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Abstract

Objective. To provide an update on Australian persistent pain services (number, structure, funding, wait times, activ-
ity). Methods. An updated national search was conducted. Of those identified, 74 persistent pain services provided
detailed responses between July 2016 and February 2018 (64 adult, seven pediatric, two pelvic pain, and one cancer
pain). A similar structure to the original Waiting in Pain (WIP) survey was used, and participants chose online or tele-
phone completion. Results. Pediatric pain services had more than doubled but remained limited. Adult services had
also increased, with a concurrent decrease in median wait times and an increase in the number of new referrals
seen each year. Despite this, some lengthy wait times (>3 years) persisted. Wait times were longest at clinics using
public or combined funding models and offering pain management group programs (PMGPs). Although clinical ac-
tivity had increased, medical staffing had not, suggesting that clinics were operating differently. Privately funded
clinics performed more procedures than publicly funded services. Use of PMGPs had increased, but program struc-
ture remained diverse. Conclusions. Specialist pain services have expanded since the original WIP survey, facilitating
treatment access for many. However, wait time range suggested that the most disadvantaged individuals still experi-
enced the longest wait times, often far exceeding the recommended 6-month maximum wait. More needs to be
done. Numerous developments (e.g., National Strategic Action Plan for Pain Management, health system changes
as a result of the COVID-19 pandemic) will continue to influence the delivery of pain services in Australia, and re-
peated analysis of service structures and wait times will optimize our health system response to the management of
this condition.
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Introduction

Persistent or chronic pain remains one of Australia’s larg-
est (and arguably undertreated) health problems. With
an estimated annual economic impact of A$139 billion—
including health care provision, loss of income, and pro-
ductivity costs—it is the country’s third most costly
health condition [1]. More than one in five Australians
will suffer persistent pain in their lifetime, including chil-
dren [2]. As the population ages, the prevalence and cost
of this condition will increase [3].

Persistent pain is associated with significant physical
and psychological impairment. Impacts include poor fit-
ness, psychological distress, depression, anxiety [4], low
self-esteem, reduced workforce engagement [5], social
isolation, and decreased quality of life [6]. Increased sui-
cidality has also been demonstrated [7].

Timely and coordinated multidisciplinary treatment,
which includes both physical and psychological methods,
has been shown to be best-practice care for individuals
with persistent pain [8]. It is also cost-effective care and
is estimated to nearly halve the economic impact of this
condition due to the significant patient improvement it
affords [3]. Despite this, multidisciplinary treatment is
not well supported by current funding models for pri-
mary health and therefore reliance on the tertiary sector
remains high.

Recognizing the demand that is placed on multidisci-
plinary pain services—and the clinical and fiscal benefits
that they provide—the Waiting in Pain (WIP) project of
the Australian Pain Society [9] (data collected from
December 2008 to January 2010) sought to better under-
stand the service structures and treatment access issues
experienced by pain services in this country. In particu-
lar, WIP sought to systematically examine the wait times,
clinical activity (number of new patients seen), staffing
(amount, type), and funding sources of Australian persis-
tent pain services. The results showed prolonged wait
times for treatment access (>18 months for some clinics),
suggesting that pain services were unable to meet the
level of clinical demand that they experienced. This was
significantly more pronounced within the public sector
compared with private services and for provincial vs ur-
ban locations, with notable geographic variances. These
unacceptably long wait times (>6 months) have been
shown to result in physical and psychological deteriora-
tion for individuals awaiting specialist care [10], and thus
it is imperative that treatment access be improved.

There have been a number of developments in the pro-
vision of pain services in Australia since the publication
of the original WIP article. For instance, significant
investments have been made in persistent pain services
throughout New South Wales, Queensland, and South
Australia, changing the models of care and service pro-
files used in those regions. A national outcomes register
has also been developed (Electronic Persistent Pain
Outcomes Collaboration [ePPOC]) (refer to https://ahsri.

uow.edu.au/eppoc/index.html), creating a standard set of
core outcome measures to help services evaluate their
clinical performance and inform the development of best-
practice models of care. More recently, a National
Strategic Action Plan for Pain Management was released
by the Department of Health that called for more timely
access to evidence-based assessment and treatment for
individuals with persistent pain [11].

Calls to improve the health service response to persis-
tent pain have been echoed internationally. For instance,
Britain recently reported wait times of 6-112 weeks to
access specialist pain services; with many clinics in
breach of National Health Service-set targets, there is
now a deliberate focus on building capacity within com-
munity services to alleviate pressure on specialist centers
[12]. Similarly, after reporting wait times of up to 5 years
to access specialist pain care [13, 14], Canada also has a
renewed focus on improving the experience of individu-
als who are seeking treatment for this condition [15].

Given the developments since the first review, it is ap-
propriate to again assess the state of play for persistent
pain services in Australia. Accordingly, the Waiting in
Pain project was updated (WIP-II) to provide a current
overview of the wait times, clinical activity, staffing, and
funding for Australian persistent pain services.

Methods

A national search for persistent pain services was con-
ducted using the databases of the Australian Pain Society,
Painaustralia, and the state-based Department of Health,
as well as internet searches. Once the detailed list was
compiled, a research and survey consulting firm (InSync)
was engaged to build an online survey portal, conduct
the survey, and collate the results in a de-identified
manner.

In total, 109 services were identified and invited to
participate in the project: 99 adult services, seven pediat-
ric services, two services specializing in pelvic pain, and
one dedicated to the management of cancer pain. All
services were contacted via email and invited to partici-
pate in the project either through an online portal (link
and password emailed with the invitation to participate)
or via telephone interview. The research consulting firm
or the primary author followed up with nonresponders.

Surveys were conducted between July 2016 and
February 2018. The survey structure was similar to that
used in the original WIP project; core quantitative ques-
tions explored the primary source(s) of funding for each
service (>90% public, >90% private, combined);
amount (full-time equivalent [FTEs]) and type (disci-
pline) of staffing; amount of clinical activity (number of
new referrals received and seen each year); and wait
times that newly referred individuals experienced before
attending a first appointment. Services were asked to re-
spond to these questions using data from their previous
12 months of operation.
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Consistent with the original project, services were
grouped by state or territory and classified by location
(as per the Australian Bureau of Statistics, “urban” = lo-
cated within a capital city; “provincial” = located out-
side a capital city) and the updated International
Association for the Study of Pain (IASP) classification
levels (Level 1 refers to a multidisciplinary pain [MDP]
management center with multiple disciplines, education,
and research; Level 2 refers to an MDP management
clinic operating as per Level 1 but without research and/
or teaching; and Level 3 refers to a pain practice without
multidisciplinary or interdisciplinary care, including a
single practitioner or pain management modality).

Data Analysis

Data were collated, de-identified, and initially analyzed
by the research consulting firm using Microsoft Excel.
They were further analyzed, where appropriate, using
SPPS version 26 [16]. Preliminary analysis involved cal-
culating descriptive statistics for each of the core ques-
tions. Where appropriate, comparisons were made with
data from the original WIP study.

Data were examined to assess the impact of service
factors (i.e., location, predominant funding source, IASP
classification) on wait times, clinical activity, and staff-
ing. Specifically, analysis of variance and ¢ tests were
used to explore the impact of service factors on clinical
activity as a function of medical staff FTE. Medical FTE
were specifically chosen because doctors tend to be in-
volved in all new assessments at Level 1 and 2 services.
Mann-Whitney U or Kruskal-Wallis tests were used to
examine the impact of service factors on wait times due
to the skewed distribution of these data. A chi-squared
test (%) was used to assess differences in the frequency of
IASP classification according to service activity. Pearson
correlation coefficients were calculated to assess the cor-
relation between wait times and proportional levels of
private funding for those services that had a combined
funding model. Findings with a probability of P<0.05
were considered statistically significant.

Ethics and Funding

This study was approved by the Human Research and
Ethics Review Committee of Royal Melbourne Hospital
(HREC QA2016072). Funding was provided by the
Australian Pain Society, with additional funding from the
Department of Anaesthesia and Pain Management at
Royal Melbourne Hospital.

Results

Overview of Services

This survey identified 109 persistent pain services
throughout Australia, an increase of 41 clinics since the
original WIP project (Nigendisiea = 68). For adult services,
the largest growth occurred in clinics that were

predominantly privately funded (WIP: n=23; WIP-II:
n=48), with comparatively smaller increases in the num-
ber of clinics that utilized public or combined funding
models (WIP: n =45; WIP-II: n= 51). Pediatric pain serv-
ices also increased (WIP: n=3; WIP-II: n=7), and three
specialist clinics had been created to cater specifically to
adults with cancer (n=1) or pelvic (n =2) pain.

Of the 109 services that were identified and invited to
participate in the WIP-II project, 33 declined to partici-
pate or failed to respond despite several invitations. Most
(n=27) of the nonparticipating services were identified
as being predominantly privately funded. In total, 76
Australian persistent pain services agreed to participate
and responded to the WIP-II survey: sixty-six general
adult services, seven pediatric services, and the three spe-
cialist adult services. Two general adult services were
subsequently excluded due to incomplete data collation.

Of those clinics that went on to respond to the survey,
growth in adult persistent pain services was most com-
mon throughout Victoria, in provincial areas, and in the
public sector. These were typically structured as TASP
Level 1 clinics (refer to Supplementary Data). Data re-
garding pediatric pain services were limited but indicated
that the number of clinics had more than doubled since
the original WIP project. New services were identified in
Queensland, New South Wales, Victoria, and Western
Australia. All services were publicly funded, and most
(n=6) were urban clinics that were classified as IASP
Level 1 MDP management centers. Pediatric services
reported seeing a total of 997 new patients in the preced-
ing 12 months, equating to 0.03% of the Australian pop-
ulation aged 14 years or younger (the age used by the
Australian Bureau of Statistics when defining the pediat-
ric population). The median wait time for a new assess-
ment was 32.5 days, with medical staff seeing an average
of 110 new patients per FTE.

Given the limited representation of pediatric and spe-
cialist adult (pelvic pain, cancer pain) clinics in survey
responders, subsequent analyses were focused exclusively
on the 64 remaining general adult persistent pain
services.

Adult Persistent Pain Services

As outlined in Table 1, the majority of adult services
were classified as Level 1 MDP management centers
(n=44, 69%) that were primarily publicly funded
(n=37, 58%) and urban based (n=48, 75%).
Approximately half were associated with a hospital inpa-
tient acute pain service (N = 34, 53%; public = 28,
private = 4, combined = 2), offered telehealth services
(Ngotal = 33, 52%; urban = 23, provincial = 10), and/or
participated in the ePPOC (n=37, 58%). Preclinic edu-
cation was offered by 32 clinics (50%), with marked var-
iation in the format (e.g., mandatory vs voluntary),
timing (e.g., on referral, within a few weeks, just before
initial appointment), and duration (range: 1.5-5 hours)
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Table 1. Data for Australian adult persistent pain services by population, clinical activity, service type, and funding sources

IASP Classification Level Funding
State or Adult No. of Patients No. (%) of >90% >90% Services with
Region Population®  Seen Services 1 3 Public Private  Combined PMGPs
National 19,966,901 36,650 64 (100) 44 (69) 14 (22) 6(9) 37(58) 20 (31) 7 (11) 53(83)
ACT 332,052 900 1(1.5) — 1(100) — — 1(100) — 1(100)
QLD 3,961,732 3,279 6 (10) 6 (100) — — 5(83) 1(17) — 6 (100)
NSW 6,396,242 8,467 18 (28) 13 (72) 5(28) — 13 (72) 3(17) 2(11) 16 (89)
NT 192,356 242 3(5) 1(33) 1(33) 1(33) 2(67) 1(33) — 1(33)
SA 1,417,961 3,577 4 (6) 3(75) — 1(25) 2 (40) 2 (60) — 3(75)
VIC 5,157,216 16,693 27 (42) 17 (63) 6(22) 4(15) 13 (55) 10 (32) 4(13) 22 (81)
TAS 427,391 500 1(1.5) 1(100) — — 1(100) — — 1(100)
WA 2,078,147 4,479 4(6) 3(75) 1(25) — 1 (40) 2 (40) 1(20) 3(75)
Region
Urban 30,720 48 (75) 35(73) 8(17) 5(10) 24 (50) 18 (38) 6(12) 40 (83)
Provincial 5,930 16 (25) 9(56) 6(38) 1(6) 13(81)  2(13 1(6) 13 (81

TASP = International Association for the Study of Pain; IASP classification Level 1=multidisciplinary pain (MDP) management center with several disciplines,

education, and research; IASP classification Level 2=MDP clinic but without research and/or teaching; IASP classification Level 3=pain clinic without multidisci-

plinary or interdisciplinary care or modality-oriented clinic using single practice or pain management modality; PMGP = pain management group program; ACT
= Australian Capital Territory; QLD = Queensland; NSW = New South Wales; NT = Northern Territory; SA = South Australia; VIC = Victoria; TAS =

Tasmania; WA = Western Australia.

Figures are N (%).

*Australian Bureau of Statistics estimation from September 2017, released March 2018, population aged >15 years. An estimated 33% of the adult population

resides in provincial areas (2016).

of sessions. A total of 97 research projects were identified
across 32 services. Although the majority (n=43, 67%)
of services used multiple sources of data (e.g., electronic
and paper records), activity estimates for nearly a third
(n=10, 27%) of all publicly funded services were made
independent of any formal health system for data collec-
tion. As per the original WIP survey, publicly funded
services were more likely to be classified as Level 1 MDP
management centers than were privately funded clinics
(x*[2] = 8.5, P < 0.014). Fewer services reported using a
combination of public and private funding in this survey
compared with the original WIP project (WIP: n=13,
23%; WIP-II: n=7, 11%), but this difference was not
significant  (y’[2] = 3.4, P = 0.18) (refer to
Supplementary Data).

Clinical activity data were not consistently reported
by all survey responders. Those who did report this infor-
mation (n=61) saw a combined total of 36,650 new
patients during the preceding 12 months, equating to
0.18% of the Australian adult population. This repre-
sented an average of 600.8 new patients (SD = 789.2) per
service and was comparable to the level of clinical activ-
ity that was reported in the original WIP study (N,
patients = 31,779, Nicrvices = 57; M=557.5, SD = 631.4)
(¢[116] = 0.3, P = 0.74). As might be expected, most of
this activity was conducted in metropolitan services, with
urban clinics seeing the equivalent of 0.23% and provin-
cial clinics seeing the equivalent of 0.09% of their respec-
tive populations. A total of 9,442 individuals were wait-
listed across 48 services, with the greatest number of peo-
ple being wait-listed at publicly funded clinics and level 1
services (Table 2).

Wait Times for Adult Persistent Pain Services

The median values, ranges, and interquartile ranges
(IQRs) for wait time information based on location,
funding, and IASP classification are presented in Table 2.
Figure 1 shows the skewed frequency distribution of wait
time data (Shapiro-Wilk statistic = 0.581; P < 0.001).
Overall, the national median wait time for a first ap-
pointment at an adult persistent pain service was 60 days
(IQR: 20-170). However, most services (n=2357) used a
structured triage process for urgent referrals (e.g., per-
sons with cancer pain, acute neuropathic pain states,
high levels of distress), and the median wait time for
those individuals was 14 days within a skewed distribu-
tion (Shapiro-Wilk statistic = 0.74; P < 0.001). Overall,
this represents a significant reduction in wait times since
the original WIP project (WIP: median = 103; IQR:
43.5-210; WIP-II: median = 60; IQR: 20-170) (Mann-
Whitney U = 1,380; P < 0.029), suggesting that access to
treatment for adults with persistent pain has improved in
Australia. However, although median wait times signifi-
cantly decreased, the range in wait times experienced in
many states and territories continued to exceed the rec-
ommended maximum wait of 6 months (< 180 days),
with South Australia and Victoria in particular reporting
wait times of up to 3 years (or longer) for some individu-
als (Table 2).

In terms of factors that may contribute to wait times,
there was no significant difference in wait times across
TASP classification level (Level 1: median = 62; IQR: 21—
185; Level 2: median = 57; IQR: 13.5-173; Level 3: me-
dian = 16.5; IQR: 4.5-70) (Kruskal-Wallis H[df, 2] =
4.52, P = 0.11) or location of service (urban: median
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Table 2. Number of people on waiting list and wait times experienced at Australian adult persistent pain services

No. of People on Waiting List Waiting Time, Days
Total Pain
Management Services Total Average per Service Range Median Range IQR

National 64 9,442 — 0-1,000 60 2-1,277 20.5-170
ACT 1 120 120 — 10 — —
QLD 2,018 404 40-800 138 7-173 90-163
NSW 18 2,360 169 0-600 60 12-280 21-90
NT 3 70 35 15-55 40 5-240 22.5-140
SA 4 455 228 43-412 178 28-1,277 49-544
VIC 27 4,119 206 0-1,000 60 2-1,095 21-177.5
TAS 1 50 50 — 100 — —
WA 4 250 83 50-100 13 6-84 10.5-31.5
Region

Urban 48 7,158 205 0-1,000 56 3-1,277 17-170
Provincial 16 2,284 176 0-543 85 2-1,095 29-162
Funding

>90% public 37 7,528 235 0-1,000 110 12-1,277 62-201
>90% private 20 359 40 0-120 14.5 2-60 7-23.5
Combination 7 1,555 22 16-600 42 7-546 16.5-190
IASP Classification

Level 1 44 7,626 224 — 62 2-1,277 22-179
Level 2 14 1,606 146 — 57 7-240 15.5-170
Level 3 6 210 210 70 16.5 3-100 5-52

IQR = interquartile range; ACT = Australian Capital Territory; QLD = Queensland; NSW = New South Wales; NT = Northern Territory; SA = South
Australia; VIC = Victoria; TAS = Tasmania; WA = Western Australia; IASP = International Association for the Study of Pain; IASP classification Level
1=multidisciplinary pain (MDP) management center with several disciplines, education, and research; IASP classification Level 2=MDP clinic but without re-

search and/or teaching; IASP classification Level 3=pain clinic without multidisciplinary or interdisciplinary care or modality-oriented clinic using single practice

or pain management modality.
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Figure 1. Wait times (days) experienced at Australian adult persistent pain services.

= 56; IQR: 14-170; provincial: median = 85; IQR:
28.5-175.5) (Mann-Whitney U 440; P 0.31).
Funding type was a significant factor for wait time vari-
ance (mean rank: public = 41.89; combined = 31.57; pri-
vate = 14.35) (Kruskal-Wallis H[df, 2] = 29.05, P <
0.001), with post hoc pairwise comparisons suggesting
that private services (median = 14.5; IQR: 6.3-24.5) had
significantly shorter wait times than either combined
(median = 42; IQR: 12-280) (r = 2.14, P<0.032) or
publicly funded services (median = 110; IQR: 62-203.8)

(r=15.39, P < 0.001). There was, however, no significant
difference between public and combined funded facilities
(r=1.36, P = 0.52), echoing the findings from the origi-
nal study. A smaller proportion of services reported using
a combined funding model than they had in the original
study, but this difference was not significant (WIP:
22.8%; WIP-I: 10.9%; P 0.18) (refer to
Supplementary Data). For those that used combined
funding, the variance in the overall percentage that came
from private sources was not related to wait times
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Figure 2. Duration (hours) of pain management group programs offered by Australian adult persistent pain services.

(r = 0.12, P = 0.8). Wait times were, however, signifi-
cantly longer at services that offered a multidisciplinary
pain management group program (PMGP: median = 80;
IQR: 21.5-179.8) than they were at clinics that did not
(median = 21; IQR: 5-60) (Mann-Whitney U = 420; P <
0.015).

Clinical Activity and Medical Staffing for Adult
Persistent Pain Services

The 64 adult services that participated in the WIP-II proj-
ect reported seeing a total of 36,650 new referrals in the
preceding 12 months—a 15.3% increase in the overall
number of new appointments provided in Australia per
annum since the original study (31,779) (refer to
Supplementary Data). Although this additional clinical
activity is consistent with the identified growth in pain
services, it was not associated with a concurrent increase
in the average amount of medical FTE (minus psychiatry)
that was employed nationally (WIP: 1.97; WIP-II: 2.29)
(¢[119] = 0.9, P = 0.37). This suggests that services were
operating more efficiently, such that medical clinicians
were seeing more new patients within the same staffing
establishment, and/or that additional activity was being
undertaken by nonmedical staff.

Overall, IASP Level 2 clinics saw more new referrals
per medical FTE (minus psychiatry) (M = 636, SD =
380) than Level 1 centers (M = 280, SD = 214) (¢[51] =
4.2, P < 0.001). However, the number of new referrals
seen per medical FTE did not differ as a function of the
funding model used by the service (private: M = 635, SD
= 931; public: M = 368, SD = 292; combined: M = 264,
SD = 191) (F[2,54] = 1.6, P < 0.2).

Throughout the nation, adult persistent pain services
performed an estimated 24,000 minor (e.g., epidural ste-
roid injections, joint injections, or denervation) and
1,300 major (e.g., implantable neuromodulation systems)
interventional procedures. This represents a similar num-
ber of minor procedures to that reported in the original

WIP study, but a relative increase in major activity (WIP:
Niinor = 22,300, Npajor = 380). The combined number
of major and minor procedures differed significantly be-
tween the three types of funding sources (F[2,61] = 3.43,
P < 0.05), with post hoc analysis suggesting that pri-
vately funded clinics performed more procedures overall
than did publicly funded services (private: M = 669.2;
public: M = 223.4) (¢[55] = 2.56, P < 0.013).

Allied Health-Led Pain Management Group
Programs

The use of allied health-led multidisciplinary PMGPs has
increased since the original survey, with 83% of services
now offering this form of treatment compared with 74%
previously (refer to Supplementary Data). Overall, 98
PMGPs were described, with many of the Level 1 centers
(n=23) offering more than one option. Group programs
ranged in duration from 2 hours (pain education groups)
to 120 hours (intensive multidisciplinary programs)
(Figure 2). Qualitative data regarding program descrip-
tion and purpose suggested that shorter programs fo-
cused on pain education, patient assessment, goal
identification, and introductory education modules re-
garding pain management, whereas programs of longer
duration focused on physical restoration with integrated
psychological therapy.

Discussion

The provision of specialist multidisciplinary pain services
in Australia has evolved over several decades. Our origi-
nal WIP project documented the service structures, wait
times, and staffing levels that were associated with these
specialist clinics. This follow-up assessment (WIP-II)
sought to provide an update to the original survey and, in
doing so, documented an expansion of pain services in
Australia, specifically in the areas of pediatric services
and privately funded adult clinics. However, data
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regarding the number of patients who were wait-listed
for treatment were not consistently reported (Nieported =
48, Npardicipated = 64), meaning that the extent to which
this expansion meets clinical needs is not yet clear.

Treatment access has improved overall since the origi-
nal WIP survey, resulting in a significant decrease in na-
tional wait times and a >15% increase in the number of
people who are able to access a new appointment with a
specialist pain service each year. There also appears to
have been a change in the model of care that pain services
are using. For instance, although there are now more
pain clinics seeing more new patients each year, this was
not associated with a concurrent increase in medical
FTEs, suggesting perhaps that medical staff may be
deploying their services differently than they had at the
time of the original survey, such that they can see more
new patients within the same allocated time (e.g., via
group assessments). Alternatively, it may be that some
(or all) of the additional activity is being undertaken by
nonmedical personnel, and this would be reflected within
changes to service structures more broadly. Allied
health-led multidisciplinary PMGPs have become more
common over time, with a greater percentage of services
offering this form of treatment now compared with the
original survey. Together, these findings suggest a move
toward more integrated multidisciplinary, or perhaps al-
lied health led, activities within Australian pain services,
an assertion that requires specific exploration.

Despite these improvements, wait times remain longer
for clinics that offer multidisciplinary PMGPs compared
with those that do not. Moreover, the range in reported
wait times was diverse, with some individuals being wait-
listed for 3 years or longer, often with no clear indication
of when they may expect to receive an appointment.
Given that group programs are commonly recommended
for individuals who are most negatively affected by per-
sistent pain and that wait times of 6 months or longer
have been associated with further deterioration [10], this
means that treatment access remains most restricted for
those individuals at the greatest disadvantage and that
many will be further disadvantaged by being indefinitely
wait-listed for specialist care.

Access also continues to vary by location and age,
with urban clinics seeing the equivalent of 2.5 times more
of their local population than provincial clinics, and 7.7
times more of the adult population than the equivalent
for pediatric services. These disparate rates of treatment
access suggest that the provincially-based and pediatric
populations continue to experience a significant disad-
vantage. However, the full extent of this disadvantage
has yet to be clarified. A number of adult-based services
(public and private) reported providing input to the pedi-
atric population, but that was not specifically reflected
herein, as activity numbers were difficult to delineate.
The same is likely true for provincially-based patients,
with many receiving appointments at urban-based clin-
ics. Moreover, although growth in specialist pediatric

pain services was noted since the original project, the
authors are aware that further growth has occurred fol-
lowing completion of the WIP-II survey (refer to http://
www.wch.sa.gov.au/services/az/divisions/psurg/acute-
pain/index.html). As such, the data contained herein are
likely to be an underestimation of the amount of pediat-
ric and provincial pain service activity that is actually
provided throughout Australia.

These findings are consistent with updated data from
the Canadian Pain Task Force [17], which indicate a
small reduction in wait times (2006: median = 6 months;
maximum = >5 years; 2018: median = 5.5 months;
maximum = >4 years) and a doubling of pediatric pain
services (2006: N=35; 2018: N=09) throughout Canada
in the past 12 years. However, it seems that rural popula-
tions may have comparatively better access to specialist
pain services in Australia, with 25% of Australian clinics
being provincially-based compared with 9% in Canada.

Although we identified an increase in the number of
persistent pain services in Australia, a large number of
privately funded clinics declined to participate in the as-
sessment. As such, our interpretation of staffing, activity,
and wait times may not be representative of activity in
that part of the pain sector. Indeed, the improved treat-
ment access experienced in certain areas may be better at-
tributed to growth in the private sector than to improved
public services, but this remains to be tested.

The finding that private clinics performed more proce-
dures than their publicly funded counterparts and were
less likely to be associated with a hospital inpatient acute
pain service suggests that service profiles may differ be-
tween public and private clinics. Similarly, the finding
that the number of combined public and private service
delivery models has decreased since the original WIP in-
vestigation potentially suggests that there may be a level
of incompatibility between the two funding models, po-
tentially driving different activity targets. Integration of
persistent pain expertise with inpatient acute pain serv-
ices is of particular relevance given the importance of
early identification of the development of persistent pain
and concerns regarding opioid prescribing on discharge
from the hospital. Improving linkages, particularly for
privately funded services, should be a focus of future ser-
vice developments. Collaborative cross-sector policies,
co-located services with shared staffing models, inter-
clinic collaboration and training, and shared research
agendas could facilitate this.

Any assessment of this sort relies on self-reported
data. Data collation processes have improved since the
original WIP survey, but further improvements are antici-
pated with the increasing availability of integrated hospi-
tal electronic medical record systems. Similarly, survey
participation remains voluntary and, unsurprisingly, pri-
vate clinics had the lowest participation rates. The com-
plex electronic survey used in this study, although time
consuming to develop, ensures more cohesive de-
identified data collection and analysis, and facilitates the
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ability to conduct repeated surveys to track developments
over time. The consistency of data in relation to the pre-
vious assessment and between like services suggests a de-
gree of validity for the technique, especially as the
previous assessment predominantly consisted of in-
person interviews.

Conclusion

The WIP-II survey indicates that specialist pain services
have expanded in Australia over the past several years.
This has resulted in decreased wait times to access spe-
cialist care and a 15% increase in the number of new
referrals that are able to be seen each year. Despite these
improvements, the range in wait times remains diverse—
extending to 3 years and beyond in some areas—and
wait times are longest at clinics offering multidisciplinary
group programs, the type of treatment offered to individ-
uals who are most disabled by their pain. The original
WIP project provided some initial staffing profiles to aid
service design and development [18]—data that now
need to be revisited in light of this national expansion of
pain services. Hence, there is more to be done to improve
treatment access in this sector. Numerous developments
will continue to influence the delivery of specialist pain
management services in Australia, including the rollout
of the National Strategic Action Plan for Pain
Management, government investment in the design and
delivery of multidisciplinary pain education (e.g., https://
wWww.grants.gov.au/? event=public.GO.
show& GOUUID=55D024DB-FDD4-46E9-
C77A3C54B4E9155A), and advances in aged care pro-
cesses that seek to support the identification and timely
treatment of pain in the elderly (refer to https://agedcare.
royalcommission.gov.au/Pages/default.aspx). Geographic
boundaries will also be unpacked by the advances in tele-
health processes and billing structures that have been es-
calated in response to the COVID-19 pandemic,
facilitating connections between urban-based specialist
services and provincially-based consumers and clinicians.
As these changes affect our community, repeated analysis
of service structures and wait times will help to optimize
our health system response to the issues confronting
those living with persistent pain. Establishing clinical
benchmarks will be pivotal.
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