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Abstract		 	

Chronic	pain	imposes	a	significant	social	and	economic	burden	on	the	individual	and	the	
Australian	community.	There	is	a	large	gap	between	the	volume	of	pain	science	knowledge	
generated	through	research	and	the	application	of	that	research	in	current	policy	and	community	
settings.	As	a	result,	healthcare	professionals	do	not	receive	adequate	training	in	pain	assessment	
and	treatment,	funding	systems	do	not	effectively	meet	needs	in	primary	or	tertiary	care,	and	
societal	myths	that	encourage	detrimental	behaviour	and	increase	fear	and	anxiety	perpetuate.		

This	paper	will	review	the	current	state	of	pain	management	in	Australia;	consider	international	
efforts	to	change	the	way	the	concept	of	pain	is	taught,	classified	and	funded	and;	propose	
recommendations	to	align	clinician	and	community	views	with	a	contemporary,	biopsychosocial	
understanding	of	pain,	with	the	ultimate	aim	of	improving	outcomes	and	reducing	the	economic	
and	social	impact	of	chronic	pain	

Policy	recommendations:	

1.					Recognise	chronic	pain	as	a	chronic	medical	condition	under	the	Chronic	Disease	
Management	Plan	of	the	Medicare	Benefits	Schedule.	

2.				Mandate	core	competencies	and	minimum	hours	of	pain	education	training	for	prelicensure	
education	for	healthcare	professionals.			

3.					Implement	a	public	health	campaign	to	destigmatise	chronic	pain,	encouraging	sufferers	to	
learn	about	their	pain	and	seek	active	treatment	approaches.	

Context		

Chronic	pain	is	a	major	health	problem,	affecting	one	in	five	people	in	Australia	[1]	and	globally	
[2].	Pain	persisting	for	longer	than	3	months	is	termed	‘chronic’	and	can	present	with	no	
pathophysiological	causes.	Chronic	back	pain	is	the	most	common	form	of	chronic	pain,	the	
leading	cause	of	disability	worldwide	and	one	of	the	most	common	reasons	for	people	of	working	
age	to	drop	out	of	the	workforce.	Each	year	Australia	spends	over	$34	billion	dollars	on	chronic	
pain	[3]	making	it	the	nation’s	third	most	costly	health	condition,	ahead	of	cancer	and	heart	
disease.	Global	prevalence	rates	for	chronic	pain	are	shown	to	be	rising	[4],	which	is	thought	to	be	
linked	to	an	aging	population,	as	the	chronic	pain	becomes	more	common	as	age	increases	[5].	
Considering	that	prevalence	estimates	of	chronic	pain	show	a	rising	trend,	there	is	concern	that	
the	economic	and	social	costs	of	chronic	pain	will	also	increase.	
	
Chronic	pain	imposes	wide-ranging	effects	on	the	individual	experiencing	it.	The	social	
consequences	of	persistent	pain	include	increased	work	absenteeism	and	reduced	work	
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effectiveness	[6].	Mental	health	is	significantly	affected,	as	people	with	chronic	pain	are	at	a	
higher	likelihood	of	experiencing	anxiety	and	depression	than	those	without	pain	[7]and	twice	as	
likely	as	those	without	pain	to	suicide	[8].	People	experiencing	chronic	pain	utilise	health	services	
more	than	people	without	chronic	pain	[9,	10]and	may	be	prescribed	opioids	for	pain	
management	that	are	associated	with	an	increased	risk	of	dependency	and	fatality	[11].	
	
Outdated,	but	still	widely	popular,	treatments	for	chronic	pain	are	based	on	the	biomedical	
model	(i.e.	attributing	pain	solely	to	biological	factors)	and	often	fail	to	effectively	treat	pain	while	
risking	the	possibility	of	further	worsening	disability.	Contemporary	views	of	pain	recommend	
treatment	based	on	the	biopsychosocial	model	(i.e.	attributing	pain	to	biological,	social	and	
psychological	components)	leading	to	recommendations	for	multidisciplinary	care	focusing	on	
active	treatments.	These	recommendations	as	outlined	below	are	tailored	to	amending	extant	
health	policies	to	encompass	a	biopsychosocial	understanding	of	pain.	
	
Policy	Recommendations		

Recommendation	1:	Recognise	chronic	pain	as	a	chronic	medical	condition	under	the	Chronic	
Disease	Management	Plan	of	the	Medicare	Benefits	Schedule	
	
International	law	and	advocacy	
	
Historically,	there	has	been	global	failure	to	recognise	chronic	pain	as	a	serious	chronic	health	
problem	that	requires	access	to	management	akin	to	other	chronic	diseases,	such	as	diabetes	or	
chronic	heart	disease	[12].	The	first	serious	move	towards	change	was	in	2004	when	the	World	
Health	Organisation	(WHO)	co-sponsored	the	first	‘Global	Year	Against	Pain’	with	the	
International	Association	for	the	Study	of	Pain	(IASP).	This	was	the	first	global	campaign	to	
recognise	chronic	pain	as	a	public	health	issue	and	raise	international	awareness.	In	2010,	the	
IASP	developed	the	Declaration	of	Montreal,	stating	that	access	to	pain	management	is	a	
fundamental	human	right	[13].		
	
As	international	law	recognizes	pain	management	as	a	basic	human	right,	nations	are	ethically	
mandated	to	provide	pain	treatment	under	the	right	to	health	[14].	As	such,	there	is	a	strong	
focus	on	access	to	pharmaceutical	pain	treatment	and	drugs	like	morphine	and	codeine	have	
been	placed	on	the	WHO	List	of	Essential	Medicines	[15].	While	these	drugs	are	undeniably	
beneficial	for	acute	and	surgical	pain,	studies	have	consistently	demonstrated	that	for	chronic	
pain	they	are	ineffective	and	over	the	long-term	can	have	determinantal	effects	including	
addiction	[16]and	opioid-induced	hyperalgesia	(i.e.	worsening	pain)	[17].	International	guidelines	
recommend	chronic	pain	to	be	treated	with	a	multi-disciplinary,	biopsychosocial	approach	with	a	
focus	on	non-pharmaceutical	interventions	[18].			
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To	improve	treatment	of	chronic	pain,	the	IASP	encourages	countries	to	produce	their	own	
National	Pain	Strategy	(NPS)	and	published	recommendations	for	the	most	desirable	
characteristics	that	it	should	entail	[19].	Australia	was	the	first	country	to	respond.	In	2010	a	
National	Pain	Summit	was	held	in	Canberra,	resulting	in	the	development	of	Australia’s	proposed	
NPS	[20].	It	was	promoted	in	2013	with	a	‘Campaign	for	Pain’	calling	on	Australian	federal	
government	to	adopt	the	proposed	recommendations.	Early	in	2018,	the	Australian	government	
announced	a	small	amount	of	funding	($150,000)	for	a	national	action	plan	on	chronic	pain	
management,	however	to	date	none	of	the	aims	of	the	campaign	has	been	achieved.		
	
Proposed	funding	changes	
	
The	current	funding	system	for	chronic	pain	does	not	address	the	needs	of	the	Australian	
population.	While	it	is	estimated	that	20%	of	Australians	experience	chronic	pain	[1],	only	0.18%	
of	the	population	access	tertiary	pain	management	services	annually	[21].	If	Australians	with	
chronic	pain	are	eligible,	they	will	wait	an	excess	of	6	months	to	access	the	service	[21],	by	which	
time	it	is	likely	the	outcome	will	be	poorer	than	if	immediate	treatment	was	available	[22].	An	
alternative,	cost-effective	solution	is	to	treat	chronic	pain	in	primary	care	through	the	Medicare	
Benefits	Schedule	(MBS).		
	
Australia’s	current	Medicare	system	provides	someone	experiencing	chronic	pain	five	visits	a	year	
to	healthcare	professionals.	There	are	no	minimum	training	standards,	specialised	pain	training	
requirements,	nor	guidelines	for	specific	therapies	to	be	performed	by	healthcare	professionals	
during	these	visits.	As	such,	in	primary	care	settings,	it	is	difficult	for	someone	experiencing	
chronic	pain	to	access	specialised,	coordinated,	multi-disciplinary	biopsychosocial	care	that	is	
recommended	as	best	practice	care	for	chronic	pain.		
	
Chronic	pain	should	be	listed	under	the	Chronic	Disease	Management	Plan	(CDMP).	The	CDMP	
enable	General	Practitioners	to	plan	and	coordinate	the	health	care	of	patients	with	chronic	or	
terminal	medical	conditions.	A	General	Practitioner	would	provide	an	initial	consultation	and	
assess	suitability	to	enter	the	program,	which	would	then	provide	scheduled	items	for	group	
programs	with	up	to	10	visits.	Importantly,	these	would	entail	a	multidisciplinary	approach	
(psychology,	physiotherapy,	etc.)	with	a	biopsychosocial	focus.	However,	there	is	little	benefit	in	
translating	pain	treatment	to	primary	care	if	healthcare	professionals	have	limited	education	in	
pain	assessment	and	treatment.	
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Recommendation	2:	Mandate	core	competencies	and	minimum	hours	of	pain	education	training	
for	prelicensure	education	
	
Improving	pain	education	
	
Pain	knowledge	deficits	among	health	professionals	are	a	principal	barrier	to	optimal	pain	
management	[13].	Yet	a	paucity	of	pain	education	persists	in	most	prelicensure	(entry-level)	
curricula	globally.	Australia	is	no	exception.	While	some	recent	programs	have	attempted	to	
implement	pain	curriculum	with	good	success	[23],	there	is	no	mandated	core	curriculum	of	pain	
education	in	health	courses	prior	to	accreditation.	There	is	a	pressing	need	for	a	coordinated	
response	among	all	health	curricula	in	Australia	[24].		
	
The	lack	of	adequate	pain	training	in	prelicensure	education	is	a	global	phenomenon.	Reports	
from	Canada	revealed	the	majority	of	health	science	programs	(67.5%)	were	unable	to	specify	
designated	hours	for	pain	education,	and	veterinary	students	were	taught	more	about	pain	than	
medical	students	[25].	Similarly,	in	America,	only	four	out	of	104	medical	schools	had	a	pain	
course	requirement	and	the	cumulative	number	of	pain	teaching	hours	across	schools	ranged	
from	one	to	31	[26].	Pain	education	in	European	medical	schools	also	falls	short	of	what	might	be	
expected	given	the	prevalence	and	public	health	burden	of	pain	[27].	Considering	pain	is	one	of	
the	most	common	complaints	in	healthcare	[28],	this	is	clearly	not	sufficient.	
	
Canada,	America	and	Germany	have	implemented	core	curriculum	to	remedy	the	lack	of	
prelicensure	education	for	health	professionals.	Canada	was	among	the	first	to	respond.	In	2002,	
they	used	the	IASP	Core	Curriculum	to	develop	an	integrated	interprofessional	pain	curriculum	
and	applied	it	to	prelicensure	education	for	health	professionals	[29]that	resulted	in	improved	
pain-related	knowledge	outcomes	in	students	[30].	Europe	followed	suit	and	in	2008	released	The	
Pain	Management	Core	Curriculum	for	European	Medical	Schools[31].	Germany	adopted	and	
introduced	their	own	version	of	this	core	curriculum	for	German	medical	schools	nationally	in	the	
same	year	[32].	America	has	noticed	a	similar	caveat	in	their	medical	education	[33].	In	response,	
the	University	of	Washington	implemented	a	4-year	integrated	pain	curriculum	between	2009-
2011	and	initial	results	have	shown	improved	pain	knowledge	amongst	students	[34].	Following	
this,	in	2012	the	National	Institute	of	Health	funded	12	sites	to	become	Centres	of	Excellence	in	
Pain	Education	and	give	them	the	task	of	developing,	evaluating,	integrating	and	promoting	pain	
management	curriculum	and	resources	[35].	
	
Australia	should	implement	similar	measures	to	its	international	counterparts.	Under	Australia’s	
Health	Practitioner	National	Law	Act,	setting	registration	standards	of	health	professionals	is	the	
responsibility	of	the	respective	National	Boards	established	for	each	profession.	The	Australian	
Health	Practitioner	Regulation	Agency	(AHPRA)	supports	all	National	Boards	to	achieve	this	and	
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administers	the	National	Registration	and	Accreditation	Scheme	to	ensure	only	suitably	trained	
practitioners	are	registered.	To	enact	national	change	for	prelicensure	education,	all	National	
Boards	that	fall	under	AHPRA	should	ensure	that	accreditation	for	programs	of	study	can	only	be	
achieved	if	a	minimum	standard	of	core	pain	competencies	is	met.	An	interprofessional	
Competency	Advisory	Committee	should	also	be	established	to	decide	on	Australia’s	core	pain	
competencies	and	may	take	direction	from	international	standards	[36,	37].	
	
Recommendation	3:		Implement	a	public	health	campaign	to	destigmatise	chronic	pain,	
encouraging	sufferers	to	learn	about	their	pain	and	seek	active	treatment	approaches.	
	
Proposed	media	campaign	
	
While	the	education	of	health	professionals	can	help	drive	cultural	transformation,	there	is	also	a	
need	for	a	societal	shift	in	the	way	the	wider	population	conceptualises	pain.	Research	has	shown	
a	mismatch	between	community	beliefs	about	pain	and	current	best-evidence	regarding	
prognosis	and	management	of	pain	conditions.	Additionally,	chronic	pain	with	or	without	
diagnosis	is	highly	stigmatized	[13].	Studies	suggest	that	around	30%	of	pain	sufferers	feel	that	no	
one	believes	how	much	pain	they	are	experiencing	with	one	in	four	feeling	that	colleagues,	
employers,	family	and	doctors	were	unsympathetic	to	their	pain,	did	not	think	their	pain	was	a	
problem	and	did	not	understand	how	their	pain	affects	them	[38].	It	is	unsurprising	that	the	
person	in	pain	also	questions	the	legitimacy	of	the	source	of	pain.	Studies	reveal	that	40%	of	
adults	who	have	been	provided	with	the	diagnosis	of	chronic	pain	believed	there	was	something	
else,	serious	and	undetected,	causing	their	pain	[39].	This	is	especially	worrying	considering	this	
diagnostic	uncertainty	can	lead	to	emotional	distress	and	an	increase	in	anxiety,	depression,	
disability,	pain	intensity	and	pain	catastrophizing	[40,	41].	
	
Public	health	campaigns	utilise	multiple	forms	of	media	and	other	commercial	marketing	
techniques	to	promote	belief	and	behaviour	changes	that	will	improve	the	health	of	a	population.	
Mass	media	campaigns	can	have	important	effects	on	health	care	utilisation	[42].	Previously	
successful	health-related	media	campaigns	include	campaigns	to	increase	physical	activity,	reduce	
cigarette	consumption,	promote	cancer	screening	and	reduce	sun	exposure.	Targeting	the	
population	as	a	whole	has	the	advantage	of	potentially	modifying	the	knowledge	or	attitudes	of	a	
large	proportion	of	the	community	at	the	same	time,	thereby	providing	social	support	for	
behavioural	change.	This	is	doubly	pertinent	to	the	perception	of	pain,	as	we	know	that	social	
influences	have	the	ability	to	modulate	a	pain	experience	(i.e.	increased	social	support	can	reduce	
pain	perception	[43]).			
	
Australia	has	previously	implemented	a	public	health	campaign	in	1997,	focusing	on	back	pain,	
with	great	success	[44].	This	mass-media	campaign	effectively	altered	both	community	and	
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physician	beliefs	and	resulted	in	a	decline	in	the	number	of	workers'	compensation	back	claims	
and	health	utilization	over	the	duration	of	the	campaign.	Significant	sustained	improvements	in	
beliefs	were	observed	3	and	4.5	years	after	the	end	of	the	campaign	and	cost	savings	were	
estimated	to	be	significantly	more	than	the	cost	of	the	campaign	[45,	46].		
	
The	aim	of	the	proposed	public	health	campaign	for	chronic	pain	would	be	for:	the	general	public	
to	become	better	informed	about	chronic	pain,	its	causes	and	possible	consequences	and	what	
help	is	available	for	prevention	and	treatment;	for	people	with	chronic	pain	to	access	effective	
treatment	and	advice,	and	for	family,	friends	and	colleagues	of	people	living	with	chronic	pain	to	
be	able	to	provide	support.	The	campaign	would	aim	to	promote	the	use	of	effective	
interventions	for	chronic	pain	and	discourage	ineffective	ones.	The	focus	of	the	campaign	would	
be	on	sharing	narratives	of	both	peers	who	experience	chronic	pain	and	medical	experts,	as	this	
combination	in	public	health	campaigns	has	shown	to	affect	behaviour	change	[47].	The	
effectiveness	of	the	campaign	should	be	assessed,	with	clear	outcome	measures	outlined	prior	to	
commencement.		
	
A	major	part	of	this	campaign	would	be	to	address	myths	that	perpetuate	in	society	and	shift	
public	perceptions	of	the	role	of	active	self-management.	Firstly,	a	large	cohort	survey	of	the	
Australian	population	should	be	conducted	to	determine	current	beliefs	about	chronic	pain.	The	
public	health	campaign	will	then	be	focussed	on	the	beliefs	that	highlight	a	misconception	when	
compared	to	current	evidence.	This	is	important	because	misunderstandings	in	the	community	
about	chronic	pain	can	lead	to	maladaptive	responses,	which	in	themselves,	can	worsen	a	pain	
experience	and	further	impair	function.	For	example,	the	common	misconception	that	pain	is	
always	an	indicator	of	tissue	damage	can	lead	people	to	avoid	moving	so	that	they	avoid	feeling	
pain.	However,	evidence	has	consistently	shown	that	‘fear	avoidance’	behaviour	can	be	
detrimental	to	recovery	and	result	in	deconditioning	and	worsening	pain,	as	opposed	to	
recommended	active	coping	(e.g.	pacing	activities).	
	
Conclusion		

Increasing	prevalence	estimates	of	chronic	pain	demonstrate	the	current	status	quo	of	pain	
management	in	Australia	is	clearly	not	sufficient.	Pain	scientists	have	made	significant	discoveries	
towards	effective	treatments	for	chronic	pain	focusing	on	active,	biopsychosocial-focused	
strategies.	Despite	this,	healthcare	professionals	continue	to	implement	outdated,	biomedically-
focused	techniques	reflecting,	among	other	things,	inadequate	training.	There	needs	to	be	a	focus	
on	improving	the	quality	of	pain	education	in	tertiary	institutions	before	healthcare	professionals	
enter	the	workforce.	Those	clinicians	then	need	to	be	able	to	work	within	a	medical	landscape	
that	recognises	chronic	pain	as	a	chronic	disease,	allowing	for	extended	access	to	
multidisciplinary	care	through	the	MBS.	This	should	be	coupled	with	a	public	health	campaign	
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that	will	provide	a	bottom-up	approach	by	educating	people	with	chronic	pain	about	the	benefits	
of	active	treatments,	meanwhile	enlightening	the	wider	Australian	community	on	the	invisible	
and	highly	misunderstood	impacts	of	chronic	pain	in	an	effort	to	reduce	the	current	stigma	that	
surrounds	it.		
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