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Background: Waiting list management at chronic pain clinics has become a serious problem 

throughout Canada. We analyzed the waiting list at the Centre hospitalier de l’Université de 

Montréal (CHUM) Pain Centre.

Methods: The present study is an observational, prospective study. We used a specifically 

designed survey questionnaire. Survey findings were analyzed with descriptive statistical 

methods.

Results: A total of 270 patients were contacted; only 146 were included. Of these, 93 were 

women and 53 men. The average age was 55.9 years. Fifty-two percent of the patients were 

referred by a medical specialist; 34% by family physicians; 3% for emergency; and 11% 

unknown. The mean for pain score was 6.7/10. Seventy-three percent were taking pain killers 

with an average improvement on their pain score of 52%. Ten percent of respondents were not 

taking any type of analgesic medication, while 17% were taking over-the-counter drugs. Fifty-

three percent of the patients had been suffering from chronic pain for 5 years or less, while 10% 

had been suffering and awaiting specialized pain treatment for more than 20 years.

Conclusion: Our data suggests that accessibility to specialized health care is not the sole 

obstacle to the timely and effective management of chronic pain. Seventy-three percent of 

the patients were taking some form of pharmaceutical treatment for pain and reported an 

average improvement rate of 52% on their pain score under medication. Such inconsistency 

may be attributable to patients’ lack of compliance with their treatment. The World Health 

Organization Working Group recommended in chronic patients a novel approach to health 

care, based on patient therapeutic education. Our results show that patients need to acquire 

self-management skills regarding their chronic conditions.

Keywords: chronic pain clinics, waiting list management, patient referral, waiting list 

demographics

Introduction
In today’s society, chronic pain is justly regarded as a disease and a social health care 

problem. In Canada, 3.9 million people aged 15 years and over suffer from chronic pain, 

70% (2.8 million) at severe pain levels with disabling effects on their daily activities.1 

Chronic pain represents a serious functional impairment and a social predicament with 

debilitating repercussions on sufferers’ personal, familial, and socioeconomic life.1–7 

Accordingly, there is a critical need to address the growing prevalence of chronic 

pain and to devise workable solutions for timely access to multidisciplinary health 

care services like those provided at the Centre hospitalier de l’Université de Montréal 

(CHUM) Hôtel-Dieu Pain Centre.
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The majority of studies conducted on the quality of and 

access to health care treatments have historically focused 

on the length of wait times for surgery and diagnostic 

procedures.8–16 To our knowledge, the only study to address 

the issue of waiting list management in a specialized pain 

treatment center was conducted in Halifax in 2005 by 

Clark et al.17

The objectives of the present study were as follows: to 

analyze the waiting list at the CHUM Pain Centre; to iden-

tify the primary motives for patient referrals; to delineate 

the demographic characteristics of wait-listed patients; and 

to identify the nature of diagnostic procedures leading to 

patient referral.

Methods
This observational, prospective study was conducted over 

a 6-month period during 2008; it involved the screening of 

146 patients referred to and awaiting treatment at the CHUM 

Hôtel-Dieu Pain Centre in conjunction with a chronic-pain 

diagnosis. The study was approved by the Ethical Committee 

of Hôtel-Dieu du CHUM.

Our examination of waiting list data proceeded along the 

following pathways:

•	 In-depth scrutiny of the list in order to:

	  ο Eliminate duplicate referrals;

	  ο  Delineate patient groups according to type of request 

for consultation:

 1.  Requests for invasive treatments (epidurals, nerve 

blocks, infiltrations, etc).

 2. Requests for management of pain medication.

 3. Requests for a multidisciplinary intervention.

	 ο Delineate patient groups according to type of pain.

•	 Development of a survey questionnaire providing an 

overview of wait-listed patients.

The survey questionnaire, developed by a CHUM Pain 

Centre practitioner, was specifically designed to ascertain 

the profile of wait-listed patients and the nature of their 

pain. The 15-minute questionnaire, administered by a Pain 

Centre research nurse, enabled us to compile and analyze 

the following data: patient demographic characteristics and 

consultation history; origin of pain; current situation with 

regard to pain management; impact of pain on patient’s 

quality of life; and patient expectations of the Pain Centre.

Analytical f indings were grouped under three sets 

of data:

•	 Demographic data: age and gender distribution; referring 

institution/service; access to a family physician; and 

referral diagnosis.

•	 Pain history data: interval between pain onset and request 

for consultation at the Pain Centre; rating of pain intensity 

levels (overall, at rest, during activities, and during sleep) 

measured on a simple 1 to 10 numeric scale; and origin 

of pain.

•	 Pain management data: diagnostic procedures prior to 

referral; analgesic treatments past and present; assess-

ment of prescribed pain treatment efficacy (ie, percentage 

of improvement on pain score); and resort to alternative 

treatment approaches.

Expectations of the CHUM Pain Centre were evaluated 

on the basis of patients’ responses to the following questions: 

“What are your expectations of the Pain Centre? Do you 

believe your level of pain can be reduced and your quality 

of life enhanced by less than 40%, by 40%–70% or by more 

than 70%?”

Survey findings were analyzed and synthesized using a 

descriptive statistical method (proportions, averages, and 

standard deviation).

Results
Among the 270 patients contacted by phone, 124 patients 

were removed from the waiting list for a variety of reasons; 

146 (54%) responded to the survey questionnaire and were 

seen by a Pain Centre specialist (Figure 1).

Of the 146 respondents surveyed, 93 (64%) were women 

and 53 (36%) were men. The overall median age was 55.9 years, 

57.0 years for women and 54.0 years for men, representing a 

14.0 standard deviation. The youngest patient referred was 19 

years of age and the oldest was 90 years old.

The centers referring patients to the CHUM Pain Centre 

were: CHUM (44.5%), other Montreal hospitals (28.8%), 

Montreal’s private clinics (17.8%), medical centers outside 

Montreal (7.5%), and undetermined sources (1.4%).

More than half of the wait-listed cohort was referred 

(52%) by a medical specialist; 34% were referred by a family 

physician; 3% by a hospital emergency ward; and 11% by 

an unknown source (see Table 1). Almost all (85%) of the 

patients surveyed had access to a primary care physician, 

indicating that only 15% did not.

Table 2 illustrates referral diagnoses, 50% of which were 

for spinal column pain.

An examination of wait times between pain onset and 

request for consultation at the CHUM Pain Centre revealed 

that 53% of patients had been suffering from chronic pain 

for 5 years or less; while 10% had been suffering and await-

ing specialized pain treatment for more than 20 years (see 

Table 3).
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Overall pain intensity levels (see Table 4) were measured 

on a simple 1 to 10 numeric rating scale over 24 hours, at 

rest, during activities, and during sleep. In 146 surveyed 

respondents, the mean pain intensity level reported was 

6.7/10. Nearly 60% of patients reported severe pain levels in 

the course of activities or movement, while between 35% and 

42% reported decreased pain levels at rest and during sleep.

Survey respondents reported multiple origins of pain. 

Thirty-nine percent were believed to be spontaneous in ori-

gin; 40% were accident-related and could be broken down 

to (a) 12% automobile accidents, (b) 14% work-related acci-

dents, and (c) 14% caused by various traumatisms. Sixteen 

percent were related to medical interventions and 1% was 

related to systemic diseases. Unavailable data accounted for 

4% of respondents.

Psychological implications at the time of survey: 19% of 

patients (n = 28) had been seeing a psychologist in connection 

with their chronic pain.

Figure 2 illustrates patients’ employment status: 77% 

(n = 112) were unemployed, while 22% (n = 32) held a job (of 

which 9% was part-time and 13% was full-time employment). 

Hence, 59% of those working were employed full time, 

against 40% who were part-time employees. Two patients 

declined to answer the question on employment.

270 phone contacts

124 removed from wait list

46 unreachable

62 voluntary
withdrawals

4 duplicate referrals/
already seen

10 redirected
to family physician with

pain clinic recommendations

2 deceased

146 survey respondents

Figure 1 Participant flow and response rate.

Table 2 CHUM Pain Centre – referral diagnoses

Referral diagnosis Number  
of patients

Percentage  
of patients

Arthritis/osteoarthritis 3 2
Abdominal pain 2 1.4
Chronic pain 16 11
Ischemic pain 1 0.7
Musculoskeletal pain 4 2.7
Postoperative pain 3 2
Thoracic pain 2 1.4
CRPS 13 8.9
Fibromyalgia 18 12.3
Neuropathic pain and  
postherpetic neuralgia

11 7.5

Rachidian pain (lumbar, sciatica  
neuralgia, dorsal, cervical, spinal  
stenosis, failed back pain)

73 50

Total 146 100

Abbreviations: CHUM, Centre hospitalier de l’Université de Montréal; CRPS, 
complex regional pain syndrome.

Table 1 Originating services – requests for consultation at the 
CHUM Pain Centre

Originating service Number  
of patients

Percentage 
of patients

Specialized medical service  
(endocrinology, internal medicine,  
microbiology, neurology, oncology,  
physiatrists, pneumonology, psychiatry,  
rheumatology, detoxification facility)

53 36

General medicine 50 34
Surgery (anesthetics, general surgery,  
neurosurgery, plastic surgery,  
orthopedic surgery)

23 16

Emergency 4 3
Unknown 16 11
Total 146 100

Abbreviation: CHUM, Centre hospitalier de l’Université de Montréal.
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Financial implications: 23% (n = 33) of survey 

respondents were receiving a f inancial compensation 

(disability insurance), while 54% (n = 79) reported other 

sources of revenue or no revenue.

Diagnostic exams performed prior to patient 

referral to the Pain Centre included: X-ray, ultrasound, 

computed tomography (CT) scan, electromyography, 

magnetic resonance imaging (MRI), bone scan, Doppler, 

myelography, and mammography. Ninety-seven percent of 

survey respondents had undergone at least one diagnostic 

procedure prior to being referred to the Pain Centre; only 

five of the 146 had undergone none. Fifty-six patients (38%) 

had undergone more than one diagnostic exam (eg, X-ray 

and MRI). Of the 177 tests performed, 38% (n = 67) were 

MRIs, 22% (n = 38) were X-rays and 19% (n = 34) were 

CT scans.

Of the 146 patients surveyed, 73% were taking some form 

of pharmaceutical treatment for pain prescribed by a referring 

specialist or general practitioner (see Table 5). These patients 

reported an average improvement rate of 52% on their pain 

score under medication. Ten percent of respondents were not 

taking any type of analgesic medication, while 17% were 

taking over-the-counter drugs.

Research data on previous pharmaceutical treatments and 

reasons for discontinuation were: side effects, ineffective-

ness, and fear of addiction to opioids. It is worth noting that 

42 respondents were unable to recall the names of medica-

tion taken previously, although they could ascertain having 

experimented with a variety of pain medication. In fact, only 

16 patients (11%) indicated never having tried any form 

of pain medication other than what they were taking at the 

time of survey.

Seventy-six percent of patients admitted to seeking relief 

through alternative modes of treatment such as: physiother-

apy (46%), acupuncture (15%), osteopathy (12%), massage 

therapy (6%), chiropractic treatment (5%), occupational 

therapy (5%), and other forms of therapy (kinesiotherapy, 

balneotherapy/hydrotherapy) (6%). Thirty-one percent 

(n = 45) experimented with more than one approach or com-

bined several (eg, acupuncture and physiotherapy).

Other treatment options used by 23 patients (16%) 

included natural products such as glucosamine, vitamins, 

minerals, and homeopathic remedies. It was noted that ten 

patients (7%) said they used marijuana regularly as a means 

to alleviate pain.

Expectations of the CHUM Pain Centre were evaluated 

on the basis of patients’ responses to the following questions: 

“What are your expectations of the CHUM Pain Centre? Do 

you believe your level of pain can be reduced and your quality 

of life enhanced by less than 40%, by 40%–70%, or by more 

than 70%?” (See Table 6 for patient responses).

Discussion
The purpose of multidisciplinary pain centers is to direct 

patients toward interdisciplinary care units offering slightly 

144 patients

32 employed

112
unemployed

13 full-time
employment

19 part-time
employment

33 indemnity
recipients

79 living with
other/no
revenue

Figure 2 Patients’ employment status.

Table 5 Patient pharmacology at time of survey

Pain medication Number of patients 
with prescription

Acetaminophen 27
Tricyclic antidepressants 17
NSAID and COX2 36
Cannabinoids 1
Codeine 12
Gabapentinoids 41
Muscle relaxants 8
Opioids (pethidine, morphine, oxycodone,  
hydromorphone, fentanyl, methadone)

81

Tramacet 4
Topamax 2
Abbreviation: COX2, cyclooxygenase 2 selective inhibitors; NSAID, nonsteroidal 
anti-inflammatory drugs. 

Table 3 Wait-listed patients – number of years in pain

Number of years  
in pain

Number  
of patients

Percentage  
of patients

Standard 
deviation

0–5 years 77 53 3.60
6–10 years 36 24 2.68
11–20 years 13 9 0.69
.20 years 16 11 0.65
Unavailable 4 3

Table 4 Pain intensity levels

Pain intensity level 0–4 5–7 8–10

Overall pain intensity over 24 hours 6.8 54.1 29.4
Pain intensity at rest 35.6 31.5 21.9
Pain intensity during activities 0.7 30.8 58.9
Nocturnal pain intensity 42.5 25.3 21.9

Note: Pain intensity was measured on a scale of 1 to 10.
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unconventional and/or invasive treatments, the ultimate 

goal being to refer them back to their general practitioner 

for follow-up once pain is stabilized or under control. In 

truth, however, this is rarely the case. All too often, patients 

treated at the pain center do not follow this scenario because 

referring physicians fail to provide adequate follow-up. This 

is all the more surprising in light of the fact that 85% of our 

respondents had access to a family doctor, at a time when 

Quebec is experiencing critical shortages in that area. This 

unfortunate situation has led to the overburdening of mul-

tidisciplinary pain centers and their diminished capacity to 

take on new patients.

Although 73% of respondents undergoing pharmaco-

logical pain treatment cited improvement rates between 

25% and 70%, 54% reported an average pain intensity level 

over 24 hours of 5 to 7 on the numerical rating scale of 10. 

Such inconsistency may be attributable to patients’ lack of 

compliance with their treatment rather than ineffectiveness of 

medication (eg, failure to follow instructions; taking medica-

tion on a pro re nata [PRN] basis rather than a permanent, 

regular basis). This could explain temporary relief obtained 

when taking medication and recurring elevated pain levels.

Eighty-one patients (55%) reported taking some form 

of prescription opioid (pethidine, morphine, oxycodone, 

hydromorphone, fentanyl, or methadone). This would 

indicate that, contrary to reports from previous studies,13 a 

considerable number of physicians are aware of opioids’ key 

role in the management of chronic pain and prescribe them 

on a regular basis.

Wait list management at chronic pain specialty clinics 

has become a serious concern throughout Canada.14–16 For 

this reason, the Canadian Pain Society, a chapter of the Inter-

national Association for the Study of Pain, commissioned a 

task force to carry out a systematic review of the literature. 

The intended goal of the task force was to establish medically 

appropriate wait time benchmarks for the effective treatment 

of chronic pain.18,19 The authors took into account a number 

of Canadian studies in order to better understand and identify 

solutions to the challenges posed by wait list management at 

specialized pain centers. In its conclusion, the task force con-

tends that a medically acceptable threshold for the adequate 

treatment of chronic pain should not exceed 6 months.

Evidence from our survey indicates that 10% of patients 

had been living with chronic pain for over 20 years; this 

suggests that lack of access to specialized health care is not 

the sole obstacle to the timely and effective management of 

chronic pain. Clearly, the problem exists in a complex real-

ity. The chronicity of pain is related to multiple contribut-

ing factors: lack of compliance with or poor adherence to 

therapeutic treatment; lack of patient empowerment through 

enhanced awareness and education programs; lack of health 

professional training in chronic pain and its treatment options; 

and lack of interest and training among certain primary care 

physicians and their failure to provide long-term follow-up 

to chronic pain sufferers.19–23

Detailed study of waiting lists in pain centers can 

provide clues and solutions. In our particular case, the 

screening of the list allowed us to know that 46% of patients 

were not interested in being wait-listed. It is our opinion 

that the screening process should involve a physician and 

a clinical nurse.

The growing prevalence of chronic pain has led to 

profound changes in the patient–physician relationship. 

A novel approach to health care, based on patient therapeutic 

education, has been documented in a 1998–1999 report of 

the World Health Organization (WHO) Working Group.24 

The value of this approach was first demonstrated in the 

treatment of diabetic and asthmatic patients; it has since 

been applied in several other chronic illness situations and 

proven helpful in the management of behavioral risk factors 

such as alcohol and tobacco dependency, stress, sedentary 

lifestyle, dyslipidemia, hypertension, weight gain, and 

obesity. Regrettably, to our knowledge, no similar trials 

have been conducted in the area of chronic pain. It is safe 

to assume, however, that a similar approach could yield 

positive results in the latter area.

Limitations
Our study had several limitations. The population sample was 

too limited. Only 54% of patients contacted responded to the 

survey questionnaire. The information gathered concerning 

pain treatment was often incomplete or approximate. The 

implementation of an adequate reference to a specialized pain 

may be a clue to follow to avoid irrelevant references.

Table 6 Patients’ expectations of the CHUM Pain Centre

Patient expectations 0%–40% 40%–70% 70%–100% Don’t know Unavailable

Pain reduction 29 46 36 20 15
Improved quality of life 30 43 38 20 15

Abbreviation: CHUM, Centre hospitalier de l’Université de Montréal.
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The financial implications for chronic pain were not 

exhaustively studied. Patients’ expectations were not clearly 

ascertained.

Conclusion
The problem of waiting lists in chronic pain centers is real 

and complex, it involves different aspects, including among 

others: (a) lack of knowledge of how to handle and make 

good management of waiting lists, (b) failure of economic 

resources and reduced number of health professionals to work 

with chronic pain patients, (c) lack of awareness of the reality 

of chronic pain as a disease and not just a symptom, (d) lack 

of patient education, and (e) patients’ expectations.

Wait list management at multidisciplinary pain treatment 

centers is a multifaceted undertaking that cannot be reduced 

to an issue of numbers. Resorting to multidisciplinary treat-

ment centers should be limited to patients showing signs of 

unresponsiveness to conventional treatments. An examination 

of our wait list data indicates that numerous patients had been 

suffering for a long time prior to being referred to us. Hence, 

the problem is understood to exist at multiple levels: failure of 

medical schools to provide adequate training in pain morphol-

ogy and treatment; lack of continuity in primary care treatment 

prior to referral; and lack of therapeutic education programs 

to help patients lead healthier lifestyles in spite of chronic 

pain, to enhance compliance with treatment, and to promote 

the integration of appropriate exercise routines in their daily 

regimen. In its 1998–1999 report, the WHO Working Group set 

out to define the concept of “patient therapeutic education.”24–38 

The creation and implementation of therapeutic education 

programs is one of the avenues to be explored to potentially 

alleviate the burden of long term, chronic pain cases. Another 

clue can be to designate a clinical nurse/physician to periodi-

cally screen the referrals and the wait list.

In summary, a detailed study of the waiting list can help 

to better assess the list and will allow patients to have access 

to the right care at the right time.

Disclosure
The authors report no conflicts of interest in this work.
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