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Foreword

Pain is a universal human experience, but pain that persists beyond the
healing time of an injury or disease is one of the major public health
problems facing Australians. Around one in five of us will suffer persistent
pain at some point in our life.

It has never been more urgent, given the complexity of medical care and
burgeoning knowledge about the complexities of chronic pain, for health
professionals to be educated in the most effective and up-to-date ways to
assess and freat people with these problems.

The National Strategic Action Plan for Pain Management recognised this
significant issue and this health practitioner education strategy is one of the
first tangible outcomes of the implementation phase of the Action Plan.

The Faculty of Pain Medicine of the Australian and New Zealand College of Anaesthetists was uniquely placed to
deliver this strategy. Founded in 1998, the Faculty is a unique institution, with a dedication and expertise in pain
management education that is broad and deep.

Work on this strategy commenced in June 2020 and, despite the challenges of lockdowns and travel restrictions,
a very comprehensive cross-section of stakeholders was actively engaged, their feedback listened to, and
outcomes used to shape the final strategy.

On behalf of the Faculty of Pain Medicine, | would like to thank the project team for their enormous effort in
developing this comprehensive plan for improving health practitioner pain management education. In years to
come | hope it will be seen as the beginning of the end of the era where health professionals of all disciplines
feel unprepared for managing and assessing patients with persistent pain.

| would like to thank the Federal Department of Health for commissioning this National Strategy for Health
Practitioner Pain Management Education, thereby progressing the implementation of an important aspect of the
National Strategic Action Plan for Pain Management. | look forward to welcoming the widespread adoption of
the recommendations of this strategic roadmap for the betterment of the health and wellbeing of the Australian
people.

Sincerely,

P

Associate Professor Michael Vagg

Immediate Past Dean

Faculty of Pain Medicine

Australian & New Zealand College of Anaesthetists
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Glossary

Aboriginal and/or Torres Strait Islander person: A person of Aboriginal and/or Torres Strait Islander descent who
identifies as an Aboriginal and/or Torres Strait Islander.

Best practice: Best practice is more than practice based on evidence. It represents quality care which is deemed
optimal.

Biopsychosocial: A model reflecting the development of iliness through the complex interaction of biological
factors, psychological factors and social factors.

Community engagement: Working with individuals and communities to establish education solutions for pain
management challenges.

Competency framework: An established set of knowledge, skills and professional behaviours recognised as
essential for effective pain management.

Continuing professional development: Education for health practitioners to maintain, improve and broaden their
knowledge, skills and professional behaviours relevant to their area of practice.

Culturally and linguistically diverse communities: Broad term used to describe communities with diverse
languages, ethnic backgrounds, nationalities, traditions, societal structures and religions.

Cultural safety: “Cultural safety is about creating an environment that is safe for Aboriginal and Torres Strait
Islander people. This means there is no assault, challenge or denial of their identity and experience. Cultural
safety is about: Shared respect, shared meaning and shared knowledge!” (Department of Health, Victoria).

Entry-to-practice: The term ‘entry-to-practice’ covers a broad range of education that may be undertaken prior
to an individual entering their area of clinical practice.

Evidence-based: The principle that discipline-specific practices should be based on the best available scientific
evidence, rather than tradition, personal judgement, or other influences.

Health: The World Health Organization (WHO) defines health as a state of complete physical, mental and social
well-being and not merely the absence of disease or infirmity.

Health practitioner/professional: Any individual who practices a health profession.

Hospitalisation: An episode of hospital care that starts with the formal admission process and ends with the
formal separation process.

Industry reference group: An advisory body of health practitioners recognised as having expertise in pain and
clinical pain management to provide a healthcare industry perspective.




Interdisciplinary: Denotes that a variety of disciplines are coordinated toward a common and coherent
approach in the care of persons living with pain.

Interprofessional learning: When two or more professions learn with, about, and from each other to enable
effective collaboration and improve health outcomes.

Iterative consultation: Multiple independent group discussions aimed at generating themes to inform the build,
refinement and improvement of goals, principles and action plan.

Learner-centred: When the learner is placed at the centre of learning as an active participant, putting their
interests first and recognising that the learner brings their own knowledge, past experiences, education, and
ideas to the learning opportunity.

Medicare: A national, government-funded scheme that subsidises the cost of personal medical services for all
Australians and aims fo help them afford medical care.

Multidisciplinary: Denotes the additive engagement of multiple health practitioners who stay within the
boundaries of their fields in providing pain care for persons living with pain.

Partnership: A voluntary agreement between two or more partners to work cooperatively toward a set of shared
health outcomes. Partners may include consumers, carers and their communities, health practitioners, learners,
educators, educational organisations and/or regulators.

Pharmaceutical Benefits Scheme (PBS): A national, government-funded scheme that subsidises the cost of a
wide variety of pharmaceutical drugs, covering all Australians, to help them afford medicines.

Postgraduate education: A period of advanced study undertaken after successful completion of an
undergraduate degree level course at a college or university.

Specialist education: A period of advanced vocational education and training in a recognised training program
to attain fellowship of an Australian specialist college.

Telemedicine: The remote delivery of health care services, such as health assessments or consultations, over the
telecommmunications infrastructure.

The International Association for the Study of Pain (IASP): An international learned society promoting research,
education, and policies for the understanding, prevention and treatment of pain.
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THE INTERNATIONAL ASSOCIATION
FOR THE STUDY OF PAIN STATES THAT PAIN IS:

An unpleasant sensory and emotional
experience associated with, or resembling
that associated with, actual or potential
tissue damage”

and is expanded upon by the addition of six key notes:

« Pain is always a personal experience that is influenced to varying degrees
by biological, psychological, and social factors.

« Pain and nociception are different phenomena. Pain cannot be inferred
solely from activity in sensory neurons.

« Through their life experiences, individuals learn the concept of pain.
« A person’s report of an experience as pain should be respected.

« Although pain usually serves an adaptive role, it may have adverse effects
on function and social and psychological wellbeing.

« Verbal description is only one of several behaviours to express pain;
inability fo communicate does not negate the possibility that a human or a
nonhuman animal experiences pain.®

Figure 1: The International Association for the Study of Pain definition of pain®






The burden of pain in our society has reached crisis point and carries with it high social and economic costs.
Despite these factors, many health practitioners have a poor understanding of pain and contemporary
management options @. It is estimated that up to 80 per cent of Australians living with chronic pain may be
missing out on best-practice treatments @, This situation highlights a critical need for improving the knowledge,
skills and practice of health practitioners caring for individuals living with pain.

In 2019 the ‘need to improve the pain management-related knowledge and skills of health practitioners’ was
identified as a key priority within the National Strategic Action Plan for Pain Management .

In 2020 the Australian government demonstrated its commitment to this priority by funding the Faculty of Pain
Medicine (FPM), Australian and New Zealand College of Anaesthetists (ANZCA), to develop a national strategic
roadmap for health practitioner pain management education.

The National Strategy for Health Practitioner Pain Management Education provides a blueprint for the future
of pain education over the next five to 10 years with its underpinning values, principles, goals and detailed
implementation plan. It arficulates not only ‘what’ needs to be achieved, but ‘how’ we can achieve the desired
goals in the most effective and resource-efficient way, to ensure a meaningful and positive impact for those in
the community living with pain.

NATIONAL STRATEGY FOR HEALTH PRACTITIONER PAIN MANAGEMENT EDUCATION

A clear strategic roadmap to guide the upskilling of the Australian
health workforce in contemporary, evidence-based pain care with the
aim of improving the health outcomes of individuals living with pain.

This strategy should be considered in conjunction with other sector-specific health strategies and broader health
workforce plans that include workforce upskilling (Refer to Appendix 1: Australian health strategies and action
plans).

AIM

The overarching aim of the National Strategy for Health Practitioner Pain Management Education is that health
practitioners receive high quality, evidence-based, contextually relevant and timely education throughout their
career-span to support the delivery of best-practice care for individuals living with pain in our community.

SCOPE

This strategy targets the learning needs of a broad range of key health practitioners (registered, self-regulated
and unregulated) at critical points within their education and career continuum including: entry-to-practice
programs (vocational and higher education), postgraduate and specialist education, and continuing professional
development (Figure 2).
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Entry-to-practice
(VET & HE) Transition to clinical practice
(years 1& 2)

Continuing Specialist medical
5rof7ssiondl L Postgraduate
evelopment study

Figure 2: Health practitioners’ education and career continuum

STRATEGY DEVELOPMENT

At the outset of the project in 2020 an extensive environmental scan and literature review (see Appendix 2) were
undertaken to provide a clear picture of the current state of pain management and the related education of health
practitioners. The review provided a foundation on which to build the strategy.

A key strength of the strategy development process was the extensive stakeholder engagement undertaken.

Approximately 180 individuals and organisations from across Australia took part in a series of workshops,
roundtable discussions and targeted meetings and the FPM team employed an iterative consultation process to
ensure that initial concepts were able to emerge organically and then be further refined. This process established
buy-in and set the foundation for partnerships and collaborations in relation to the future implementation of the
strategy.

OUTCOMES

The literature review clearly supported the urgent need for improved pain care and the lack of consistency

in high quality pain-related education across health disciplines. Issues such as increasing waiting fimes for
specialist pain care, lack of adequate access to services in rural, regional and remote regions, and emergence of
long-COVID make this strategy all the more urgent and relevant.

Emerging from the iterative consultation process was a clear vision for health practitioner pain management
education in Australia:

VISION

"Australia has a national education strategy which promotes evidence-
based, best practice health care for individuals experiencing pain.

A nationally consistent set of values, principles and goals underpins and
guides health practitioner pain management education in entry-to-practice,
postgraduate and continuing education programs.”

NATIONAL STRATEGY FOR HEALTH PRACTITIONER PAIN MANAGEMENT EDUCATION



Stakeholders called for consistency and a ‘common language and understanding’ across health disciplines.

This common understanding will be supported by the set of shared values and principles developed and refined
through the iterative consultation process:

Respect
Diversity

VALUES

Partnership

Excellence

The principles are designed to guide those developing and implementing pain management education, to
ensure initiatives are successful, address areas of need, and have maximum impact.

This strategy document unpacks each of the principles, shining a spotlight on issues emerging from the literature
and stakeholder discussions, providing a way forward.

Implementation of the strategy has been prioritised through five key goals which form the basis of the
strategy’s ‘implementation plan’.

While each goal can be viewed as a potentially stand-alone body of work, it is important to note that the
success of goal four will be supported by goals one fo three being in place. The need to progress goals one
and two is therefore a priority if transformative change is to occur across the entry-to-practice space in a
timely way. Fortunately, there is already a body of work emerging from the concurrent Health Professional Pain
Management Education and Training Project (which has a resource-development focus), that will support the
achievement of goal three. This project is discussed later.




GOALS

Develop national standards for health practitioner pain
management education.

Create a national pain management education competency/
capability/practice framework.

Develop educational resources that align with the standards and
competency framework.

Embed pain management education into entry to-practice curricula.

Equip educators to deliver pain management education.

To provide clear direction with regard to the recommended actions needed to achieve each of the goals, and to
highlight key considerations, a detailed implementation plan has been developed.

IMPLEMENTATION PLAN

The Implementation Plan is a comprehensive roadmap to guide
application of the National Strategy for Health Practitioner Pain
Management Education.

The activities and considerations outlined in the implementation plan can be viewed on pages 46 - 51.

NATIONAL STRATEGY FOR HEALTH PRACTITIONER PAIN MANAGEMENT EDUCATION




KEY MESSAGES

Underpinning this national strategy is the strong belief in the power of education to effect change. Education
initiatives that are: informed by consumers, grounded in best-practice, well-constructed and resourced, relevant
to the context of care, accessible for all health workers, and facilitated by skilled educators have the power to
change practice and improve health outcomes in the community.

The strategy supports the use of contemporary teaching and learning methods that are applied to practice,
incorporate interprofessional dimensions, and are aimed at achieving optimum learning outcomes. Achieving
systems-level outcomes that lead to deep and sustainable changes in the way in which health practitioners view,
approach and manage pain, requires the application of strategies that are designed to foster inclusion, buy-in
and commitment at all levels. It is only through working in true partnership with our communities that we will
achieve education solutions that improve the lives of Australians living with pain. This is particularly frue when it
comes to priority populations such as Aboriginal and Torres Strait Islander peoples, culturally and linguistically
diverse communities, people in the aged care and disability sectors and children and young people.

Australia has a rich tapestry of cultures which is challenging when it comes to designing education that will
benefit the whole population. There may be limited awareness of the varied cultural perspectives, beliefs and
practices related to pain and pain management amongst culturally and linguistically diverse communities.
Engaging directly with these communities in the design and development of education solutions will provide the
best opportunity of improving health outcomes.

Lastly, throughout the development of this strategy, it was apparent that there is a clear and urgent need to
inform quality pain management and pain management education.




The burden and
impact of pain




Globally, there is a crisis in pain care with a disproportionate burden falling onto those in lower socio-
economic groups.

Pain continues to be poorly managed globally. The World Health Organisation estimates more than 80 per cent
of the world’s population, mostly in low and middle-income countries, lack access to contemporary pain care “-©.
Countries face challenges implementing reforms @ and in developed countries with few barriers to tfreatment,
atfempts over recent decades to improve acute pain management have been less successful than expected.

Chronic pain is a major and increasing cause of morbidity and disability worldwide @ (Figure 3). Chronic pain
pervades all levels of society, disproportionately affecting those from lower socio-economic backgrounds ™. It is
commonly associated with a wide range of medical conditions, surgery, and injuries although, in some cases, no
physical cause may be identified ™. Investigations into the mechanisms underpinning the transition from acute
to chronic pain are incomplete and the distinction between them imprecise, remaining time-based rather than
mechanistic © 121516,

The International Association for the Study of
Pain currently defines chronic pain as:

“Pain that lasts or recurs for longer
than 3 months.”

Figure 3: The International Association for the Study of Pain definition
of chronic pain®™

The Global Burden of Diseases Study 2019 ) reported that musculoskeletal disorders (rheumatoid arthritis,
osteoarthritis, low back pain, neck pain, gout, and all others) alone were responsible for 5-:9% (4-6-7-3) of the
total age-standardised disability-adjusted life-years (DALYs) in 2019, of which 981% (97-3-98-7) were years lived
with disability (YLDs), equating 150 million (95% Ul 109-198) DALYs ®. In addition, headache disorders (migraine,
tension-type headache and medication-overuse headache predominantly) were responsible for another 46-6
million (95% Ul 9-77-100) YLDs in 2019 9, All other pain-related disorders add to this total albeit to lesser degrees.

Low back pain and other musculoskeletal diseases form an increasingly large component of the disease burden
in countries with a high sociodemographic index such as Australia. Low back pain and headache disorders rank
in the top 10 disorders in the 10 to 24-year and 25 to 49-year age groups with musculoskeletal disorders entering
the top 10 for the 25 to 49 age group and ranked eleventh in the 50 to 74 age group © 619 Importantly, these
disorders also form a much larger component of health expenditure. However, this is yet to be reflected in
investments in research to identify more effective tfreatments and preventative measures @%.

The COVID-19 pandemic is adding to the burden of pain.

As communities around the world recover from the worst of the COVID-19 pandemic, a new global health
challenge has emerged: post-COVID condition/s @2 or currently named, ‘long COVID'.

The various post-COVID conditions are yet to be fully elucidated ®?. Reported prevalence varies from one in
two to one in five hospitalised patients remaining symptomatic at 12 months post-infection ?429; while around
three per cent of the general population may self-report symptoms @9, Signs and symptoms vary enormously,
fluctuating over time and generally impacting daily functioning @>%.29, However, the various manifestations of
pain associated with COVID-19 infection have received little specific attention as yet.

Pain is one of the most common reasons Australians seek health care.

Almost one in five Australian adults, estimated at 3.24 million in 2018, lives with chronic pain @°-39
(Figure 4). Without action, this number is expected to increase to 5.23 million by 2050 ¢233,

Patient visits fo their general practitioner for the management of chronic back pain, or other unspecified chronic
pain, rose by 67% in the decade from 2006-7 to 2015-16, estimated at an additional 400,000 consultations ©.



Pain prevalence differs by age and gender, cultural group and location across Australia, disproportionately
affecting females and the elderly, Aboriginal and Torres Strait Islander peoples and Australians living in regional,
rural and remote areas G439,

Differences in the health burden from painful conditions related to gender are particularly stark. Younger
females have a greater risk of violence with intimate partner violence highest among females 40 to 44 years
old with the consequent health burden second only fo anxiety and depression. Musculoskeletal disorders,
osteoporosis and back pain, are the leading causes or health burden in females aged over 45 (Women's Health
Strategy, Appendix 1).

In contrast, more than 70% of the health burden related to injuries is borne by males, including self-inflicted
injuries and suicide, transport and workplace accidents, assault, thermal injuries, drowning and falls (Men's
Health Strategy, Appendix 1). Males living in remote Australia experience injury-related hospitalisation at twice
the rate of urban males, increasing to four times the rate for transport accidents, and Aboriginals and Torres
Strait Islander males having rates double those of non-indigenous males ©%39),

Osteoarthritis and endometriosis alone contribute to very high burdens of pain and disability for around 2.5
million Australians of working age. ¢739),

In addition, chronic pain is the primary or compounding reason for over 100,000 hospitalisations Australia-wide
every year 39, affecting patient management and delaying discharge.

Pain prevalence differs by age and gender:

1in 5 females 9 53.80/0

over 15 years old of those living with chronic
pain are female

@ 1in 7 males 16.9% of the total

over 15 years old female population

Expected to

o Almost one in five Australian .
increase to

adults, estimated at
3.24 million in 2018, lives with

chronic pain
e O

An estimated 2.10 million Australians

5.23 million
by 2050

68.3%

of those living with
chronic pain are of
working age

A\ 1.03m

older Australians
live with chronic pain

Chronic pain is more prevalent in people
over 65, than the working age population

Figure 4: Prevalence of pain in the Australian population®

Acute pain is considered to last up fo seven days but may be prolonged up to 30 days © (Figure 5). Its
management remains problematic " and some Australians will transition to chronic pain following an episode
of acute pain, including after surgery. Approximately one in 10 postsurgical patients is estimated to experience
continuing pain severe enough to cause ongoing functional impairment “0-43,
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The International Association for the
Study of Pain’s definition of acute pain:

“Acute pain is considered to last up to
seven days”

..with four qualifications:

1. its duration reflects the mechanism and
severity of the underlying inciting event;

2. prolongations from seven fo 30 days are
common;
3. prolongations beyond the duration of acute

pain but not extending past 90 days post-
onset/injury are common; and

4. our understanding of pain mechanisms is
currently insufficient to link these durations to
specific physiologic mechanisms.

Figure 5: The International Association for the Study of Pain
definition of acute pain

Factors associated with health
inequalities in rural, regional and remote
Australia.

» Reduced access to healthcare and health
professionals/specialists.

o Reduced income, education and employment
opportunities.

« Higher rates of risky behaviours.

» Higher rates of occupational and physical risk
(mining, agriculture, transport).

Figure 6: Factors associated with health inequities in rural,
regional and remote Australia ©9

The following content is intended fo provide some
examples of the issues facing particular priority
populations of the Australian community, noting
there are many others facing similar challenges.

PEOPLE LIVING IN RURAL, REGIONAL
AND REMOTE COMMUNITIES

Australians living in rural, regional and remote
areas have on average lower socioeconomic status,
more chronic disease, and are faced with higher
costs when accessing healthcare in the context of
reduced ability to pay “%.

Almost seven million Australians, or 28 per cent

of the population, live in diverse places and
communities across rural, regional and remote
areas, scattered over vast distances. Although
Australians living in small rural towns report higher
levels of life satisfaction compared with their urban
counferparts, they face a range of challenges

and health inequities. These include poorer health
outcomes, higher rates of hospitalisation, injury and
death, including suicide due to living with chronic
pain ©54549 The differences in health outcomes
with increasing remoteness may reflect the high
proportion of Aboriginal and Torres Strait Islander
peoples living in these areas with their concomitant
health disparities ¢529,

Geographical remoteness means that people

living in rural, regional and remote areas often pay
higher prices for goods and services, travel greater
distances to access healthcare, and tend to be on
lower incomes ©9. Because they experience more
socioeconomic disadvantage, they are more likely

to delay accessing, or go without, prescription
medication and consulting with healthcare
practitioners “” (Figure 6). They have less access to
primary health care services, and experience waiting
longer for appointments to see a medical specialist or
an after-hours general practitioner @, Pain is one of
the most common reasons for emergency ambulance
attendances in regional and rural areas “®.

Maldistribution of the health workforce away from
rural, regional and remote areas also contributes

to poorer health outcomes. Access to allied health
practitioners, in particular, is disproportionately

low due to barriers to recruitment and retention,
training and career pathways in rural, regional and
remote areas “¥. This, in turn, impacts the provision
of services such as the National Disability Insurance
Scheme, resulting in irregular tfreatment and care for
those with disabilities and chronic conditions.

Transition to telehealth services accelerated due

to the COVID-19 pandemic making healthcare
consultations and pain management programs
more accessible and affordable “%59 however,
inconsistent infernet connectivity and mobile phone
reception in rural, regional and remote areas can be
barriers to taking advantage of these services “4.



OLDER AUSTRALIANS

One in three Australians over the age of 65 years lives with chronic pain.

The projected ageing of the Australian population is expected to expand the cohort already at increased risk of
declining health and reduced function ®. This has major implications for pain care needs considering 1.03 million (one
in three) Australians aged over 65 years live with chronic pain already ¢ and the relative growth in those aged over
65 years is projected fo increase from 16 per cent to 21-23 per cent of the population by 2066 ©2 50,

Experiences of pain change with ageing especially with increasing frailty and cognitive decline but pain is often
overlooked in Australians aged 65 years and over. Older Australians bear a disproportionate burden of disease with
two of the top three causes, musculoskeletal disorders and dementia ©, associated with pain. In addition, one in three
Australians hospitalised for injuries in 2019-20 were aged 65 and over and 15% of older men and 20% of older women
were living with severe or profound disability requiring supportive care . Within residential aged care, undiagnosed
or mismanaged pain is a significant cause of distress behaviours, especially in those with dementia.

CHILDREN AND ADOLESCENTS

Persisting pain in childhood and youth is a predictive factor for pain in adulthood.

Types of pain in children and adolescents

Headache Abdominal Back Musculoskeletal Multiple Other

1

)

8-83% 4-53% 14-247% 4-40% 4-49% 5-88%

PREVALENCE RATE RANGES

Figure 7: Prevalence rates and types of pain in children®

Although nationwide studies of persistent pain in Australian children and adolescents are lacking, international
data report a prevalence of 24 per cent on average in community-based studies, with rates higher in girls and
rising with increasing age ©%9 (Figure 7). A study of musculoskeletal pain conditions in Australian children and
adolescents attending primary care practitioners reported musculoskeletal pain was the sixth most common
reason for attending for care, noting increases with age and female sex ©%. The prevalence of persistent pain
in emerging adults (18-29 years) ranges between five and 30 per cent ®®. Female sex, familial chronic pain
and previous experiences of chronic pain in childhood were consistently reported as associations, and anxiety,
depression and sleep impairment were noted both prior to and after the onset of persistent pain.
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ABORIGINAL AND TORRES STRAIT
ISLANDER PEOPLES

National prevalence data are lacking on chronic pain in
Aboriginal and Torres Strait Islander peoples.

Aboriginal and Torres Strait Islander people experience

a higher-than-average burden of disease and lower life
expectancy. This reflects the many health inequities faced
by these communities and the systemic, interpersonal and
intrapersonal racism and discrimination, especially of those
living in regional, rural and remote areas %% 57 (Figure 8).

Racial discrimination experiences
reported by one in 3 Aboriginal and
Torres Strait Islander peoples aged over
15 years.

female 35.3% male 31.7%
15-44yrs 36-40% 45+ yrs 31%
non-remote 34.9% remote 28.2%

These experiences are strongly
associated with increased prevalence
rations (PR) of:

Frequent 1.55 PR
experiences of pain

High psychological 2.47 PR
distress

Low life satisfaction 3.41PR

Figure 8: Racial discrimination experiences of Aboriginal and
Torres Strait Islander peoples®”

In early studies on chronic pain in Aboriginal and Torres
Strait Islander peoples, the reported prevalence was
widely variable ¢,

More recent studies, however, have shown a prevalence
of equivalent to, if not higher than non-Indigenous
Australians, especially considering the impacts of racism
and intergenerational trauma from British colonisation ©9.

Recent data from The National Study of Aboriginal and
Torres Strait Islander Wellbeing, the Mayi Kuwayu Study
©9), suggest Aboriginal and Torres Strait Islander peoples
experiencing moderate to high levels of discrimination are
1.6 times as likely to have frequent experiences of pain and
lower levels of wellbeing than Aboriginal and Torres Strait
Islander peoples not reporting discrimination €.

CLYTIE LIVES ON THE TRADITIONAL LANDS OF THE
WURUNDJERI. HER MOB IS THE PANTYIKALI PEOPLE
FROM NORTH OF BROKEN HILL.

(e with multiole health
conditions. Going to hospital

can be such an ordeal that
many of us would rather
suffer than go to hospital for
anything. Each Emergency
Department should have
someone trained in dealing
with chronic pain. | would like
tfo see doctors work together,
listen to their patients, work
with allied health more, and
increase their knowledge-base
on the many pain conditions
out there. ))

Source: Australian Pain Management Association
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CULTURALLY AND LINGUISTICALLY DIVERSE
(CALD) POPULATIONS ) .
Australia’s population

Ausfralla'-.speCIﬁc qafg concerning pain pre.valen.c_e in CALD in 2019 (/IOM 2020)
communities remain limited despite known inequities across

H H (61-63)
a range of Australian health settings . B Born overseas B Born in Australia

Migrants to Australia have arrived from North-West Europe
and Oceania traditionally, but are now surpassed by those
from Asia in particular, with smaller cohorts from several
Middle Eastern and North African nations © (Figure 9).

The above-average health status of immigrants on arrival
wanes with duration of residency in Australia so overall, CALD
communities have a higher burden of disease likely due to
barriers to accessing care ©5 9,

Australian studies reflect international data showing that
language and ethnocultural influences impact the way
people experience and understand pain and pain care ©*
€6-69 |ncreasing numbers of migrants and refugees arriving
in Australia from areas of conflict where many experienced Figure 9: Proportion of Australia’s population |
torture or other physical and/or psychological harms, will add born overseas compared with born in Australia®”
further complexity to pain care needs in these communities

well into the future 7072

PEOPLE LIVING WITH DISABILITY

Pain is at least as common in people living with disability as in the general population.

Around four million Australians or 18 per cent of the Australian population live with a disability “®, many
experiencing pain generated by their impairment. Of the eight most common chronic conditions associated with
disability burden, arthritis and back pain and related conditions rank third and fourth respectively.

Data on the prevalence of pain in Australians living with intellectual disability are lacking 7 79); however, the two
most common conditions are cerebral palsy, affecting around 35,000 Australians 79, of whom approximately
50% live with an intellectual disability, and Down syndrome, affecting up to 15,000 “”. Limited international data
suggest pain may affect up to 74 per cent of children and adults with cerebral palsy 7®, with a paucity of high-
quality research supporting pain management options “®. However, no data exists for Australians with Down
syndrome, although they commonly experience a range of musculoskeletal conditions likely to cause pain from
early childhood “®.

Despite recent efforts to develop more appropriate pain assessment tools and better tailor management,
challenges remain in understanding the biological basis of pain, discerning pain from distress, anxiety and
depression and addressing erroneous stereotyped beliefs about pain in all persons living with intellectual
disability 79,
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IMPACT ON THE PERSON LIVING WITH PAIN

Pain may have a significant impact on the quality of life,
especially for those living with chronic pain.

Pain affects the ability of individuals to do physical tasks
and engage in work and education. It interferes with

sleep and relationships with others, impacts on mental
health, and often leads to financial difficulties and social
exclusion. Low back pain is associated with high rates of
work absenteeism ¢ and workers’ compensation claims 7.
Conversely, the persistence of pain after occupational injury
can slow recovery and negatively impact outcomes from
worker’s compensation systems @283,

PAIN AND COMORBIDITIES

Other chronic conditions such as cardiovascular diseases,
asthma, diabetes, stroke and bowel disease are associated
with an increased risk of experiencing chronic pain 9
(Figure 10).

People living with chronic pain are
more likely to have:

other long-term health 2.4 times
conditions or a long-term

injury

mental health problems 2.5 times

osteoporosis 2.5 times
arthritis 2.6 times

compared with those without chronic pain.

Figure 10: Comorbidities affecting people living with chronic pain
compared with those without chronic pain®?

Smokers and ex-smokers are almost twice as likely to
self-report chronic pain ©4. Obesity is a risk factor for
developing musculoskeletal pain, fioromyalgia, headaches
and abdominal pain ©5 89,

Endometriosis and related conditions are associated
with recurrent severe acute pain affecting more than

10 per cent of Australian women and girls, transgender,
non-binary and gender-diverse people assigned female
at birth. Transition to chronic pelvic pain is frequent,
partly due to under-recognition, delayed diagnosis and
inade