Tramadol + paracetamol
	9.78%




Fig. 4: Distribution of responses to analgesics producing lesser GI side effects
Approximately 62% of participants reported that the advantages of aceclofenac in RA encompass benefits such as pain and inflammation reduction, chondroprotective potential, and superior synovial joint penetration (Table 4). More than half of the participants (56.36%) reported that thiocolchicoside is the most commonly prescribed muscle relaxant for musculoskeletal pain. Around 52% indicated that a combination of serratiopeptidase with NSAIDs is preferred in 11–20% of patients with pain and inflammation. Additionally, 62% of respondents emphasized lifestyle modification as the most commonly recommended non-pharmacological intervention for patients with OA. 
Table 4: Distribution of responses on the advantages of aceclofenac in RA
	Advantages
	Response rate (n = 511)

	Reduces pain and inflammation
	32.29%

	Chondroprotective potential
	2.74%

	High penetration to synovial joints
	2.74%

	All of the above
	62.23%



4. discussion
The survey findings revealed that a substantial proportion of patients (20–30%) present with musculoskeletal pain, highlighting its significant clinical burden. Among these, low back pain is a frequent complaint, affecting a similar proportion of patients, with the most commonly affected age group being 40–50 years. The prevalence is nearly equal between men and women, aligning with global epidemiological patterns. The World Health Organization reports that low back pain prevalence peaks between 41–50 or 50–55 years, particularly among females in the 41–50-year range.7 Similarly, Macfarlane et al. observed a peak prevalence at 41–50 years, with nearly one in four individuals over 80 years also reporting low back pain.8  Ramdas and Vasantha likewise documented 41–50 years as the most commonly affected age group, accounting for 38.1% of cases.9 These findings underscore the need for targeted screening, early intervention, and effective management strategies to reduce the burden of low back pain, particularly in middle-aged adults, who represent a substantial proportion of the workforce and are at risk of functional impairment.

In the present study, many participants reported that knee joint involvement is the most common presentation of OA in clinical practice. This aligns with findings by Geng et al., who identified knee OA as the most frequently affected site.10  Similarly, Langworthy et al. reported that the knee accounts for approximately 60–85% of all OA cases, underscoring its predominance among affected joints.11  In addition, most study respondents identified joint pain and swelling as the most common clinical presentation of knee OAs. Supporting this, Hsu et al. reported that these symptoms are the primary manifestations of the disease, often leading to reduced mobility and functional limitations.12

The study findings also indicated that a combination of NSAIDs and paracetamol is the preferred first-line treatment for OA. This aligns with the findings of Magni et al., who reported that NSAIDs, often used in combination with paracetamol, are commonly prescribed as initial therapy for OA to enhance pain control while reducing associated risks, particularly in cases of moderate to severe pain.13 Similarly, Cao et al. observed that the combined use of paracetamol and NSAIDs not only improved disability scores but was also favored in clinical practice when monotherapy proved inadequate.14  

The majority of participants indicated that, among NSAIDs, aceclofenac is the predominant choice for managing arthritic pain in clinical practice. Consistently, an earlier study by the current authors reported that 85% of surveyed clinicians preferred aceclofenac as the NSAID of choice for routine management of arthritic pain. The study also highlighted a strong preference for the aceclofenac–paracetamol combination in managing arthritic pain. Furthermore, this combination was reported to provide rapid pain relief and was particularly favored during acute flare-ups of OA.15 In line with these findings, as an open-label, comparative, multicentric trial by Pareek et al. reported that the combination is superior in terms of overall efficacy assessments and well-tolerated for managing OA flare-up pain in Indian patients.16 

Most participants perceived aceclofenac to be associated with fewer gastrointestinal side effects. Supporting this, a randomized controlled trial by Iolascon et al. reported that only a smaller proportion of patients on aceclofenac (57%) experienced GI adverse effects compared to those on diclofenac (74%), with the majority being mild to moderate.5  Similarly, Grover et al., through a meta-analysis and post-marketing surveillance, concluded that aceclofenac is linked to a lower incidence of GI side effects, reduced need for gastroprotective agents, and improved patient compliance compared to other NSAIDs, including diclofenac, indomethacin, ketoprofen, and piroxicam.17 

The study findings also recognized the broad therapeutic benefits of aceclofenac in RA, emphasizing its role in controlling pain and inflammation, chondroprotective potential, and strong synovial joint penetration. Supporting this, Hunter et al. reported that aceclofenac significantly alleviated pain intensity, joint inflammation, and morning stiffness, while improving hand grip strength in patients with active RA, with efficacy equal to or greater than diclofenac, indomethacin, and tenoxicam over 12–24 weeks.18  Similarly, Iolascon et al. demonstrated that aceclofenac exhibits high permeability and rapid penetration into synovial fluid and joints, enhancing its effectiveness in managing articular symptoms and contributing to favourable outcomes in both RA and OA.5 

The current study underscores the central role of NSAIDs, particularly aceclofenac, in routine musculoskeletal pain management and highlights the need for targeted screening, early intervention, and integrated management strategies for knee OA and low back pain. A key strength of the survey is its large sample size, which enhances representativeness, along with comprehensive coverage of musculoskeletal pain, OA, and RA, reflecting real-world prescribing preferences and clinical practices. The use of multiple parameters, such as age distribution, commonly affected sites, clinical presentations, treatment choices, and drug safety, adds depth and practical relevance. However, the study is limited by its survey-based design, which may introduce recall and reporting biases. The absence of longitudinal follow-up restricts the ability to assess causality or treatment outcomes. Additionally, reliance on clinicians’ perceptions rather than objective patient data may limit generalizability and external validity. 
4. Conclusion

In this study, clinicians highlighted that Low back pain is most prevalent in the 40–50-year age group, while OA predominantly involves the knee joint, with pain and swelling as the key clinical features. Obesity emerges as the leading modifiable risk factor. For management, the majority prefer oral NSAID–paracetamol combinations, with aceclofenac strongly favored for its efficacy, rapid pain relief, and lower gastrointestinal side effects. Its advantages in RA, including pain and inflammation control and superior synovial penetration, are also widely recognized.
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