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A letter to women experiencing pain, written by a participant in the Pain Inquiry Forum 
held in Gisborne on Friday July 18th: 
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Acknowledgement of Country 
 
Women’s Health Loddon Mallee (WHLM) acknowledges the Traditional Custodians of the 
lands on which we live, work and play. We celebrate and respect the unique cultural and 
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We recognise the strength and resilience of all Aboriginal and Torres Strait Islander 
peoples and are dedicated to a future in which they feel connected, empowered, and safe 
within the communities of the Loddon Mallee region. 
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About Women’s Health Loddon Mallee 

Women’s Health Loddon Mallee (WHLM) has a strategic focus on gender equity, sexual 
and reproductive health, primary prevention of violence against women, mental health 
and wellbeing, and women in a changing society. 

WHLM recognises that women in our communities are diverse and have a variety of 
needs, circumstances and aspirations that affect their lives and their health. We are 
committed to working towards a future that sees equitable distribution of power and 
resources across all gender groups. 

We work within an intersectional feminist framework to achieve gender equality by 
providing health information, education and support to local government, organisations, 
education providers, and community groups.  

The Loddon Mallee Region 
The Loddon Mallee region (LMR), located in the north-western part of Victoria, occupies 
more than a quarter of the state. The LMR stretches from Greater Melbourne to the 
northernmost point of Victoria and shares a border with New South Wales and South 
Australia. It is largest region in Victoria, with a population of 348,394 (ABS 2021). The 
region includes the following local government areas (LGA): 

• Buloke Shire  
• Campaspe Shire 
• Central Goldfields Shire 
• City of Greater Bendigo 
• Gannawarra Shire 
• Loddon Shire 
• Macedon Ranges Shire 
• Mildura Rural City 
• Mount Alexander Shire 
• Swan Hill Rural City 

 
 

 

 

 

                                                                                                   Figure 1 Map of Loddon Mallee Region 

 

Contact for this submission: 
Dr. Karen Anderson 
Senior Health Promotion and Public Health Advisor 
47 Myers Street Bendigo, 3550 
Phone: (03) 5443 0233 
Email: kanderson@whlm.org.au 
 

https://whlm.org.au/about-us/#intersectionality
mailto:kanderson@whlm.org.au
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Introduction 

Pain is considered by the International Association for the Study of Pain (IASP 2021) as 
“an unpleasant sensory and emotional experience associated with, or resembling that 
associated with, actual or potential tissue damage”. The IASP note that pain is a personal 
experience influenced by varying biological, psychological, and social factors, cannot be 
inferred solely from activity in sensory neurons and can have adverse effects on a 
person’s function, social and psychological wellbeing. The concept of pain is learned 
through life experiences, and each person’s experience of pain should be respected 
(IASP 2021). 

Important sex differences in pain exist. Women have been found to have lower pain 
thresholds and tolerances, higher prevalence of chronic pain, and pain that was 
persistence and/or more bothersome (Fillingim 2023; Keogh 2021; Bernardes et al 2008; 
Robinson et al 2001; Vallerand and Polomano 2000). Women are more likely to 
experience back pain, migraine and tension type headaches, musculoskeletal pain, 
neuropathic pain, oral pain, osteoarthritis pain (including knee, hip, and hand) and are 
likely to experience widespread pain at twice the rate of men (Fillingim 2023).  

Sex differences in pain are found across the lifespan, with girls experiencing a greater 
prevalence of pain compared to boys. In people ages 10 to 17 years sex differences in pain 
prevalence were apparent from age 14 and beyond. Girls have a greater prevalence of 
headache, backache, stomach-ache, and multisite pain. At the other end of the lifespan, 
women over 51 years have a greater prevalence of any pain and of severe or high-impact 
pain (Fillingim 2023). Women are also more likely to report higher pain post operatively 
and are more likely to wait until their symptoms are more severe before seeking specialty 
care (Fillingim 2023; Robinson et al 2001). 

Women’s pain responses are affected by menstrual cycle, pregnancy, and oral 
contraceptive use. In addition, opioid receptor antagonists may result in differences 
between women’s and men’s pain experiences (Samulowitz et al 2018). 

Women and men are socialised to respond to pain differently (Fillingim 2023; Robinson 
et al 2001; Keogh 2021). Women experience a lower response cost to admitting that a 
stimulus is painful compared to men because it is consistent with their gender 
stereotype. Suggesting sex differences in pain are the result of sex-related hormones or 
anatomical differences between men and women ignores the larger influence of social 
learning (Robinson et al 2001). Media portrayals, child-rearing practices and learning 
histories are different for women and men, girls and boys and differ across cultures. 
These influences impact on how women respond to and express pain, report pain, seek 
treatment and support for pain and how they respond to treatment (Robinson et al 2001; 
Fillingim 2023). For example, from an early age, boys and girls are socialised along gender 
norms for how to respond to pain. Girls and women are socialised to be sensitive, careful, 
and to verbalise discomfort (Samulowitz et al 2018). They also influence health care 
professional’s legitimation of pain (Prego-Jimenez et al 2022). 

Gender norms permeate healthcare, affecting patients, clinicians, and research 
participants alike. These norms contribute to biases in the treatment of women by 
healthcare professionals (Samulowitz et al., 2018; Preg-Jimenez et al., 2022). Women with 
chronic pain often face scepticism, accusations of exaggeration, and feelings of 
rejection, ignorance, belittlement, and blame (Werner & Malterud, 2003; Merone et al., 
2022). They must "work" diligently before and during consultations to make their 
symptoms recognised as legitimate and physical. This involves a careful balance of not 
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appearing too strong or weak, healthy or sick, smart or disoriented. This effort extends to 
their speech, behaviour, attire, body movements, and demeanour. Werner and Malterud 
(2003) note that women "have struggled to be perceived as somatically ill while avoiding 
appearing mentally unstable," striving to be seen as credible patients. Consequently, 
systemic sexism and interactions with the healthcare system often leave Australian 
women with chronic conditions feeling disempowered and dismissed (Merone et al., 
2022). 

Women’s Health Loddon Mallee (WHLM) welcome’s the Victorian Government’s Inquiry 
into Women’s Pain.  WHLM has undertaken several projects over the past few years such 
as Storylines, Hear Health Matters and Long Story Short that have captured lived and 
living experiences of pain. In addition to these health promotion programs, WHLM 
established an online portal and invited women across the LMR during the Victorian 
Government’s Pain Inquiry, to share their experiences with us. Finally, WHLM facilitated a 
women’s pain inquiry forum in partnership with the Honourable Mary-Anne Thomas’s 
office in the Macedon Ranges Shire Council to provide women with a face-to-face 
opportunity to share their experiences of pain and assist in providing solution to the 
barrier’s women experience. This submission centre these women’s voices. 

This submission follows the general framework of the Inquiry’s Terms of Reference, 
providing evidence-based recommendations based upon the lived experiences of pain 
and pain management by girls and women in our region. The submission is divided into 
the following key themes: 

• Theme 1: Women’s Experiences of Pain 
• Theme 2: Availability and Accommodation of Healthcare 
• Theme 3: Appropriateness of Care 
• Theme 4: Approachability of Healthcare 
• Theme 5: Acceptability  
• Theme 6: Affordability 
• Theme 7: Translate Research and Evidence-based Interventions 

Each theme captures women’s voices (lived and living experience) and is supported with 
current literature. Links to relevant Term(s) of Reference and key recommendations are 
also provided, including solutions identified by women. The voices of women from the 
Loddon Mallee region are presented in italics; their voices have not been edited. 
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A Word on Words 
 

This glossary aims to provide clear and concise explanations of key terms and concepts, 
used throughout this submission. 

 

Pain Considered by the International Association for the Study of Pain (IASP 2021) as “an 
unpleasant sensory and emotional experience associated with, or resembling that 
associated with, actual or potential tissue damage”. 

The IASP note that pain is a personal experience influenced by varying biological, 
psychological, and social factors, cannot be inferred solely from activity in sensory 
neurons and can have adverse effects on a person’s function, social and psychological 
wellbeing. The concept of pain is learned through life experiences, and each person’s 
experience of pain should be respected (IASP 2021). 

Chronic Pain According to the Australian Institute of Health and Welfare (AIHW) chronic 
pain is a common and complex condition characterised by persistent pain experienced 
on most days of the week 

Acute Pain Refers to pain that is short-term, and a response to damaged tissue and 
usually disappears once the tissue has healed. 

Sex Refers to “the biological differences between males and females. This includes the 
reproductive organs and sex-specific hormonal activity. Individuals may identify as being 
a sex other than the one they were assigned at birth or as being intersex or of 
indeterminate sex.   

Gender Encompasses gender identity and expression. Gender identities can exist 
outside of the binary of boy/man and girl/woman. A person may identify as non-binary or 
gender diverse. Our gender identity is how much we feel like a man, woman, or as 
something else outside the binary. Gender identity is a spectrum.       

Intersectionality The theory that the overlap of various social identities, such as gender, 
race, sexuality, ability and class, contributes to specific types of systemic oppression and 
discrimination experienced by an individual.    

Primary Prevention Actions or initiatives that aim to prevent disease or injury before it 
occurs. The target population is healthy individuals/groups.    

Health Promotion The process of enabling people to increase control over, and to 
improve, their health. 

Bio-psycho-social model A trans-disciplinary model which looks at the interconnection 
between biology, psychology and socio-environmental factors. 

Women Any references to a woman, women or girls are intended to include anyone who 
may experience similar health issues or gender-based discrepancies in care. This 
includes those assigned female at birth and anyone who identifies as a woman, though 
they may have a different sex at birth. 
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Summary of Recommendations 
 

WHLM makes the following evidence-based recommendations: 

Theme 1: Women’s Experiences of Pain 

• WHLM recommends that stage 2 of the pain inquiry takes an intersectional 
approach to consider whose voices might be missing as a result of digital 
exclusion and look at implementing other methods for women to share their 
experiences of pain.  

Theme 2: Availability and Accommodation of Healthcare 

• Invest in improving internet infrastructure across the region to support telehealth 
services and ensure reliable access for all residents. 

• Advocate for increased funding and incentives to expand telehealth services and 
encourage provider participation. 

• Increase the availability of government-subsidised early learning and childcare 
centres in the LMR. 

• Invest in expanding the public transport network in rural and regional Victoria.  
• Develop regionally informed incentives to attract and retain primary, specialist and 

allied health professionals in rural and regional areas to enable women’s access to 
multidisciplinary pain management and alleviate the pressure on GPs.  

• Consult healthcare workforce in the LMR to identify local drivers of high workforce 
turnover and use this evidence to develop holistic, place-based strategies and 
incentives to strengthen the rural and regional workforce. To recommendations on 
addressing the shortage of female practitioners and gender bias in the healthcare 
profession, please refer to the Women’s Health Service Network submission into 
women’s pain. 

• Develop nurse-led models of care for pain management in rural and regional 
Victoria. This includes: 

o Incentivising and supporting nurses to develop the appropriate skills, 
qualifications, and expertise to support pain management in primary care 
settings. 

o Advocating to the Federal Government to increase to availability of 
Medicare Benefits Schedule (MBS) item numbers for nurse practitioners and 
general-practice nurses. 

Theme 3: Appropriateness of Care  

• Partner with the Victorian Women’s Health Services and community stakeholders 
to support the implementation of women's forums, support groups, and/or peer 
networks in various community settings, such as workplaces and community 
centres. These spaces should allow women to share experiences, gain emotional 
support, access informational resources and develop self-management and self-
advocacy skills. 

• Invest in existing health promotion and women’s health infrastructure, such as the 
Victorian Women’s Health Services to deliver coordinated, evidence-based 
intersectional and effective prevention and health promotion activities within 
communities, focused on women’s SRH. 

• Implement policies that require the inclusion of sex and gender dimensions in 
government-funded research. 
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• Advocate for the inclusion of preventative care and health promotion education 
into medical training and professional development for GPs and other healthcare 
providers. This is to support the delivery of holistic, patient-centred care that is 
sensitive to the diverse needs of individuals and considers the complex interplay 
of social determinants of health (SDOH) influencing their experience of pain.  

• Advocate for the integration of SRH and women’s health as a core component in 
tertiary medical education and ongoing training opportunities for healthcare 
providers. 

• Utilise the existing and planned SRH hubs, women’s clinics and endometriosis and 
pelvic pain clinics to increase access to train the trainer opportunities in rural and 
regional Victoria. Focus these programs on enhancing knowledge of women’s pain 
experiences and SRH, including IUD insertion. 

• Invest in the expansion of endometriosis and pelvic pain clinics, and SRH hubs in 
rural and regional Victoria.  

o Prioritise areas with the greatest services gaps, such as Loddon Shire, when 
establishing future SRH hubs across rural and regional Victoria. 

• Advocate for the implementation of comprehensive communication training for all 
healthcare professionals and practice staff to support the delivery of clear, 
empathetic, tailored to individual patient needs and circumstances. 

• Advocate for healthcare practices to implement patient feedback mechanisms so 
areas for improvement can be identified and strategies to improve patient-centred 
care can be implemented.  

• Advocate for health system funding and incentives to support coordinated, 
multidisciplinary team-based care, rather than episodic care. This includes the 
development of dedicated pain care plans with Medicare-funded allied health 
support and a reformed primary care funding model. Such reforms should enable 
longer appointment times for complex conditions like pain, allowing women and 
healthcare providers to engage in thorough discussions, receive comprehensive 
explanations, and make informed decisions about treatment. 

• Advocate to the Federal Government to remove regulatory barriers to providing 
team-based primary care. 

• Advocate for funding to establish co-located multidisciplinary healthcare centres 
in rural and regional areas. 

• Support Primary Health Networks to develop onboarding programs that assist new 
practitioners to familiarise themselves with local referral pathways, available 
treatments and existing care networks. 

• Advocate for funding research initiatives to develop best-practice guidelines on 
pain management that considers the experiences and needs of women and 
gender-diverse people. These guidelines should provide guidance for healthcare 
providers and be integrated into medical curricula.  

• Conduct regular training sessions for practitioners on local resources, referral 
pathways and treatment options. 

Theme 4: Approachability of Healthcare 

• Incorporate pelvic and menstrual pain into the sexual health and education 
curriculum within schools. 

• Provide funding specifically for multilingual staff and interpreter services within 
healthcare settings to ensure that all patients, regardless of language, have 
equitable access to culturally competent pain management. 
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• Provide funding to rural and regional health services to promote and deliver 
outreach programs within communities. 

• Increasing funding for the Victorian Women’s Health Services and culturally 
competent care providers and community services. This will enable targeted 
health education to be delivered directly within communities, equipping women 
with the knowledge and tools necessary to navigate the health system and access 
effective pain management. Please see Multicultural Centre for Women’s Health 
submission for specific recommendations related to migrant and refugee women. 

• Centralise information about local services by collaborating with community and 
local government stakeholders to develop and disseminate comprehensive 
directories of local healthcare providers, social and community services and 
health education resources. Ensure these directories are accessible online, 
including on government websites such as myGov, and widely disseminated in 
community settings. 

 

Theme 5: Acceptability  

• Partner with the Victorian Women’s Health Services, education and community-
facing organisations to develop strategies to address the implicit and explicit 
gender bias in medical care. This should include embedding gender-responsive 
practice training into healthcare professional curricula and ongoing professional 
development. Further recommendations are detailed in the Women’s Health 
Service Network submission into women’s pain. 

• Increase funding support for organisations dedicated to promoting gender 
equality and combatting violence against women to dismantle systemic gender 
bias. 

• Develop standardised protocols for managing persistent pain that prioritise 
validating patients' experiences. These protocols should ensure that women 
receive thorough and empathetic pain assessments and appropriate treatments, 
fostering a consistent and supportive approach to pain management across 
healthcare settings. 

• Develop policies and training for healthcare providers that emphasise shared 
decision making and the importance of patient autonomy. 

• Establish patient advocacy programs within healthcare settings. 

Theme 6: Affordability 

• Advocate to the Federal Government to reform primary care funding 
arrangements to favour a new model which supports team-based care, 
incentivises providers to dedicate more time to complex cases and bulk-bill 
appointments. 

• Advocate to the Federal Government to implement dedicated pain care plans in 
general practice and remove caps on MBS-funded allied-health services to enable 
comprehensive management.  

• Advocate to the Federal Government to address Medicare gaps for non-citizens 
and ensure equitable access to pain management for all community members. 

• Allocate resources to improve public transport options, childcare and other 
infrastructure to reduce the indirect cost of accessing healthcare incurred by rural 
and regional women, such as travel expenses, childcare and lost income. 

Theme 7: Translate Research and Evidence-based Interventions 
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• Research into pain needs to include both quantitative and qualitative approaches 
in which sex and gender considerations are included in research design including 
the collection and dissemination of sex and gender disaggregated data to 
continue building the evidence to inform policy and practices.  

• Diverse women’s voices and experiences need to be included in knowledge 
generation and translation. 

• Collection and dissemination of sex disaggregated data in pain research.  
• Future research should consider more complex gender constructs instead of 

relying solely on binary comparisons between males/men and females/women. 
This is particularly crucial for gender-diverse individuals, where sex and gender 
identity may differ. 

• Future research should shift focus from individual characteristics to investigate 
the direct and indirect effects of social policies and cultural norms on sex 
differences in pain. 

 

The evidence supporting these recommendations is detailed below. 
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Theme 1: Women’s Experiences of Pain Across the Loddon Mallee 
Region 
 

Theme 1 provides an overview of women and girls experiences of pain and pain 
management in the Loddon Mallee region. This section highlights the types of pain and 
impacts of pain on women and girls in the LMR. This theme relates to the following Term 
of Reference: 

Inquiry Term of Reference 1: provide an opportunity for girls and women from across 
our community to share their experiences of pain and pain management in their own 
words, and for these experiences to be heard and acknowledged.  
 

 

Below are the themes which emerged from the submissions we received along with the 
experiences captured through the other work undertaken by WHLM. While we centre the 
voices of those women who have participated in our projects, we also recognised that 
these experiences of pain are not representative of all women living and working in the 
Loddon Mallee region and that there are women whose voices have not been captured in 
this work, and whose voices may not be captured in the Victorian Government’s Inquiry.  

Types of Pain Experienced by Women in the Loddon Mallee Region 
Through the work undertaken by WHLM, women have shared their experiences of living 
with a range of different types of pain.  

Overwhelmingly we have heard about women’s experiences of gynaecological and pelvic 
pain. Below are some of the stories shared with us in the voices of the women: 

“I have suffered from endometriosis from a young age where my pain was 
questioned and not managed for years. It was not till I had a hysteroscopy 
that I realized how much pain I was living in.” 

“After many years of period pain I was finally diagnosed with endometriosis. 
Then after numerous operations and medications which didn't help, I was 
desperate and had a total hysterectomy, at age 36.  Why is there such a 
societal taboo on talking about periods?” 

“I have experienced pelvic pain/period cramps since 15 years old initially 
dismissed by GP [general practitioner] at this time and told “period pain is 
normal” following this I have managed pain without success with over 
counter medications and benefits from heat treatment resulting in burns on 
my skin, I advocated for myself for further investigations at 25 years old as I 
did not believe I had to live with this pain. I was diagnosed with PCOS and 
recommended Mirena as treatment, which was initially debilitating unable 
to attend work, even stand at times etc. I have continued ongoing stages of 
pain and advised no other treatment opinions. I’m now 33 recently has been 
raised query Endometriosis- however unable to do further investigations 
yet and to wait until after pregnancy for treatment.”  

The following is one women’s experience of endometriosis pain: 

“I have had 3 successful pregnancies. All producing healthy baby girls and 
all delivered by C-section. My first baby - I was told 'wouldn't fit through my 
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pelvis', I am a curvy girl with big hips but I was young and naïve and took the 
Dr's advice, this baby was only 7lb1oz. My second pregnancy, myself and 
hubby made the choice to go the elective C-section path due to being told 
that it's highly likely this baby will be bigger and I could risk rupturing my 
scar tissue, she was born at 7lb3oz, so again not very big. My third and final 
pregnancy, we were given no option but to have a C-section due to my 
previous history. During this pregnancy, the radiographer expressed 
concerned over the babies growth at my 32-week scan, so I was monitored 
regularly and was told the baby may need to be delivered earlier rather than 
later and this could be fatal for the baby. So I spent the next several weeks 
with severe anxiety over the possible death of my unborn child. Had another 
scan at 35 weeks only to be told, everything looked fine, bub was a little 
small but everything looked great. She was born weighing 6lb13oz. Not long 
after having this last baby, I started to get very heavy periods, golf ball sized 
clots. However, my GP who I had entrusted for my two most recent 
pregnancies, told me it was completely normal. I went on about my life 
dealing with heavy periods, when I started to notice pain in what I thought 
was my scar tissue. I told my DR about this and again she brushed me off. By 
this stage, it had been going on for more than a year. It was by chance that I 
was chatting to a friend and she mentioned her brilliant GP that she was 
seeing for infertility issues. That afternoon I called this clinic and made an 
appointment with the GP. This Dr was amazing, she listened to me and sent 
me to an obstetrician/gynaecologist. This OB/GYN was fantastic, she sent 
me for a scan, we tried medications, she believed it could be endometriosis 
in my scar tissue, she inserted a Mirena, which helped ease the heavy 
bleeding however, did nothing for the pain which was getting significantly 
worse each month. Initially the pain was only a few days before my period 
and then a week following to now being 3 weeks of pain and 1 week of 
minimal pain. I ended up having a laparoscopy in October 2016 where she 
removed all signs of endometriosis tissue. This was not successful, with 
pain returning after only a couple of months. So I have been battling on 
trying different remedies both traditional and holistic options but nothing 
seems to work. I spend a lot of time lying in bed, taking pain meds in high 
doses just so I can sleep through the pain, I have missed days at work, my 
fitness is at an all-time low due to my pain. My next option is to have a 
hysterectomy which won't guarantee that the endometriosis will cease. I 
feel frustrated and angry at this invisible disease and the impact it has on 
my life and my family's life.” 

 

While there is an overwhelming focus on gynaecological pain, it is important to 
acknowledge women’s experiences of other types of pain.  For example, women shared 
with us stories about living with pain associated with chronic conditions, migraines, 
pregnancy and post-partum and even pain associated with surgery. 

“Repeated GP visits about ongoing migraines since puberty (now 30y.o) 
and frequently dismissed and handed painkillers medication. Eventually 
found female GP who actually listened and has tried several prophylactics 
to actually stop them rather than just treat symptoms.” 
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“I have osteoarthritis, mild hip dysplasia, mild scoliosis, and post 
thrombotic syndrome - all of which cause regular pain. I manage this 
through a multi-combination approach of western and eastern medicine 
including: the use of pain killers - slow-release tramadol, medical cannabis, 
yoga, acupuncture, meditation, and walking. I also manage my pain with 
diet, aiming to reduce inflammation, and to maintain a healthy weight, 
muscle strength, and blood sugar.” 

“My voice and experience wasn't heard when I saw a local GP for 
excruciating pain in my hip. Despite returning on multiple occasions and 
begging for further investigation only to be told to see a physio, ice it and 
that the pain was in my head. 3 years later, after having a complicated 
pregnancy, having to move house as I couldn't get up and down the stairs, 
significant impact on my physical and mental health, my quality of life, work 
and sense of self I was referred to a surgeon. 12 months after that I had a 
total hip replacement and femoral realignment due to severe un-diagnosed 
hip dysplasia. I requested my medical records from the original Dr and was 
told they were the Drs notes about me, but I wasn’t able access them. I am 
still suffering from the experience of not being heard, my pain and 
experience being dismissed. I have good health literacy and am appalled at 
how I was treated, I would hate for anyone else to experience the same.” 

“My pain levels were questioned when I was in hospital after surgery, the 
staff felt my pain was not as high as I was telling them it was. I had to really 
argue the point in order to get pain relief” 

“I have suffered chronic pain for the last 10 years due to multiple surgeries; I 
have needed to go to Melbourne to see pain specialists and receive 
specialist treatments not available in the region” 

“I waited in emergency for several hours in the middle of the night without 
being seen. I left as pain has subsided and no one could tell me how much 
longer to wait. Another time, after waiting hours and vomiting in the waiting 
room bathrooms multiple times. I was told by a male doctor that 
“sometimes pregnancy can be uncomfortable” and sent home.”  

“10 weeks after my daughter was born, I again presented to emergency 
(where there was nowhere for me to breastfeed in privacy) in immense pain 
and insisted on having my gall bladder checked (after a stranger on the 
street observed my pain). I had to have my gall bladder removed over 2 
surgeries.”  

For some women, they are living with multiple forms of pain. For example: 

“I experience pain most days associated with PCOS, endometriosis, and 
migraines.” 

“I have full body pain every single day. My entire body hurts from my knees 
to my neck. It feels like my entire body is bruised.” 

“I have osteoarthritis, mild hip dysplasia, mild scoliosis, and post 
thrombotic syndrome - all of which cause regular pain.” 
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“Fibromyalgia/sleep apnoea/arthritis, past endometriosis, very severe pain, 
diabetes/bursitis, nerve pain, tummy, tubes, bowel etc all stuck together. 
Immense pain.” 

For others, their experiences of pain were associated with aging. 

“Whilst I was not in "pain" I was unwell, an experiencing various symptom 
that made me feel sick for quite some time. I was informed by a male Dr. 
that it was just an age thing and that is what happens to ladies. I sought a 
second opinion and was found to have a side effect to medication that had 
me experiencing post-menopausal symptoms in my 30s along with another 
undiagnosed condition. Clearly this was not just what happens, and I am 
"well again now" thanks to the woman Dr. who took my concerns seriously!” 

“So much of our own medical care requires self-determination and 
advocacy in our region, if you can't advocate for yourself, it's unlikely you'll 
get the care you need.  E.g. being Peri-Menopausal and being told by 
medical professionals that these are 'normal signs of aging'”  

Impact of Pain on Women in the Loddon Mallee Region 

There is a wealth of literature on the impacts of chronic pain. The impacts of pain on 
women can be felt physically, psychologically, socially and economically. These impacts 
are far reaching, complex and interrelated and affect women’s quality of life and are 
evident in the stories share by women across the Loddon Mallee region. 

Women in the LMR shared how physically pain impacts on their comfort, their ability to 
carry out daily life functions such as walking, climbing stairs and sitting. Pain is also 
impacted on their quality of sleep. 

“I have had pain for 7 years since my child was born, I have not been able to 
comfortable get up from seating or walk-up stairs sometimes from the level 
of pain.” 

“Fibromyalgia/sleep apnoea/arthritis, past endometriosis, very severe pain, 
diabetes/bursitis, nerve pain, tummy, tubes, bowel etc all stuck together. 
Immense pain. Affected walking, eyesight, sleeping.” 

“I couldn't get up and down the stairs” 

“Managing chronic pain can be exhausting; it can wear you down, limit what 
you can do, and how much you can do things.”  

Mental and Emotional Wellbeing 

The mental health impacts of pain have been well documented in the peer reviewed 
literature. People living with chronic pain are more at risk for mental health problems 
such as depression, anxiety and substance use disorders and can impact on sleep, 
increase stress levels and effect self-efficacy and self-esteem. In addition, for some 
women pain negatively impacts in their relationships including both intimate and social 
relationships (Jean Hailes 2023). 

A small number of women from the Loddon Mallee region expressed the impact of pain 
on their mental and emotional wellbeing. 
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“…significant impact on my physical and mental health, my quality of life, 
work and sense of self” 

A reluctance to discuss the mental health impacts of pain could be due to the stigma 
associated with mental health in rural areas with both women and men reporting more 
barriers to seeking help for mental health issues, and rural women holding higher degrees 
of stigma compared to women in urban areas.  

Social Wellbeing 

Chronic pain is associated with social withdrawal and isolation, feeling lonely, and 
impacts on social identity (Ashton-James et 2020; Boggero et al 2024).  The social 
impacts of pain can lead to feelings of guilt and worry, further increasing distress and 
impacting pain self-care (Ashton-James et al 2020). The invisibility of chronic pain can 
lead to misunderstanding, mistrust, workplace conflict, stigmatisation, discrimination, 
and bullying. In young women with an invisible illness, there are increased feelings of 
stigmatisation and loneliness, and the relationship between social isolation and chronic 
pain is bidirectional, where pain increases feelings of isolation and isolation exacerbates 
pain-related disability and intensity (Boggero et al 2024).  For people living with chronic 
pain, social isolation, and low perceived social support exacerbates pain, distress, and 
disability over time (Ashton-James et al. 2022; Boggero et al 2024). Reduced pain 
increases quality of life and improves satisfaction with relationships with others (Hush et 
al. 2009) and participation in social and family activities is among the most valued 
outcomes of chronic pain management (Zidarov et al. 2020).  

Women in the Loddon Mallee have told us how they don’t speak about their pain with 
loved ones so as not to burden them, as demonstrated by the following: 

“Pain sufferers often limit, minimise or not speak about their pain to loved 
ones, so as not to burden them, or bore them, or to maintain some 
independence/autonomy.” 

Economic Wellbeing 

A Deloitte report published in 2019 shows the significant financial costs of pain in 
Australia, with chronic pain costing $73.2 billion in 2018 comprising of health system 
costs, productivity loss and other costs such as informal care, aids and modifications and 
deadweight losses. It was also estimated that impact of pain people’s quality of life was 
valued at an additional $66.1 billion. It is expected that these costs will rise (Deloitte 
Access Economics 2019). 

Across the Loddon Mallee region, women have told us that pain impacts on their ability to 
work or attend school, that they are using their sick leave to manage pain and that the 
cost of medication, other treatments and accessing private care is having a financial 
impact. 

“My pain is debilitating, I can’t go to work when it is bad, using my sick pay 
for something I have had for many years and am constantly dismissed for.” 

“At times these symptoms can impact ability to function as an employee, 
wife and mother. There needs to be more done in our region for women's 
health. Instead, I expend a lot of time and money looking to manage these 
changes through private practice and private care.” 
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“I experience so much pain at work and receive sympathy from my 
colleagues but I tend to not take time off because of the cost and anxiety of 
having to get a certificate for the same condition each time.” 

“First day of menstruating is always the worst. I'm lucky to have a flexible 
workplace where I can WFH if it falls on a weekday. I'd love to rest and 
snuggle with a hot water bottle instead but cannot afford to waste 12 sick 
days over the year on menstruation.”  

The Unheard Voices 

Understanding the true impact of women’s pain can only occur by considering the 
broader social context in which women live. Too little attention is paid to the way gender 
intersects with other drivers of disadvantage for people living with pain, for example 
geographical location, race and ethnicity, educational and economic opportunities and 
carer responsibilities. Women in rural Australia have more chronic pain than their 
metropolitan counterparts, in part driven by socio-economic disadvantages and less 
access to pain specialists (explored in more detail later). Women from non-English 
speaking backgrounds in rural Australia may experience additional disadvantages and 
the pain burden in Indigenous Australians is limited. 

To date the Victorian Government’s Pain Inquiry has relied heavily on women sharing 
their experiences of pain via the online survey and submission platform. It is important to 
acknowledge that limiting submissions to online means that there are certain voices 
which cannot be captured. In rural and remote areas of Australia digital exclusion 
prevents some sections of the population from participating fully in society.  A 2023 
paper by Marshall, highlights the gendered lived experience of digital inclusion in rural 
Australia. Research on digital inclusion and exclusion highlights rural women and in 
particular farming women face unique challenges such as gender roles and management 
of scarce digital resources to get connected and to participate digitally, excluding them 
both digitally and socially. Digital inclusion is also impacted by digital confidence.  The 
CSIRO (Bentley and Naughtin 2024) has found that women, older people, those on lower 
salaries and those with less digital access have lower levels of digital confidence; 
therefore, digital confidence is not a privilege shared by all and can be compounded by 
multiple, intersecting factors which in turn impact on women’s ability to share their lived 
experiences. When asking women to share their lived experiences consideration needs 
to be paid to ensure that all women can participate, not just those with certain privileges.  

Recommendations 
• WHLM recommends that stage 2 of the pain inquiry takes an intersectional 

approach to consider whose voices might be missing because of digital exclusion 
and look at implementing other methods for women to share their experiences of 
pain. 
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Theme 2: Availability and Accommodation of Healthcare Services 
 

Theme 2 explores women and girls experiences of healthcare services. Availability and 
accommodation in healthcare refers to the ability for physical and timely access to health 
services and having enough health resources and facilities. It is influenced by factors like 
facility characteristics (e.g., density, distribution, accessibility), urban contexts (e.g., 
decentralisation, transportation), individual factors (e.g., work hours), provider 
characteristics (e.g., professional presence, qualifications), and service modes (e.g., 
telehealth). Access is limited if resources are unevenly distributed or skewed towards 
specialty care over primary care. The ability to reach healthcare also depends on personal 
mobility, transportation availability, job flexibility, and knowledge of services, with 
restricted mobility and job inflexibility being key barriers. This theme covers the barriers 
and enablers women in the Loddon Mallee region experience in relation to the availability 
of healthcare to diagnose and manage their pain. This theme relates to the following 
Terms of Reference: 

Inquiry Term of Reference 2: The barriers and enablers when accessing care, treatment 
and services for pain conditions.  
 
Inquiry Term of Reference 3: The impact of the current service delivery system on care 
for pain conditions.  
 
Inquiry Term of Reference 4: Opportunities to improve the care, treatment and 
services for pain conditions.  
 

 

Best-practice pain management endorses a biopsychosocial approach, involving 
multidisciplinary assessment, management and support to provide comprehensive care 
for individuals with pain (Deloitte Access Economics 2019; Painaustralia, 2021). 
Multidisciplinary care often involves a team of healthcare professionals assessing and 
treating an individual, including physiotherapists, psychologists, social workers, nurses 
and occupational therapists, led by a pain specialist (Deloitte Access Economics 2019). 
GPs serve as the first port of call for most people seeking medical advice for pain 
(Painaustralia, 2021) and play a crucial role in enabling multidisciplinary access, acting as 
the gatekeepers for patient access to other health services. 

Women in the LMR have, however, identified numerous barriers to accessing primary care 
providers, allied health and specialist teams for pain management. This includes long 
travel distances and wait times for appointments, limited clinical hours, limited provider 
availability and provider choice, high workforce turnover and poor care coordination.  

“I cannot find a doctor who will allow new patients... no readily available 
appointments.” 

“A lack of services in our local area. Have to travel at least 45 minutes to see 
a specialist.” 

“I have suffered chronic pain for the last 10 years due to multiple surgeries; I 
have needed to go to Melbourne to see pain specialists and receive 
specialist treatments not available in the region.” 
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“Access to specialist services, so particularly for women with 
gynaecological or pelvic pain conditions they are pretty limited.”  

“The more regional and remote you go the bigger the (access) challenges.” 

Women have described that a lack of primary care availability can influence their 
perception of the urgency and severity of their condition, leading them to delay seeking 
necessary medical attention. As a result, some women wait until their health deteriorates 
before accessing care, and in some instances, seek immediate assistance from 
emergency services. 

“You know when you’re feeling that sick, and you really want to see a doctor, 
but you have to wait like four days, or two days or three days... that waiting 
game makes you feel like no, it’s not really that important.” 

“Unless it’s really, really bad. Then I run to the emergency, and just go there.” 

“Making it difficult to access kind of puts it lower on your list of priorities, I 
think.” 

These challenges stem, in part, from a shortage of healthcare practitioners, who are also 
unevenly distributed across the region (Healthdirect Australia 2024; Public Health 
Information Development Unit 2024). Since 2020-21, Australia has seen a declining trend 
in the rate of GPs in remote and very remote regions, hindering primary healthcare access 
and increasing regional inequity (Royal Australian College of General Practice, RACGP 
2023). In 2022, 9 out of 10 LGAs in the LMR had a lower rate of GPs in 2022 relative to the 
Victorian average (Public Health Information Development Unit 2024). Loddon Shire 
notably had no general, specialist or non-specialist practitioners available within the 
municipality to provide care to its population of 7,759 people (Healthdirect Australia 
2024; Public Health Information Development Unit 2024). Further, four LGAs had no local 
specialist practitioners, and the density of physiotherapy and other allied health services 
in the LMR is below than metropolitan Melbourne average (Healthdirect Australia 2024; 
Public Health Information Development Unit 2024). Consequently, women in the Loddon 
Mallee region are being denied timely access to the comprehensive, integrated care 
required to effectively manage their pain, compromising their wellbeing and 
exacerbating regional inequities. It is therefore imperative to develop strategies aimed at 
attracting and retaining the healthcare workforce in the LMR to enable multidisciplinary 
models of care to be implemented. 

Redressing high practitioner turnover and workforce shortages is a crucial investment 
aligned with the Victorian Government’s 10-year health workforce strategy. Through our 
consultations with local health professionals in the region, the importance of developing 
incentives to encourage health practitioners to work in rural areas was underscored.  

In a survey conducted by RACGP, two-thirds of GPs in Australia stated they would not 
consider working outside an MM1 area (Modified Monash Area), despite the majority 
training or studying in these regions (RACGP 2023). Factors such as family compatibility, 
professional isolation, insufficient resources or other healthcare services to support 
general practice, high workload, and poorer work-life balance play a substantial role in 
GPs reluctance to practice in these areas (RACGP 2023). Rural GPs tend to work more 
non-billable hours per week compared to their metropolitan counterparts (Brown, 
Enticott et al. 2021) and manage more complex presentations due to the lack of access to 
specialist practitioners (RACGP 2023).  
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Women in the LMR have observed that their GPs have high workloads and demands, 
which they attribute to receiving poorer quality of care during their interactions with 
providers. Women have further suggested that decreasing time pressures on GPs during 
appointments would improve patient-centred care. 

"I just got the impression [my GP] was so under the pump that she didn't 
really have time to go into it [menopause]... I just felt like it wasn't her lack of 
care so much but her not having the time.” 

“A doctor available to you, not rushed, who will listen.” [when asked what 
better SRH services look like] 

During consultations with local health professionals, additional challenges to their 
practice were highlighted. These include the considerable distance from training and 
education centres which are typically located in metropolitan areas, a sense of isolation 
from other healthcare providers, the necessity to independently seek training 
opportunities with little institutional support, inadequate access to interpreter services 
and unreliable internet connectivity. These findings underscore the need for tailored 
incentives that comprehensively address the unique challenges faced by providers in the 
region. 

Women have expressed that they lack choice in healthcare providers. Many feel more 
comfortable seeing female doctors for their healthcare concerns and highlighted that 
the scarcity of female GPs creates a barrier to accessing healthcare.  

“I really struggle to feel comfortable when seeing a male doctor.” 

“There just aren't any [female GPs] in my area and when there was one, she 
was almost impossible to get into... I really struggle to feel comfortable 
when seeing a male doctor.” 

“It can be really tricky to actually find a doctor that you’re comfortable 
talking to about these sort of things.” [SRH] 

"There's not many female doctors around.” 

“Employ more women.” 

[Improving SRH services looks like] “More women doctors (and with long-
term tenures).” 

To address the shortage of female providers, it's important to address implicit gender 
bias within the medical profession as part of the workforce strategy. Female GPs play a 
crucial role in managing a substantial portion of women’s health and complex 
presentations in primary care, spending significantly longer with patients than their male 
counterparts (RACGP 2023). However, Medicare funding arrangements disincentivise 
these longer consultations, with the rebate per minute decreasing with appointment 
length (Australian Broadcasting Corporation (ABC) News 2024; RACGP 2023). This 
negatively impacts the remuneration of female GPs, reinforcing the gender pay gap (ABC 
News 2024). Further, female doctors are disproportionately burdened with non-billable 
tasks compared to their male colleagues, which further reduces the time they can spend 
on patient care (Brown, Enticott et al. 2021). Therefore, we recommend that action to 
ameliorate systemic gender bias within the medical field be considered within strategies 
to increase the rural and regional workforce. The extent of gender bias in the medical 
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profession, alongside recommended initiatives for addressing it, are discussed further in 
the Women’s Health Service Network submission. 

Nurse-led models of care 
 
The availability of nurses in the LMR presents an opportunity to address the 
maldistribution and shortage of the primary healthcare workforce by expanding nurse-
led models of care. Aside from GPs, practice nurses are the most common health 
professionals hired in general practice teams (RACGP 2023). In the LMR, the rate of 
registered nurses is approximately 5.5 times greater than the rate of medical 
practitioners (Public Health Information Development Unit 2024) and half of the LGAs 
have a higher rate of registered nurses than the Victorian and metropolitan average 
(Public Health Information Development Unit 2024). This presents an opportunity to 
integrate nurse-led models of care with other services in community settings, improving 
the accessibility of timely care for painful conditions. 

“A women's clinic in town would be amazing, but it wouldn't have to be a 
GP, it could just be a trained nurse. Trained nurses running a women's health 
clinic would be ideal” 

Ability to reach care  
 
In the LMR, insufficient childcare support, competing time constraints, limited public 
transport services and inadequate internet connectivity for online appointments interact 
with the lack of locally available services to hinder women's ability to access support. 

A lack of transport options in the region means that women are not able to access the 
care they require, especially young people who are reliant upon their parents to drive 
them. It also poses a distinct challenge for recent migrants who don't possess a driver's 
licence, thereby hindering their ability to seek necessary medical care beyond their local 
area.  

“CHIRP [Castlemaine District Community Health] moving out of town was a 
real loss. It's hard because a lot of people need that service, and they might 
not have transport. They might not have a way of getting there and so that 
deters them from getting the help that they need” 

“We don’t have a clinic or a doctor that can provide [sexual and 
reproductive health] services, prescribe anything or give further 
information in the area – particularly the youth, they can’t drive, they are 
stuck in the limits of the town unless their parents drive them, but also 
access to information and efficient services.” 

Women have noted that demands on their time and competing responsibilities make 
accessing timely support particularly challenging.  

“I think things are shelved too, maybe because we are busy and booking 
into a doctor is difficult, and it takes a trip to Bendigo to do it so you kind of 
put things off and hope it will go away. Until something critical happens.” 

“Time off work needed” [on barriers to pain management]  

Women often need to take time off work due to pain, and then must request additional 
time to attend medical appointments, which adds another layer of difficulty. 
Compounding this issue is the challenge of arranging suitable childcare, which women 
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have reported is often unavailable or difficult to locate. Childcare deserts are prevalent 
across the LMR (Mitchell Institute 2024). Many areas have an absence of centre-based 
day care services or insufficient places available to meet the potential demand of the 
population (Mitchell Institute 2024). 

“[There is] no transport... to attend appointments. No one to help care for 
children”  

In the LMR, women assume most of the informal caregiving and spend more time on 
unpaid domestic work (Women’s Health Victoria 2024). Approximately four out of five 
single-parents in the LMR are women, making the task of finding reliable childcare more 
challenging (Women’s Health Victoria 2024). This high proportion means that women are 
juggling parenting responsibilities alone. Further, the physical and mental toll of pain 
creates another layer of complexity, making it harder for women to reach the healthcare 
services and support they need. 

Some women regard the expansion of telehealth as beneficial for improving their access 
to support, particularly from specialist providers only available outside of the region.  

“Telehealth is a very big improvement that means that you don't have to 
physically be in the doctor's surgery, and that's been able to free up people 
who don't drive, people who have access issues in all sorts of ways. It also 
means it's possible to do telehealth with specialists in Melbourne.” 

However, adequate internet access is not uniformly accessible across the Loddon Mallee 
region, with dead spots interspersed throughout (Murray Primary Health Network (PHN) 
2022). Additionally, the use of different information technology (IT) systems prohibits 
patient data sharing between some providers (Murray PHN 2022). Others are reluctant to 
adopt the technology, which is estimated to have been incorporated into only 10-15% of 
routine primary care (Murray PHN 2022). Consequently, expanded telehealth 
appointment availability may improve women’s access to support for painful conditions, 
but will not equitably improve care across the region without concurrent efforts to 
improve internet access. Furthermore, routine GP pain management often includes 
physical assessments, allied health and imaging referrals, which are not supported by 
online appointments (Deloitte Access Economics 2019; Murray PHN 2022). Healthcare 
professionals in our region have also noted that there is a lack of funding to provide 
telehealth services.  

The preferences and capability of the population to access online appointments also 
needs to be considered. A needs assessment undertaken by the Murray Primary Health 
Network revealed it has not been universally well received, with older people and those 
living rurally preferring face-to-face care (Murray PHN 2022). Therefore, we recommend 
advocating for the expansion of telehealth, accompanied by increased funding support 
and the enhancement of reliable internet access to ensure equitable and effective care 
delivery. 

Recommendations: 
• Invest in improving internet infrastructure across the region to support telehealth 

services and ensure reliable access for all residents. 
• Advocate for increased funding and incentives to expand telehealth services and 

encourage provider participation. 
• Increase the availability of government-subsidised early learning and childcare 

centres in the LMR. 
• Invest in expanding the public transport network in rural and regional Victoria.  
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• Develop regionally informed incentives to attract and retain primary, specialist and 
allied health professionals in rural and regional areas to enable women’s access to 
multidisciplinary pain management and alleviate the pressure on GPs.  

• Consult healthcare workforce in the LMR to identify local drivers of high workforce 
turnover and use this evidence to develop holistic, place-based strategies and 
incentives to strengthen the rural and regional workforce. To recommendations on 
addressing the shortage of female practitioners and gender bias in the healthcare 
profession, please refer to the Women’s Health Service Network submission into 
women’s pain. 

• Develop nurse-led models of care for pain management in rural and regional 
Victoria. This includes: 

o Incentivising and supporting nurses to develop the appropriate skills, 
qualifications, and expertise to support pain management in primary care 
settings. 

o Advocating to the Federal Government to increase to availability of 
Medicare Benefits Schedule (MBS) item numbers for nurse practitioners and 
general-practice nurses. 
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Theme 3: Appropriateness of care 

Theme 3 explores the appropriateness of care experienced by women across the Loddon 
Mallee region. Effective healthcare access requires not just availability and affordability 
but also the ability to choose acceptable and appropriate services. Appropriateness 
refers to how well services meet women’s needs, including timeliness, the thoroughness 
of health assessments, accurate treatments, and both the technical and interpersonal 
quality of care. This theme explores women’s barriers and enablers to accessing 
appropriate healthcare and provides recommendations based on women’s experiences 
to foster supportive health care environments and experiences.  This theme relates to the 
following Terms of Reference: 

Inquiry Term of Reference 2: The barriers and enablers when accessing care, treatment 
and services for pain conditions.  
 
Inquiry Term of Reference 3: The impact of the current service delivery system on care 
for pain conditions.  
 
Inquiry Term of Reference 4: Opportunities to improve the care, treatment and 
services for pain conditions.  
 

 

Thoroughness of health assessments and interpersonal quality of care 

Women have reported that their experience of pain, including management options and 
potential outcomes, are often not communicated in a comprehensive or sensitive 
manner by providers. They express that the information provided often lacks detail, 
failing to address their individual needs and concerns. 

“Really bad stomach pains. Doctor told me to take Panadol and stay warm... 
not giving me any suggestions on what it would be.” 

“Can you please provide me with extra materials, so that I can go and have 
more time? Because what if I have some learning difficulties? I’m not able to 
get all the information once at that time.” 

When some women raise concerns or questions about their treatment plans, they are 
dismissed. 

“A specialist was rude and not helpful when I was about to have a 
hysterectomy. [I was] trying to find out all the details.” 

Such dismissive interactions have exacerbated uncertainty and anxiety, diminishing trust 
in healthcare providers. Many women also feel that their interactions lack concern or 
empathy for their wellbeing, fostering feelings of isolation and helplessness. These 
negative experiences underscore a need for improved communication, empathy and 
patient-centred care in healthcare settings.  

Additionally, providers require systemic support to enable this level of care to be 
delivered. Women have described interactions with providers as rushed; impacting their 
ability to fully discuss their symptoms, understand their conditions, explore different 
treatment options, or consider these options thoroughly before providing informed 
consent. This lack of adequate time during appointments can leave women feeling 
unheard, unsupported and like passive participants in their own healthcare. 
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“It would be better if women weren’t rushed at appointments to do with 
periods and were given proper medication that actually helps their 
problem, not just reduces their pain temporarily.” 

There is a critical need to reform appointment-based, fee-for-service funding models 
which encourage high patient throughput, incentivising providers to manage complex 
pain conditions within shorter appointments (RACGP 2023).  

“There is no time to go through side effects of medications or time allowed 
for processing and making collective decision they are the experts, and you 
are supposed to do what your told.” 

“[There is] pressure on doctors to do things quickly.” 

“The appointments are short and rushed.” 

“A system that allows doctors to have time to listen to their patients.” [on 
solutions] 

“Time taken to give informed consent” [on solutions] 

Technical quality of care 

Women have reported several issues with the adequacy of their pain management, 
including not having their pain properly investigated and needing to present multiple 
times to get their symptoms taken seriously. Resultingly, some women report dedicating 
significant time to seek out providers with the requisite knowledge and skills to support 
them, often consulting multiple practitioners and experiencing delays in managing their 
conditions. 

“[You are] having to research specialists who know your condition so you 
don’t waste time & money.” 

“I went to a doctor, and I said I think I have an ovarian cyst, and he said ‘do 
you spend much time watching TV? It took me a little while to twig what he 
was talking about and that he said why do you think that? and I described 
the pain in my right ovary, and he said ‘well you’ve got a lot of other things 
down that way.’”. Anyway, it was an ovarian cyst but that was the response I 
got, stupid man, I was so angry.” 

“I experience pain most days associated with PCOS, endometriosis, and 
migraines. Doctors have always focused on my weight, despite the very 
conditions I suffer from being what causes weight gain. It took a year of very 
worrying symptoms to get doctors to consider exploring my condition and 
beginning treatment.” 

Women have also noted that treatments for pain and relief provided during procedures 
are often ineffective or inadequate, leading to ongoing suffering. Several women 
reported experiencing pain during intrauterine device (IUD) insertions due to not being 
offered pain relief, having their pain during the procedure ignored or facing long waiting 
lists to have an IUD placed under sedation. 

“Period pain constantly... no meds work.” 

“Not being able to find pain medication that works, getting told to stop 
making excuses... having to miss out on things I love.” 
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“I went to the hospital because of how painful my cramps were and all they 
did was give me pain killers and sent me home, but now I have the same 
pain and sometimes worse every time I get my period, which leads me to 
miss school and other activities because I can’t even get out of bed without 
screaming and crying in pain.” 

As a young woman in my early 20s, after receiving my 2nd pap smear there 
were indications of pre-cancerous cells. I was sent directly from the 
University nurse's office to a medical centre where I was told I'd get a 
biopsy and colposcopy. This procedure was painful and there was no 
understanding of this ("it will just pinch a bit"). I passed out after and had to 
find my own way home on the bus. 

Many described these experiences in the context of not being believed, having their pain 
dismissed and normalised and encountering paternalistic attitudes by healthcare 
professionals. These experiences are discussed in greater detail in theme five. 

Women also attribute negative experiences, including incorrect referrals and improper 
management, to a lack of provider knowledge and shortcomings in our overall 
understanding of women’s bodies and their responses to pain treatments. Some women 
also regard the quality of care received from metropolitan services to be superior to that 
provided by local practitioners.  

“Feeling that GP's don't necessarily have the skills to accurately diagnose 
conditions. Do they require upskilling or does their need to be more 
specialists available in this field [sexual and reproductive health].”  

“Best practices, with knowledge [of SRH] equivalent to specialists in the 
city's.” 

“GP’s more educated regarding patient management & treatment options.” 
[on improving the management of women’s pain] 

“When you look at trials, clinical trials, the people who take part are men, 
men in their twenties and thirties that are looking for money. It’s not 
women, it’s not Filipinos, it’s not Africa women, it’s white men, and we know 
their bodies don’t react the same.” 

Women had several recommendations about how to improve the quality and 
thoroughness of care they receive. Suggestions centre around enhancing 
communication, listening to and believing women’s experiences of pain and funding 
health research on pain management that takes sex, gender and gender diversity into 
account, along with SRH. 

“Accept all details from clients... in their words.” 

“More empathy by professionals.” 

“The professional recaps the visit to determine ‘where to from here’.” 

“Clinical trials with women.” 

“Testing medication on women for more accurate results.” 

“GP’s need women’s health management training.... in the curriculum.” 



28 
 

 
 

Limitations of the current clinical model of care 

Women repeatedly emphasised that clinical pain management needs to become more 
patient-centred and holistic in its approach. As explored in theme one, pain impacts 
multiple domains of women’s lives. However, women often feel that the broader 
biopsychosocial impacts of pain are not assessed, nor supported adequately. Many 
report that their pain management primarily relies on unimodal treatment, mainly 
consisting of pharmaceutical management. Across Australia, medication is the 
predominant method of pain management used by GPs, with greater rates observed in 
rural and regional areas than metropolitan areas (Deloitte 2019). 

“Repeated GP visits about ongoing migraines since puberty (now 30y.o) 
and frequently dismissed and handed painkillers medication.” 

“[There is a] lack of empathy from medical specialists about impact of pain 
on lifestyle’ 

“[There is a] lack of emotional / mental health support (never 
acknowledged)” 

“Equitable, respectful holistic care [is needed].” 

It is essential to shift professional attitudes towards assessing and addressing the 
complete needs of individuals, including the emotional, mental and social dimensions of 
pain. This may be encouraged through professional education and training. Additionally, 
it is imperative to support healthcare providers to deliver comprehensive care through 
adjusted primary care funding arrangements and ongoing professional support. 
 
Women have repeatedly noted that there is a lack of clear management pathways for pain 
conditions. They have contrasted their experiences seeking support for pain with those 
for mental health issues, noting that mental health conditions have a dedicated care plan 
for primary healthcare professionals to follow, which enables Medicare-funded allied 
health support.  

“Make treatment programs easy” 

“[Involve] teams of people” 

Additionally, healthcare provision has been described as fragmented and siloed. Team-
based care is disincentivised by the activity-based funding structure underpinning 
general practice (Breadon et al. 2022). In the LMR, this fragmentation is exacerbated by 
the limited availability of allied and specialist care providers in rural and remote areas 
(Deloitte Access Economics 2019). Across Australia, GP referrals to other health 
professionals for chronic pain management have been observed to decline as regions 
become more remote (Deloitte Access Economics 2019). High GP turnover and 
inadequate referrals also disrupts continuity of care, hindering women’s ability to 
establish long-term relationships with providers, necessitating repeated explanations of 
their medical history. Furthermore, practitioners often work in isolation, which results in a 
lack of awareness of local referral pathways and available treatment options within the 
region.  

“[I’m] worried about [being] seen as ‘doctor shopping’ as doctors keep 
leaving and no relationship can be built.” 
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“Getting a GP is hard, and seeing the same GP week to week, month to 
month, year to year. They only work two days a week often and you've got to 
kind of go in and explain everything over and over and over again.”  

“My sister had a lot of trouble accessing a [health service] because of an 
incorrect referral and bad advice from a GP.” 

"In our system it’s a referral, after a referral and then you have to go to this 
one before you can go to that one.” 

To address these issues within the current workforce constraints, innovative models of 
care which strengthen the integration, collaboration and information sharing among 
existing healthcare providers in the LMR could also be considered. An example currently 
being trialled in the region are Sustainable Rural Healthcare Hubs - functional networks 
of geographically clustered healthcare services with established referrals pathway that 
collaborate to manage patients across Buloke, Loddon and Gannawarra Shires in 
Central/North-west Victoria. Evaluation from these centres could be used to inform best 
practices and guide the development of similar models in other areas, aiming to improve 
continuity of care, reduce fragmentation and enhance patient satisfaction.  

In the longer term, alongside efforts to increase the availability of the workforce in the 
region, co-located, multi-professional primary healthcare centres should be established, 
which would enable women to access co-located, multidisciplinary team-based primary 
care, including allied health. This will require advocacy to the Federal Government to 
reform funding arrangements of primary care.  
 
Newer models of care which enable women to access co-located healthcare 
professionals, such as the endometriosis and pelvic pain clinics and SRH hubs, have been 
well received by women in the LMR. 

“I stumbled across a great service as part of Bendigo Health years ago. They 
have a pelvic pain clinic, and I don't even remember how I found out about 
it. I think I found out online to be honest and once I was in, I was in. They had 
psychologists, there was a pelvic physio, there was an OT [occupational 
therapist], and it was like unlimited access. I don't know about it but that's a 
really innovative program and a very specialist program.” 

“[I’d like to see] collaborative, holistic care at one centre... medical, 
psychosocial.” 

“A way for health professionals to interact and discuss a patient – team 
management.” [on what can be done to help change the way in which 
women’s pain is treated] 

Approaches like this aid in addressing the sense of isolation reported by healthcare 
providers in our region and help alleviate the demands placed on them to manage 
complex cases. Additionally, multidisciplinary care for chronic pain has been consistently 
demonstrated to be cost-effective relative to conventional medical treatment (Deloitte 
Access Economics 2019). In 2019, doubling access to multidisciplinary care in Australia 
was estimated to deliver significant improvements to individuals' well-being, reduce 
absenteeism, and save $3.7 million in healthcare costs, exceeding the investment 
required (Deloitte Access Economics 2019). 
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Women would also like to have increased access to dedicated women’s health services 
and hubs. These services would provide general health advice and support the role of 
GPs. 

“The dominant GP model is just not enough.” [on SRH] 

“There is such a big pressure on doctors, there could be a third tier…. 
There's not that continuation, it relies on the GPs that are already over 
saturated. Non urgent medical questions that are still confounding and 
need talking through.” 

“We don’t have enough women’s services” 

Supportive environments and determinants of health 

In addition to implementing clearer interdisciplinary clinical care pathways, pain 
management needs to extend to the everyday conditions in which women work and live. 
Women have told us that social systems and supportive environments are essential for 
helping them manage pain effectively. The workplace is a key determinant of health 
emphasised by women where supportive policies and flexible working arrangements can 
significantly support them to manage recurrent pain and SRH concerns. Work-from-
home arrangements enable women to continue working without depleting their personal 
leave, reducing absenteeism and helping to alleviate the financial and professional 
anxieties associated with managing chronic pain. 

“I experience so much pain at work and receive sympathy from my 
colleagues but I tend to not take time off because of the cost and anxiety of 
having to get a certificate for the same condition each time.” 

“First day of menstruating is always the worst. I'm lucky to have a flexible 
workplace where I can WFH if it falls on a weekday. I'd love to rest and 
snuggle with a hot water bottle instead, but cannot afford to waste 12 sick 
days over the year on menstruation.” 

“[There needs to be] more investment into... the online workplace.”  

Reproductive leave policies and adaptable work arrangements have been introduced by 
some organisations to assist employees, including those in the Victorian public sector, to 
manage their wellbeing, remain engaged in the workforce and improve gender equity. 
Our recommendations supporting women in managing acute and chronic pain in 
workplace environments are detailed in the Women’s Health Services Network 
submission into women's pain. 

Community support, personal skills and voice 

Women have told us that they want to be more actively involved in managing their 
wellbeing including through community-wide education in preventative health and SRH. 
It is important that health information is available to women in a variety of formats and 
settings, ensuring it is accessible, culturally sensitive and relevant across the life course. 

“I'm really interested in a more integrative approach to health care because 
I do feel like the medical system, whilst I respect it wholeheartedly, I'm 
interested in preventative care and more lifestyle approaches. Integrative 
medicine is like my slant on it that feels accessible and workable. And I 
guess empowering as well to be able to know what tools and resources I 
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need to heal myself and I don't need to go to a pharmacy to get a 
pharmaceutical thing.” 

“Education [on women’s pain] in schools, TAFE, GP training/health services, 
workplaces, community groups.” 

Beyond the clinical role of healthcare professionals, women have expressed a desire for 
both healthcare and community-facing organisations to become more actively engaged 
in health promotion. This includes delivering or facilitating access to culturally 
appropriate and accessible general health education, as well as linking patients to social 
support services, namely those addressing family and domestic violence, sexual violence 
and psychological trauma and culturally competent services. 

Women have suggested that information be promoted in multiple community settings, 
including the waiting rooms of health services.  

“In my perfect world, I would like to see GPs train in preventative health care 
and run sessions like this in communities. Maybe that's a big ask, and maybe 
that's not the world of GPs and maybe the Chinese practitioners and the 
naturopaths get funded because you know, that's the care I also look for.” 

“You’re waiting for almost an hour there. You can go through something and 
get some information, yeah, know what to do. Because if I’m going through 
something like sexual abuse, that’s not something – like where am I going 
for sexual violence?’ 

It is also crucial that women are supported to actively participate in their healthcare, 
including self-management of their pain.  

“Allow for self-management.” 

Many women report feeling like passive participants in their treatment plans, lacking the 
necessary support, skills and information to take an active role in their care. Providing 
women with the tools and resources they need to understand and manage their pain can 
help them feel more involved in their healthcare decisions, take ownership of their 
wellbeing, make choices conducive to their health and cope with acute and chronic pain. 

Furthermore, women repeatedly describe feeling isolated by their experience of pain and 
desire to see spaces created where they can share information, access social support and 
have their voices heard. Communities in the LMR report closer social and cultural ties 
than metropolitan regions (Women’s Health Victoria 2024), which presents an 
opportunity to leverage these connections and foster local support networks. Social 
support can encompass emotional, material and informational assistance, and is 
increasingly recognised to have a positive influence on chronic pain (Gong, Shan et al 
2024). This includes improving psychological well-being in people experiencing pain, 
reducing pain intensity, and helping individuals cope with the negative outcomes of 
chronic pain (Gong, Shan et al 2024). 

“[Hold] regular women’s forums/circles [with] opportunities to talk with 
other women with similar experiences.”  

“Create women’s groups in different settings e.g. Sporting clubs, 
workplaces.” 

“Women’s health and wellbeing program to enable peer support networks” 
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Women also seek support to ensure their voices are heard through effective advocacy. 
This includes equipping women with the skills and education they need to effectively 
advocate for their needs, particularly with healthcare practitioners, and access the 
comprehensive, holistic care they require. 

“So much of our own medical care requires self-determination and 
advocacy in our region, if you can't advocate for yourself, it's unlikely you'll 
get the care you need.” 

"We need more awareness within women themselves to speak up, and to be 
more confident and strong about what we want.” 

“Education around self-advocacy.” 

“Advocacy [to] build up confidence.” 

Additionally, they seek support to have their experiences and needs amplified by 
independent advocates. 

“Experienced advocates who are independent” 

“More experienced advocates” 

Recommendations 

• Partner with the Victorian Women’s Health Services and community stakeholders 
to support the implementation of women's forums, support groups, and/or peer 
networks in various community settings, such as workplaces and community 
centres. These spaces should allow women to share experiences, gain emotional 
support, access informational resources and develop self-management and self-
advocacy skills. 

• Invest in existing health promotion and women’s health infrastructure, such as the 
Victorian Women’s Health Services to deliver coordinated, evidence-based 
intersectional and effective prevention and health promotion activities within 
communities, focused on women’s SRH. 

• Implement policies that require the inclusion of sex and gender dimensions in 
government-funded research. 

• Advocate for the inclusion of preventative care and health promotion education 
into medical training and professional development for GPs and other healthcare 
providers. This is to support the delivery of holistic, patient-centred care that is 
sensitive to the diverse needs of individuals and considers the complex interplay 
of social determinants of health (SDOH) influencing their experience of pain.  

• Advocate for the integration of SRH and women’s health as a core component in 
tertiary medical education and ongoing training opportunities for healthcare 
providers. 

• Utilise the existing and planned SRH hubs, women’s clinics and endometriosis and 
pelvic pain clinics to increase access to train the trainer opportunities in rural and 
regional Victoria. Focus these programs on enhancing knowledge of women’s pain 
experiences and SRH, including IUD insertion. 

• Invest in the expansion of endometriosis and pelvic pain clinics, and SRH hubs in 
rural and regional Victoria.  

o Prioritise areas with the greatest services gaps, such as Loddon Shire, when 
establishing future SRH hubs across rural and regional Victoria. 
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• Advocate for the implementation of comprehensive communication training for all 
healthcare professionals and practice staff to support the delivery of clear, 
empathetic, tailored to individual patient needs and circumstances. 

• Advocate for healthcare practices to implement patient feedback mechanisms so 
areas for improvement can be identified and strategies to improve patient-centred 
care can be implemented.  

• Advocate for health system funding and incentives to support coordinated, 
multidisciplinary team-based care, rather than episodic care. This includes the 
development of dedicated pain care plans with Medicare-funded allied health 
support and a reformed primary care funding model. Such reforms should enable 
longer appointment times for complex conditions like pain, allowing women and 
healthcare providers to engage in thorough discussions, receive comprehensive 
explanations, and make informed decisions about treatment. 

• Advocate to the Federal Government to remove regulatory barriers to providing 
team-based primary care. 

• Advocate for funding to establish co-located multidisciplinary healthcare centres 
in rural and regional areas. 

• Support Primary Health Networks to develop onboarding programs that assist new 
practitioners to familiarise themselves with local referral pathways, available 
treatments and existing care networks. 

• Advocate for funding research initiatives to develop best-practice guidelines on 
pain management that considers the experiences and needs of women and 
gender-diverse people. These guidelines should provide guidance for healthcare 
providers and be integrated into medical curricula.  

• Conduct regular training sessions for practitioners on local resources, referral 
pathways and treatment options. 
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Theme 4: Approachability of Healthcare 

Approachability refers to the ability of people with health needs to recognise the 
existence of services, access them, and benefit from them. Services can vary in their 
visibility to different social or geographical groups. Factors like transparency, 
information about available care, and outreach efforts can influence how approachable 
services are. Complementing this is the concept of the population's ability to perceive 
the need for care, which is influenced by health literacy, knowledge about health, and 
beliefs regarding health and illness. This theme explores the barriers and enablers of 
approachability of healthcare as experienced by women across the Loddon Mallee 
region. This theme addresses the following Terms of Reference: 

Inquiry Term of Reference 2: The barriers and enablers when accessing care, treatment 
and services for pain conditions.  
 
Inquiry Term of Reference 3: The impact of the current service delivery system on care 
for pain conditions.  
 
Inquiry Term of Reference 4: Opportunities to improve the care, treatment and 
services for pain conditions.  
 

 

Women’s informational needs about their health and bodies are not being met. Many 
report having to conduct their own research to understand their experiences and 
determine when and where to seek help. However, they often feel unsure about where to 
find trustworthy, up-to-date information. 
 

“There is a lot of information but it's about the ability to find reliable 
information out there” 

“That's the thing about knowledge, it's not just not knowing it, it's knowing 
how to find it, and if you don't know how to find it then you're in trouble. A 
lot of that rests with privilege as well.” 

“They don’t make it available to you. So it’s like if you don’t know where to 
look for it, you’re not going to find it.” 

This limits women's ability to exercise control over their wellbeing and make informed 
decisions about their health, including seeking timely support for painful conditions. It 
also exacerbates the information asymmetry between patients and providers, preventing 
women from being able to advocate for themselves and reinforcing the power imbalance 
between healthcare professionals and patients. This undermines women’s ability to 
provide informed consent on management plans. 
  

“Just knowing that that is available [endometriosis and pelvic pain hubs] - if 
people don't have access to this information then they can't go in and tell 
their doctor what they want”. 

For other women, a lack of broader health knowledge made their own experiences of pain 
perplexing and exacerbated the experience of isolation often reported with pain. 
 

“My breasts get really sore and tender. I didn’t know it was period related.” 
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“Menstruation is not a medical condition either but there is a lot of 
information about that that is not necessarily easily available.” 

Many women report normalising their pain and enduring it, particularly in relation to their 
sexual and reproductive health. Some describe being unable to differentiate between 
what might be normal and what could signify a more serious condition, and when to seek 
medical assistance. For some, this uncertainty has been reinforced through interactions 
with healthcare providers who have normalised their experience of pain, told women it 
was ‘in their head’ or instructed them to use over-the-counter pharmaceuticals to 
manage their pain without any investigation, support or referral. The consequences for 
some women include delayed management of pain, internalised shame—such as feeling 
guilt for not seeking help earlier—and deteriorated trust in healthcare professionals. 
 

“Isn’t it bizarre, considering all the things we have going on with women’s 
bodies, you think what you’ve got is quite normal until you talk to someone 
else.” 

“[I have been] feeling guilt for not helping myself earlier.” 

Conversely, other women emphasized the positive impact of comprehensive care from 
providers who listened to their concerns and incorporated health education into their 
care. 
 

“[The] GP picked up my symptoms, educating me that heavy and painful 
period are not normal.” 

In addition to women's need for general health information, many women described a 
lack of awareness of what services were available within their local or surrounding areas 
and feeling uncertain about where to find information or who to ask for assistance in 
accessing this information. In the LMR, service visibility and engagement are challenged 
by geographic spread. 

“I find the services really difficult to navigate and it doesn't feel centralised 
or easy to find information about services that are available in the region” 

Women consistently emphasise the importance of knowing their options and the 
availability of support and services to better manage their pain and improve their sexual 
and reproductive health. Some of their suggestions include: 

‘A place that people can get information, like have that hub, information 
just for everyone. And whether it’s get online and go “information for: insert 
culture, sexual health and just region.” 

“More community education, rights of passage, supporting people as a 
community so that it's not something you have to go and find but 
something that's offered. Normalising it” 

“Access to good clear information” 

“Updated information freely available and variety of sources - think online, 
brochures, PHN’s, neighbourhood houses, schools, social media.” 

“Having proper education to know what can help me” 

“Clear communication and promotion of local services so people know 
what’s available” 
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“For solutions... online is always the first key of point. So if you’re ever to go 
and seek that service online, before you make a choice, or have that 
informed decision of which place to go to.” 

“Also the community as well, being able to, having access to the 
information and the healthcare... because if you’re coming in, and you don’t 
know anyone in the area, it’s good to have that information on the 
government websites, so that you know exactly where to go.” 

Navigating services and accessing health information can be particularly challenging for 
individuals from migrant and refugee backgrounds. Some women from these 
communities’ recount that they have never had to leave their local area to seek health 
advice or services, making navigation of these services a novel challenge for them. 
Additionally, language barriers can impede individuals from approaching services. This 
includes difficulties making phone calls to healthcare providers, scheduling 
appointments, and attending them. This can hinder women from receiving timely 
support. 

“I can speak on behalf of the migrant community, Filipino community having 
big challenges in adjusting to and accessing health services, which is a very, 
very big challenge when you are migrating to a new place. Where to go and 
also the distance because many can’t drive initially and can’t access 
services that are not local.”  

“When I was new in Australia, I didn't know to whom I could ask for help in 
accessing SHR services.” 

Efforts to support service navigation and address language barriers in healthcare 
settings, such as multilingual staff and interpreter services are therefore crucial to 
ensuring equitable access to healthcare for diverse linguistic communities.  It is also 
essential to engage communities by explaining health information through multiple 
platforms that suit their needs. This includes delivering messages at community events, 
in language, and in comfortable familiar surroundings. Tailoring health communication 
will aid to ensure that communities can better understand and act on health information.  

“Some migrants may have never travelled outside their local area to access 
health advice or services.” 

“Promoting themselves and their services more broadly. Ensuring they 
reach under serviced populations such as Migrant, ATSI, disabled & 
LGBTIQ+. Going to where the communities come together.” 

“Communities need things explained to them using platforms that suit 
them i.e. at their own events, in their own language or in comfortable 
surroundings.” 

Alongside improving the promotion of services, women have also identified outreach as 
beneficial for supporting service visibility and approachability.  

"The nurse-practitioner did come to pyramid hill, but only if enough people 
book in… it used to be once a fortnight or a month, on a more regular 
basis...but if you don’t know that… I didn’t know that” 
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Recommendations 

• Incorporate pelvic and menstrual pain into the sexual health and education 
curriculum within schools. 

• Provide funding specifically for multilingual staff and interpreter services within 
healthcare settings to ensure that all patients, regardless of language, have 
equitable access to culturally competent pain management. 

• Provide funding to rural and regional health services to promote and deliver 
outreach programs within communities. 

• Increasing funding for the Victorian Women’s Health Services and culturally 
competent care providers and community services. This will enable targeted 
health education to be delivered directly within communities, equipping women 
with the knowledge and tools necessary to navigate the health system and access 
effective pain management. Please see Multicultural Centre for Women’s Health 
submission for specific recommendations related to migrant and refugee women. 

• Centralise information about local services by collaborating with community and 
local government stakeholders to develop and disseminate comprehensive 
directories of local healthcare providers, social and community services and 
health education resources. Ensure these directories are accessible online, 
including on government websites such as myGov, and widely disseminated in 
community settings. 
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Theme 5: Acceptability of Healthcare 

Acceptability involves the cultural and social factors that influence whether people can 
accept aspects of a service, such as the sex or social group of providers and the beliefs 
associated with medical systems, as appropriate for seeking care. Some services might 
be organised inequitably, making them unacceptable to certain community groups that 
they aim to serve. The ability to seek healthcare involves personal autonomy, the capacity 
to choose to seek care, knowledge about healthcare options, and understanding 
individual rights. Ensuring that care meets the needs of diverse cultural, 
socioeconomically disadvantaged, and vulnerable populations is challenging, as 
different groups may have varying perceptions of appropriateness and quality. Women’s 
experiences relating to the acceptability of healthcare is explored below. This theme 
addresses the following Terms of Reference: 

Inquiry Term of Reference 2: The barriers and enablers when accessing care, treatment 
and services for pain conditions.  
 
Inquiry Term of Reference 3: The impact of the current service delivery system on care 
for pain conditions.  
 
Inquiry Term of Reference 4: Opportunities to improve the care, treatment and 
services for pain conditions.  
 

 

Dismissive practices and the normalisation of women’s pain 

Women who contributed their experiences to our pain submission often cited instances 
where healthcare providers undermined the legitimacy of their pain. This includes being 
told that their pain was psychological or 'in their head’ rather than somatic, accused of 
fabricating their pain, having their pain levels disbelieved or dismissed, or being told that 
experiencing pain was 'normal’. In their struggle for legitimacy, women reported feeling 
distressed, bullied, and left with a sense of disempowerment and dismissal. 

“When I was in high school, I would get really severe period pain to the 
point where I would throw up for hours and had to miss school. Went to the 
doctors to get stronger paint medication than Panadol and was told "a level 
of pain and discomfort is normal in life" my doctor was also a family friend. 
It made me question my pain and made me feel like I was being weak for 
complaining about the pain. I did end up getting a stronger pain medication 
but I never forgot what the doctor had said.” 

“The system is so broken. Especially for people experiencing chronic 
conditions like endometriosis, not being believed and gaslit.”  

"I drove myself to ED... because of the pain I was in... After waiting hours and 
vomiting in the waiting room bathrooms multiple times I was told by a male 
doctor that “sometimes pregnancy can be uncomfortable” and sent home. I 
felt I was treated as an overreacted hysterical pregnant woman.” 

“I have experienced pelvic pain/period cramps since 15 years old initially 
dismissed by GP at this time and told “period pain is normal” following this I 
have managed pain without success with overcounter [sic] medications 
and benefits from heat treatment resulting in burns on my skin” 
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“I am regularly dismissed on my pelvic pain, told it will go away in time or 
told to take over the counter medication. My pain is debilitating.” 

“Having a male dr who clearly didn’t understand the experiences of women 
who have bad periods and would not listen to what they were being told. 
Brushed it off as a women overreacting. My friend walked out in tears... they 
told her it was all in her head and offered her antidepressants.” 

Gender norms are reflected in healthcare and can be seen in patients, clinicians, and 
research participants. Gender norms in healthcare professionals lead to biases in the 
treatment of women (Samulowitz et al 2018; Preg-Jimenez et al 2022). Being met with 
scepticism and a lack of comprehension, accusations of faking, feeling rejected, ignored, 
belittled, and blamed for their condition are common experiences for women with 
chronic pain (Werner and Malterud 2003; Merone et al 2022). 

“Historically, that’s the biggest issue, the fact that as women we are not 
listened to, it hasn’t been that important and we get dismissed a lot” 

Gender bias in pain management 

Women have described the consequences of having their pain discredited, which 
includes experiencing delayed diagnoses, prolonged periods without thorough 
investigation and a lack of referral to specialists and allied health services for 
comprehensive care. This dismissal also extends to the denial of effective pain 
management, including pharmaceutical treatments; a common treatment modality for 
the management of pain in Australia (Deloitte Access Economics 2019). Research has 
highlighted pervasive gender bias in the treatment of pain, revealing disparities in the 
medications prescribed to men and women (Samulowitz et al 2018). Studies have shown 
that women receive fewer pain medications and less effective pain relief, including 
opioid treatments (Samulowitz et al 2018). This gender bias is echoed in the experiences 
of women in the LMR. Women describe encountering condescension and dismissal from 
healthcare providers when seeking and receiving pharmaceutical pain management. This 
includes feeling labelled or stigmatised as a drug seeker when advocating for 
appropriate pain relief. 

“My daughter was given a stern lecture about the dangers of stronger pain 
relief.” 

“[I was] made to feel like a drug seeker when I persist in asking for 
appropriate pain relief for acute episodes.” 

In the absence of appropriate and effective treatment, many women have been left to 
cope with ongoing pain, relying on self-management, over-the-counter remedies and 
alternative therapies. 

Autonomy and medical paternalism 

A recurring theme was the necessity for women to advocate for themselves to ensure 
their pain was taken seriously and to facilitate access to appropriate pain management. 
Women “work” hard before and during consultation with healthcare professionals to 
make their symptoms socially visible, real, and physical. This includes a balance between 
appearing not too strong or too weak, too healthy or too sick, too smart or too 
disarranged. The “work” women undertake extends to what they say, how they behave, 
what they wear, how they move their body and their manners.  Werner and Malterud 
(2003) state women “have struggled to be perceived as somatically ill, whilst 
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simultaneously avoiding appearing mentally unbalanced”, they work and invest in 
appearing as a credible patient. 

“In all cases I had to repeatedly insist on treatment for my immediate 
problem.”  

“I had to really argue the point in order to get pain relief”  

“I advocated for myself for further investigations at 25 years old as I did not 
believe I had to live with this pain. I was diagnosed with PCOS and 
recommended Mirena as treatment” 

Many interactions were also described as paternalistic, where healthcare providers made 
unilateral decisions, without regard for women’s autonomy, preferences or right to active 
participate in decisions about their healthcare.  

“A female client on a waiting list for over 12 months to be seen by a 
gynaecologist for extreme pain and refused to have a hysterectomy even 
though she has had her children (4) and did not want anymore.” 

“Despite myself being very adamant on not wanting to conceive or carry 
children, no doctor will even begin a discussion around removing my 
uterus.”  

“I was two weeks overdue in pregnancy... I was fearful and I wanted to look 
at other options for my birth. The male obstetrician dismissed my feelings 
and said " you'll be fine. we'll get it out somehow" and sent me off. I left 
outraged, scared, and convinced that I had no other option but to listen to 
this man that was speaking to me as though my body parts were plumbing, 
rather than being realistic about the real dangers of induction and 
emergency c-section should the induction not work." 

Commonly, women felt like they were not given information on their treatment options, or 
time to consider the alternatives. 

“[I felt] forced to be induced. This increased severity of pain & capacity to 
manage it.” 

“[There is a need for] education, information sharing, informed consent.” 

As explored in theme three, women have repeatedly emphasised the importance of 
healthcare professionals listening to their preferences and providing comprehensive 
explanations of all information and options available to them. This is imperative to 
enabling women to actively participate in their healthcare decisions and make informed 
choices. 

“Women [need to be] given information on all options available and given 
time to consider what they want.” 

[Better sexual and reproductive health services look like] “A doctor 
available to you, not rushed, who will listen, who will explore what's going 
on for the patient and who will not judge what the patient should or 
shouldn't be 'complaining' about.” 
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Recommendations 

• Partner with the Victorian Women’s Health Services, education and community-
facing organisations to develop strategies to address the implicit and explicit 
gender bias in medical care. This should include embedding gender-responsive 
practice training into healthcare professional curricula and ongoing professional 
development. Further recommendations are detailed in the Women’s Health 
Service Network submission into women’s pain. 

• Increase funding support for organisations dedicated to promoting gender 
equality and combatting violence against women to dismantle systemic gender 
bias. 

• Develop standardised protocols for managing persistent pain that prioritise 
validating patients' experiences. These protocols should ensure that women 
receive thorough and empathetic pain assessments and appropriate treatments, 
fostering a consistent and supportive approach to pain management across 
healthcare settings. 

• Develop policies and training for healthcare providers that emphasise shared 
decision making and the importance of patient autonomy. 

• Establish patient advocacy programs within healthcare settings. 
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Theme 6: Affordability (direct, indirect, opportunity) 

Affordability refers to the economic ability of individuals to allocate time and resources 
to access appropriate services. It is influenced by direct costs of services, associated 
expenses, and opportunity costs such as lost income. Affordability can vary depending 
on the type of service and the ability to generate funds to pay for care (e.g., payment 
methods, resource mobilisation). Theme 6 explores the barriers and enablers of 
affordability and the impact this has on women and their experiences of pain. This theme 
relates to the following Terms of Reference: 

Inquiry Term of Reference 2: The barriers and enablers when accessing care, treatment 
and services for pain conditions.  
 
Inquiry Term of Reference 3: The impact of the current service delivery system on care 
for pain conditions.  
 
Inquiry Term of Reference 4: Opportunities to improve the care, treatment and 
services for pain conditions.  
 

 

Economic studies of healthcare utilisation examine factors like the price of care, travel 
time, opportunity costs, a person’s income, perceived care quality, and provider 
behaviour. The ability to pay for healthcare involves generating financial resources 
through income, savings, borrowing, or loans to afford healthcare without sacrificing 
essential needs (e.g., selling one's home). Factors like poverty, social isolation, or debt 
can restrict individuals' ability to pay for necessary care. 

In the LMR, the financial burden of accessing healthcare is a significant barrier to 
obtaining comprehensive care and treatment services for pain conditions.  

“I expend a lot of time and money looking to manage [my wellbeing] 
through private practice and private care.” 

Managing complex conditions like pain requires longer primary care appointments, 
which are disincentivised by the fee-for-service funding underpinning most of general 
practice (RACGP 2023). These appointments also incur a higher fee, which has been 
increasing over time. From 2022-2023, the cost of a standard GP appointment fee in 
Australia increased 18.18%, widening the out-of-pocket expenses for patients. 
Meanwhile, the percentage of GPs offering exclusively bulk-billed services halved, with 
declines in bulk billing evident across all socioeconomic deciles (RACGP 2023). This 
rising cost of care disproportionately impacts women, who utilise more GP services each 
year (RACGP 2023) and experience more severe pain than men (Deloitte 2019). This 
financial burden is especially pronounced for women who are ineligible for Medicare, 
including those on student visas.  

Further, in the absence of a dedicated pain care plan, access to Medicare-funded allied 
health services is restricted to those eligible under other GP management plans. With 
only 29.2% residents in the LMR holding private health insurance, below the average in 
metropolitan Melbourne (PHIDU, 2024), women’s access to specialist and allied health 
care often hinges on their ability to meet these out-of-pocket costs. Moreover, MBS-
funded allied health services are capped at 5 visits per year under existing GP care plans, 
which is likely insufficient to meet the need of patients with complex conditions 
(Breadon et al. 2022). 
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Due to the uneven geographic distribution of healthcare, rural women face long travel 
distances to access care. This results in indirect costs associated with travel, childcare, 
lost income and the opportunity cost of their time.  

“No transport or funds to attend appointments. No phone credit. No one to 
help care for children.”  

In the LMR, 8 of 10 LGAs are ranked below 40 on the Index of Relative Socio-Economic 
Disadvantage (IRSD), reflecting factors such as lower income, higher unemployment and 
limited access to education and services (Women’s Health Victoria 2024). This indicates 
that many residents in the LMR experience considerable socioeconomic disadvantage 
relative to other regions in Victoria, impacting their ability to afford care and 
exacerbating regional inequities in pain management. Access to material and social 
resources is further impacted by gender. Women in the LMR are overrepresented in 
unemployment and part-time employment, more likely to live below the minimum weekly 
wage, experience homelessness, and be informal carers (Women’s Health Victoria 2024).  

Consequently, improving the affordability of care must adopt a socioecological 
approach, addressing the intersection between gender and structural and systemic 
socioeconomic barriers faced by communities in this region. 

“Make the cost of treatments more affordable for everyone.” 

“Everyone should be able to access sexual and reproductive health services 
no matter their social economic status” 

“More free/affordable services available for rural and remote women.” 

Recommendations 

• Advocate to the Federal Government to reform primary care funding 
arrangements to favour a new model which supports team-based care, 
incentivises providers to dedicate more time to complex cases and bulk-bill 
appointments. 

• Advocate to the Federal Government to implement dedicated pain care plans in 
general practice and remove caps on MBS-funded allied-health services to enable 
comprehensive management.  

• Advocate to the Federal Government to address Medicare gaps for non-citizens 
and ensure equitable access to pain management for all community members. 

• Allocate resources to improve public transport options, childcare and other 
infrastructure to reduce the indirect cost of accessing healthcare incurred by rural 
and regional women, such as travel expenses, childcare and lost income. 
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Theme 7: Translating Research and Evidence-based Interventions. 

This theme relates to the following Term of Reference: 

Inquiry Term of Reference 6: translate research and evidence-based interventions that 
address unwarranted sex and gender variations and improve the equity of outcomes 
relating to the access and efficacy of pain management.  
 

 

Despite pain having a well-established evidence-base, sex and gender is often not a 
consideration in research design, hence women continue to be excluded. As a result, 
women continue to experience pain, and have their pain poorly managed or dismissed.  
Ensuring that research moves efficiently into practice is critical, with Morris, Wooding 
and Grant (2011) estimating that it takes 17 years for new research to reach practice, this 
delay affects health outcomes and results in women experiencing the unnecessary 
burden of pain. The International Association for the Study of Pain identify the 
Knowledge-to-Action (KTA) framework (see figure below) as a road map for knowledge 
translation that can be adopted by any group. The IASP have identified eight- steps for 
translating knowledge to practice. These include: 

1. Involve knowledge users from the beginning as partners in implementation. 
Involving knowledge users including clinicians and people with lived experience 
of pain and their families at the beginning and throughout implementation can 
reduce barriers to using knowledge, increase the likelihood of the knowledge 
being perceived as of value and subsequently, used in practice and increase 
impact via effective KT strategies.  

2. Identify the research-based knowledge to be implemented (i.e. guideline, 
educational product) and how and where it is to be implemented. 

3. Identify the target knowledge users (i.e. clinicians, patients, parents of children, 
caregivers, etc.). 

4. Identify possible barriers or challenges to implementing the evidence/guideline 
related to each target knowledge user group (i.e. perceived lack of time or 
resources, perceived high complexity of the intervention, availability of the 
product, etc.). Address such barriers throughout the implementation process. 

5. Monitor (e.g., audits of practices), knowledge use (e.g. adherence to a guideline, 
use of a knowledge tool). 

6. Facilitate engagement of all knowledge users throughout all implementation 
processes 

7. Evaluate implementation (i.e., is there reduced burden of pain, increased use of 
the knowledge translation tools). 

8. Co-develop, communicate and widely share resources in different and usable 
formats. It is important to develop ‘usable’ knowledge in synthesized, user-
friendly formats that are appropriately targeted for the knowledge user groups. 
Examples may include short videos, podcasts, messages on social media 
platforms, clearly written evidence-based guidelines with algorithms to guide 
practice, and more. 
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WHLM further advocates for the inclusion of sex and gender considerations in knowledge 
design, in particular advocates for an intersectional gender lens be applied to knowledge 
creation to ensure that women’s diverse experiences of pain are considered. WHLM also 
advocates for the consideration of geographical location which is a key barrier or 
challenge in both knowledge creation, implementation and evaluation for both 
professionals and those with lived experience. Rural and remote communities face a 
unique set of engagement challenges such as geographical spread, limited 
infrastructure, low population density and higher costs. There is a growing body of work 
on rural participatory research models such as rural health consumer panels 
(https://www.nivel.nl/en/our-databases-and-panels/dutch-healthcare-consumer-panel ) 
which could be drawn on to inform this work. 

Translating research into evidence-based interventions is essential to address 
unwarranted sex and gender variations and improve equity in pain management. By 
incorporating the latest findings on how different sexes and genders experience and 
respond to pain, health care providers can develop targeted, effective treatments and 
health promotion programs that cater to these unique needs. Evidence-based 
interventions can mitigate disparities in pain management by ensuring that all patients, 
regardless of sex or gender, receive appropriate, empathetic, and effective care. This 
approach not only enhances the quality of pain management but also promotes equity in 
healthcare outcomes, reducing the historical biases and gaps that have often left women 
and gender-diverse individuals with inadequate pain relief. Implementing such 
interventions ensures that pain management practices are inclusive, just, and based on 
rigorous scientific evidence, ultimately leading to better health outcomes for all 
individuals. 

WHLM also advocates for more timely translation of research. Timely translation of 
research is crucial for health promotion program planning because it ensures that the 
latest evidence-based findings are quickly integrated into public health strategies, 
enhancing their effectiveness and relevance. Rapid application of research helps address 
emerging health issues promptly, allowing programs to adapt to new challenges and 
incorporate innovative solutions. It also fosters continuous improvement in health 
promotion efforts by providing up-to-date information on best practices and successful 
interventions. Moreover, timely translation supports the efficient allocation of resources, 
ensuring that efforts are directed toward interventions with proven efficacy, thereby 
maximising public health outcomes and improving women and girls’ health. 

 

 

https://www.nivel.nl/en/our-databases-and-panels/dutch-healthcare-consumer-panel
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Figure 2: Knowledge to Action Cycle 

Recommendations 

• Research into pain needs to include both quantitative and qualitative approaches 
in which sex and gender considerations are included in research design including 
the collection and dissemination of sex and gender disaggregated data to 
continue building the evidence to inform policy and practices.  

• Diverse women’s voices and experiences need to be included in knowledge 
generation and translation. 

• Collection and dissemination of sex disaggregated data in pain research.  
• Future research should consider more complex gender constructs instead of 

relying solely on binary comparisons between males/men and females/women. 
This is particularly crucial for gender-diverse individuals, where sex and gender 
identity may differ. 

• Future research should shift focus from individual characteristics to investigate 
the direct and indirect effects of social policies and cultural norms on sex 
differences in pain. 
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