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Robin Masheb:
Good morning, everyone. This is Robin Mashed, the Director of Education at the PRIME Center. I will be hosting our monthly pain call entitled Spotlight on Pain Management. Today's session is the relationship between body mass index and musculoskeletal diagnoses in Veterans. I would like to introduce our presenter for today, Dr. Diana Higgins. Dr. Higgins is the Director of Pain Psychology in the VA Boston Healthcare System Pain Clinic; and is an Assistant Professor in the Department of Psychiatry at Boston University School of Medicine. Dr. Higgins has research interest in chronic pain and overweight/obesity. 

Her current research involves clinical trials for pain conditions using technology to increase access to evidence-based intervention for chronic pain. She also helps_____ [00:00:51] research on disparities, and chronic pain, including the impact of overweight obesity on access to and outcomes of pain care. We will be holding questions for the end of the talk. If anyone is interested in downloading the slide from today, please go to the reminder e-mails you received this morning. You will be able to find a link to the PowerPoint presentation. 

Immediately following today's session, you will receive a very brief feedback form. Please complete this as it is critically important to help us provide you with great programming. Dr. Bob Kerns will be on our call today. He will take any questions related to policy at the end of our session. Right now, I am going to turn this over to our presenter, Dr. Higgins. 

Diana Higgins:
Thank you, Dr. Masheb. As you mentioned, I am going to give you a bit of an overview today on comorbid_____ [00:01:45] and chronic pain. I am going to present some data from a recent study that we have conducted using a very large cohort of Veterans with chronic pain diagnoses and musculoskeletal diagnoses in particular. Then, I am going to talk a little bit about the clinical implications for those data. Where we are hoping to go clinically with that as well. I think that is important to balance the science and practice. We will take things in that direction. 

 Today again, a little overview of comorbid overweight/obesity and chronic pain. I am going to stick mostly to talking about those phenomena in Veterans; then, a little bit about painful conditions among Veterans with overweight/obesity. This was actually a precursor study to the data that I will present today. Then I will present our study. This is looking at BMI, and pain intensity, and musculoskeletal diagnoses. You will bear with me hopefully during that. There are some fairly large tables that I will go through. Then, of course, the clinical considerations and kind of where we are going from there; both from a clinical perspective and a research perspective. 

Of course, two of the most prevalent chronic diagnoses in the U.S. are chronic pain and obesity. They are especially common among Veterans in the VHA care. In fact, more prevalent than in the general population. 60 percent of the U.S. population has overweight/obesity. Keep in mind that is not obesity alone but overweight/obesity. A BMI defined as 25 and up. Veterans in VHA care, the most recent estimate is 76. 9 percent are overweight and obese. That is a very large majority. 

Estimates of the prevalence of chronic pain are a little more challenging, particularly among the general U.S. population. We have fewer studies that have sort of looked at this globally. But we estimate about approximately a 100 million Americans are experiencing chronic pain at some point in their lifetimes. The prevalence among Veterans appears to be comparable or higher. We struggle a little bit with that in the VA as well. Although, we are lucky to have a really nice cache of data that we can use in the VA because it is a closed healthcare system. 

It is national. We have a large patient population. I will talk a little bit about how we come to use those data as well. Rates of comorbid pain and overweight/obesity; between 20 and 45 percent of overweight/obese individuals report pain. These are non-Veterans. That is kind of a large range. But it depends on the study. Then certainly we know that a higher body mass index is associated with an increased risk of recent pain. 

Associated with a report of a painful condition in the previous year, obesity has been shown to predict the onset and progression of pain. That is probably not a surprise, at least anecdotally to many folks who are clinicians that you see a lot of hip and knee pain in particular in folks struggling with obesity. Then as well, obese patients have reported engaging in poor eating habits. They avoid physical activity in response to pain. 

We certainly hear that a lot from our patients. We will talk a little bit today about some the patient reported barriers to managing both weight and pain. Because I think that combination of things is quite important; and patient feedback of course being very important. Painful conditions among Veterans with overweight/obesity; this is a published paper. It is in the Journal of Rehabilitation Research & Development. It was published this past year. This was using some MOVE! data. MOVE! is the VA's national weight management program. We looked at this because we knew there was a high prevalence pain and overweight/obesity. 

There is some evidence non-VA wise that suggests that each might serve as a barrier to treatment of the other. We wanted to better understand what are the clinical correlates of Veterans with comorbid pain and overweight/obesity? We wanted to use quite a large sample, which can be a little harder to come by because of methods. The aim for this study is to look at the prevalence in the correlates of self-reported painful conditions. We looked at joint pain, back pain, and a combination of the two compared with people who did not report having pain. These were among overweight and obese Veterans expressing interest in weight management treatment. 

Not all of these folks actually enrolled in MOVE!. But they were all screened. They were all interested in weight management. This was a large national sample of these folks interested in the MOVE! program. There were nearly 46,000 of them. They all completed the MOVE!23 survey in 2006; so a small disclaimer. The MOVE! program, which comes out of the National Center for Health Promotion and Disease Prevention has actually been changed, I think in the last year or maybe year and a half. It is now the MOVE!11. The questions that we used to collect our data for this little bit of background data that I am going to give you have remained the same. It is still relevant in the new version of the MOVE! screen measure. 

The patients in this particular sample self-reported their height and weight; and which were consistent with a body mass index of 25 or greater, so indicating overweight/obesity. We looked at a number of variables for this; demographics of course, and remember all of this is self-report. Because this is a screening questionnaire. We had age. We had gender. We had race and ethnicity as were reported. We were missing some race and ethnicity data. We looked at comorbidities. These were also self-reports. We did not use chart data to collaborate this. Diabetes, hypertension, and coronary artery disease, and hyperlipidemia, and depression, and anxiety, PTSD; and then we took a total number of comorbidities. 

Of course, we looked at BMI category overweight. Then we defined obesity as class I, II, III; mild, moderate, and severe consistent with the NIH guidelines. We broke this down into pain groups. Essentially what this was one question asking patients to indicate yes or no by checking the line. Did they have any of the following conditions or problems? A couple of those conditions or problems were back pain and arthritis, joint pain. If people did not indicate back pain or arthritis, joint pain, we kind of put them in the no pain category. If they checked both, we put them in the combined back and arthritis joint pain. Otherwise, if they just endorsed one, then they were in those groups. 

We have four pain groups. We used descriptive statistics, logistic regression to model our pain group as a function of the other variables that I just listed for you. What did we find? Well, a very large proportion of this sample reported one or more painful conditions, 72 percent; ten percent of those overweight and obese Veterans who were interested in the MOVE! program reported back pain only. A 26 percent reported arthritis pain only. A 35 percent reported combined back and arthritis pain. That is quite a lot. 

These patients also had a number of health problems. The average number of comorbid conditions of the ones that I listed that people reported was three. Fewer people or fewer comorbidities were reported in the no pain group. The both back pain and arthritis pain groups were most likely to report a five or more comorbid conditions, 32 percent of them. That is quite a lot. Among those who have the combined back end arthritis pain, the proportion of any given comorbid condition was quite high; so 67 percent of those folks had hypertension, 38 percent diabetes, and 53 percent,_____ [00:09:42], and 20 percent lung disease, which was generally defined as COPD, and other breathing problems. Fifty percent of them have depression, and 41 percent anxiety. Again, those patients were most likely to report five or more comorbidities. 

Our models showed that those with higher BMIs or higher total number of comorbidities were also more likely to report painful conditions. Overall, in this sample of overweight/obesity Veterans, the folks were sicker. The ones who had more one painful condition were more likely to have other conditions as well. A couple of conclusions from that study; pain interferes with self-management of other conditions and with poorer outcomes. We know that as a general rule, certainly a very large proportion of those patients reported pain, 72 percent. That is quite high. 

We sort of thought it may be helpful to potentially address pain and weight management programs. Remember all of these patients in this study were interested in weight management. The other thing that we learned from these data were that Veterans who were interest in MOVE! had an extremely high burden of comorbid and particularly those with more than one painful condition as I mentioned. This may actually explain the low mean weight loss that we see in the MOVE! program. MOVE! is a population health approach. 

It is aimed at large numbers of patients. It is a low barrier program, meaning there are no specific criteria for joining this program other than a body mass index of 25 and up, indicating overweight/obesity. It wanted to attract many Veterans. But I suspect that these sicker patients; those with significant chronic pain probably do not show as much in terms of weight loss at the end of their participation in the program. 

We do not have data to support that at this point and not from this particular sample anyway. But those patients who have multimorbidities and multiple problems, including these painful conditions probably have complications with care and interference with their weight loss efforts. Not just from a pain standpoint; but from a multimorbidity standpoint as well. This was kind of a precursor study. It was a while in the making. We were analyzing this big data set that we had from the MOVE! program that was provided to us by the NCP. There were some big limitations with this one. Number one, the MOVE!23 was the sole source of data. 

The MOVE! data were all self-report including height and weight, and the presence of comorbidities. We do not really know the accuracy of these data. Again, we did not have chart data to validate any of these or to supplement any of these data. The second problem is the MOVE!23 question from which the data for painful conditions and comorbidities were derived as I had mentioned. It does not specifically – asked about diagnosed conditions. It just asks if you have any of the following problems? 

People may not actually have some of these as diagnoses. But they felt that they had problems with some of them. Lung diagnoses could be a good example. They may not have diagnosed COPD. But they may in fact have some difficulty breathing. They might check that particular item. It gets coded as a problem. There were some limitations with these data. But this was a fairly large sample of overweight/obesity Veterans and who had some pain data. But again, those limitations were relatively significant. 

Given that, at the PRIME Center, the PRIME Center_____ [00:13:22] funded HSR&D Center for investigation of pain and multimorbidities. PRIME stands for Pain, Research, Informatics, Multimorbidities, and Education Center. That's housed at VA Connecticut. I have been an affiliate of PRIME for a number of years, and a co-investigator on a grant that has developed a very large cohort of Veterans with musculoskeletal diagnoses. This particular cohort has allowed us to use data to look at a number of different problems. 

Stemming from the study that I just presented a little bit on, we said alright. Let's look at this with administrative data, chart data only. We do not have self-report data. We are kind of on the flip side of this one – to look at body mass index and pain intensity in these people who have diagnoses of comorbid – or, I'm sorry – of painful conditions. 

The sample is different, too. We are not using an overweight/obesity sample. Instead, we are using a pain sample. We will talk about that a little bit at the end. Because I know that has come up as a bit of a limitation or a criticism of these data. But I still think they are very important. We have not to date really examined the relationship between BMI and pain among Veterans with specific pain related conditions. This is our opportunity to do that with this large sample. 

To start with, because this was the cohort. It was newly developed. We wanted to examine BMI distribution among these musculoskeletal disorders or MSDs; and develop a descriptive comparison of demographic information and the clinical characteristics of these folks. We had three aims for this. I am going to talk about each. I do have some results in tables to go along with each of them. 

One, we wanted to see which MSDs are associated with the highest body mass index? Among the Veterans with MSDs are body mass index and pain intensity associated in an initial MSD diagnoses. We have a date of diagnoses as part of the cohort. Then, we also wanted to know whether or not the association between body mass index and pain intensity varies by specific musculoskeletal diagnosis? We will look at that as well. 

I think these are an interesting start to the data. Please keep in mind that we have a range of body mass index here. We did not select out only overweight and obese patients. We wanted to see how body mass index was distributed across the patients in this particular cohort. We have normal weight and even a few underweight patients as well as part of this set of analyses. 

In terms of methods and the MSD cohort, we created to look at variation in pain, comorbidities, treatment outcomes, cost, utilization, you name it – among patients with MSDs, various MSDs who are receiving VHA care. Cohort inclusion was pretty basic. Two or more outpatient visits occurring within 18 months, or one in-patient visit that had an MSD diagnoses. I have data for patients between the years of 2000 to 2011. We have updated the cohorts since then. But these data particular data are involved in this study. 

Patients technically entered the cohort on the day of their first MSD diagnosis. That is their entry into the cohort. Variables that we were interested in; body mass index category of course. As I mentioned, we have underweight, normal, overweight and then the three classes of obesity as well that are defined there for you. We also looked at MSD group. We grouped diagnostic codes. These are all ICD-9 codes. ICD-10 has thrown a bit of a wrench into things. I do not have those data added into this particular sample. Although, the sample is still quite large – well in excess of a million patients. 

We looked at MSD group that we sort of categorized by ICD-9 codes into non-traumatic joint pain, low back pain, and any back pain. Because there are some nonspecifics. Neck pain and osteoarthritis; there are other ICD-9 code diagnoses within the MSD cohort. We chose to narrow it to these because they frequently co-occurred with overweight/obesity. We looked at demographics. We have race and ethnicity, age, and marital status, and gender. A number of fiscal and mental health conditions, they will be listed in the table. 

I will not go through all of them because there are quite a number of them. Then we looked at pain intensity ratings. We used the pain intensity and numeric rating scale. These are collected routinely as inpatient and outpatient visits; and entered into the vital signs section of the chart. This is a zero to ten scale. Zero is no pain. Ten is the worst pain imaginable. Okay, we had to calculate body mass index, which is a little bit tricky. 

For those of you who are clinicians or researchers who are familiar with the administrative data in the VA, we do not always consistently have heights and weights. We calculated BMI using the height and weight at entry of the cohort plus or minus three months. Basically, what we could get that was around that. Of course, all of the patients in the sample that I am going to present data for here have a valid BMI. It means they had a height and weight. We obviously lost some patients who did not have that. 

Pain intensity NRS was calculated at entry into the cohort. When patients were given an MSD diagnosis, they had a pain intensity NRS associated with that. There are some missing data for that as well. Then, I already mentioned the ICD-9 diagnoses. We used the same – two or more codes for outpatient; one or more codes for inpatient visits for an MSD within a period of 18 months. We have a sample of 1.7 million plus who had only one MSD. 

There are many patients who have many MSDs. In order for us to do the comparison with the various MSD groups as I mentioned on the previous slide here, we chose to include only those patients who had one MSD coded during a period of time that we were interested in. That's a little bit different, too. But I just wanted to point that out. Nearly two million patients in this particular sample that I am going to talk about. 

Analyses, one of our outcome variables; of course, was the presence of moderate to severe pain. We defined that as a pain numeric rating scale of four or greater. Primary predictor variable, a BMI category. I described to you that we have the full range there, and not just overweight and obese. We used a logistic regression to model the relationship between the presence of moderate and severe pain and BMI category; controlling, of course, for the demographic and clinical compound of potential compounders. 

They are listed here. We will talk about them in a little bit more detail. Then to see whether or not the association between BMI and the pain varies by MSD group, we fit in an additional model including the interaction of the BMI and MSD. I do have Eugenia Buta, who I am not sure is on the call or not. But I have her to thank for the statistical expertise that she provided for this study. 

Let me start by talking just a little bit about the sample and its descriptive. I know this is a very large table. I think it is fairly clear. But there is a lot going on there. I am going to just do a little bit of a summary; and then walk, and look at it, if you want more detail on your own. Mean age was 59; that is plus or minus 16 for standard deviation. This is also a unique cohort because it is not just focused on one particular era. We have Veterans who span all of the different complex. We have not just OEF; but we have Vietnam, and Korea, and whoever else might be entered into the cohorts. 

Our age is quite a bit older than we see in some other cohorts. The mean body mass index is 29 plus or minus six. That is quite high considering that these are not people who are treatment seeking for overweight/obesity. It is 95 percent male and 77 percent white. It is quite a number of men in this particular cohort. The proportion who report moderate to severe pain overall, it ranged from 40 percent in the overweight. Oddly enough, and I will talk about this in a minute; and 50 percent in underweight, and obesity class III. We actually have a…. I will talk on the next couple of slides – a U-shaped interaction between BMI and pain intensity or association, I should say and not interaction. 

I will talk about that. But it seems to be a fairly significant number of folks who have overweight, and underweight, and severe obesity; who have a moderate to severe pain, which is the NRS of four or greater. Then in terms of the different MSD groups; and which is how you can see the table is organized here. The MSD group headings are columns on the top. The proportion who reported moderate to severe pain range from 29 percent in the osteoarthritis period to 53 percent in the low back pain and back pain groups. 

Those are, again, separated out because the ICD-9 codes, that are used for back pain sometimes are nonspecific. Sometimes they are quite specific to low back pain. We see a lot of low back pain, a high prevalence of that. We have separated those in this particular sample. But that is the primary reason why. Overall, there is quite a number of folks in this sample who report moderate to severe pain. If you look at the column on the right and the two rows at the very bottom of the table, that's pain intensity, a numeric rating scale score of four to ten. You will see 23 and 20 percent. That is quite a lot of folks who are reporting moderate to severe pain. 

Alright, so looking at our first aim, which was to examine which MSDs are associated with the highest average body mass index. Over here, we have two tables. I will talk about those in a just a second. After adjusting for the other patient characteristics, so we did adjust for those_____ [00:24:05]. We estimated that the average body mass index in folks with osteoarthritis was 0.59

points higher than in those with non- traumatic joint disorder, which was our reference group; and higher than in all of the other MSD groups. 

You can see the estimate over on the side here; and of course, the P value is significant, which is not a surprise given the size of the sample. But it seems that those with osteoarthritis are most likely to have a higher than average BMI. From the same linear regression model, we have the mean BMI which is adjusted for sociodemographics and comorbidities for every MSD group. OA again, and osteoarthritis at the bottom is the group with the highest BMI. 

If you look in the middle column, it says LS-mean and BMI. You can see that OA at the very bottom has the highest mean. All of the pairwise comparisons between the MSD groups in Table 2 were statistically significant, even after there was an adjustment for multiple comparisons. This is significant. The numbers don't look hugely different. Again, the number, and keep in mind that this is a very large cohort of nearly two million patients. 

Okay. The second aim that we have among Veterans with MSD, which is our sample are BMI and pain intensity associated at initial MSD diagnoses. Remember, we were able to obtain the BMI plus or minus three months around the time of initial MSD diagnoses; which was also the date of entry into the cohort. Remember that I mentioned that typically when people receive an MSD diagnoses, they are also getting a pain score. They should have the pain score anyway. But they also often have a pain score entered into the vital signs portion of the medical record. 

We have those that are linked sort of in time, temporally. This table again is quite large. It does contain all of the comorbidities, the MSD groups ,and the demographics as we mentioned previously. Again, there is a lot going on there. I am going to just summarize it a bit for you. These are adjusted odds ratios of moderate and severe pain. They are from the multivariable logistic regression model that predicts presence of moderate to severe pain. I mentioned this a little bit in the demographics. 

We ended up finding a U-shaped association between BMI and pain. Compared to normal weight, patients which was our reference group; underweight patients and obesity class II and III patients had higher odds of reporting moderate to severe pain. Then also overweight and obesity class I patients had slightly lower odds of reporting moderate to severe pain. Probably not a surprise with the obesity class II, and III; underweight patients could have a number of explanations for that. 

Some of them may have cancer. Some of them may have osteoporosis, and other problems there, too. But again, we were just looking at the distribution of BMI. We did not cut out any particular subclass of BMI. Our third aim here was the association between BMI and pain intensity. It varied by specific MSD. We wanted to look at the range of body mass index within each group of MSD that we predefined. Normal weight again is our reference group. These are adjusted odds ratios in this particular table. This is a model of included a BMI by MSD group interaction term. 

The evidence of the pain in BMI association varies by MSD group and is significantly different. We see the strength of association between class III versus normal weight; and moderate to severe pain varied across MSD groups. It is a more pronounced effect of class III obesity in osteoarthritis, which is kind of what we have seen with the other aims as well. That seems to be the strongest association is severe obesity and osteoarthritis. 

Probably from a clinical standpoint, not a surprise, we see a lot of joint and hip pain. Those are load bearing joints. Of course, having extra weight is not going to help with that from a physiological standpoint. Those were our three aims. This is a fairly simplistic presentation of the data. There are a lot more data and certainly more that we could discuss. But these are the most germane to this particular talk. 

Patients with osteoarthritis have the highest BMI. That's probably the biggest take home point up here. Among those with musculoskeletal diagnoses, underweight patients and obesity class II, and III patients had higher odds of reporting moderate to severe pain. A higher body mass index is associated with increased pain intensity compared to normal weight. Those with severe obesity in OA, again, the highest odds reporting moderate to severe pain intensity. 

Overall, there is high comorbidity between overweight/obesity and painful conditions; which again, likely affects pain self-management efforts. It likely affects weight loss outcomes. We will talk about that in just a minute. This is another set of data that probably points to a need for programs that address both weight and pain management to optimize these outcomes for these patients, especially for those with OA. I think that is important. The data from both of those studies seems to support that. 

Future directions – there are other analyses that we are hoping to look at with this particular sample that I just described our first three aims and analyses from. A couple of things – one, does the number of MSD diagnoses matter? Specifically, what is the relationship between BMI and pain intensity, if you have 1, 2, 3, or more MSD_____ [00:30:06]? Keep in mind, that proof of data that I just presented, that sample was of patients with a 1 MSD only. 

Then, a second potential analysis; and then people were five consecutive years of data. This was one time point in this particular. This was entry into the cohort. But if we are looking longitudinally, how does pain intensity and BMI co-vary for the whole sample or for various subgroups? Does relationship change over time? 

We are again fortunate to have this very large cohort of data. It is administrative data, so it is fairly well controlled. To be able to look at some of these questions and really understand how this affects these patients with these comorbid conditions either over time; or as they become sicker; or as they developed more painful conditions. Or, maybe they started out with more painful conditions. They are already at risk of other things. We have a lot more that we can explore. Certainly, it will be saved for another talk at another time. 

All of this taken together, I think the two studies that I discussed really do support a need for a combined approach to managing weight and chronic pain. The VA has two programs that address these high prevalent problems separately already. The MOVE! program, I talked about a little bit. MOVE! is changing in its iteration. It is currently a 16-week program, which is – or it should be a 16 program. But some facilities do this a little bit differently. 

That is consistent with guidelines with weight loss and behavior change, which is good. But every facility have different group facilitators. Some people use physical therapy or kinesiotherapy. Some_____ [00:31:45]. Some have a health psychologist who is specifically trained in behavior change. Others have just dieticians only. Some have combinations of these. I have not found it to be particularly consistent. Really, I think it depends on the resources that are available at a given facility. 

Some of these_____ [00:32:03] groups are closed, meaning Veterans cannot just join at any time. That makes things a little bit more challenging. That is MOVE!. MOVE! is changing. They are changing the format of MOVE! that has changed over the last few years. As I mentioned, it is not consistent place to place. We also have – the VA, the Office of Mental Health has done what they were referring to as a rollout of evidence-based treatments for various conditions. One of those is chronic pain. That started about three years ago. 

CBT, or cognitive behavioral therapy for chronic pain is typically designed as 11 sessions, including an assessment. It can be delivered individually or group. It is not a specific program that every facility has embraced per se. there is not a mandate for this. But there are people who are being trained to deliver this nationally. There are many people in many VISNs and facilities who do have this expertise. I am not sure what the data show in terms of how frequently the people who are being trained are delivering this particular treatment. 

The training is aimed at folks who work in a mental health setting to be able to deliver an evidence-based treatment for the patients with chronic pain that may come across as well. But again, many of these folks are not working in pain clinics or not being referred to these patients specifically. Some facilities differ of course. Access to this particular treatment can be a challenge. Of course, it is time intensive. It is very often delivered individually. Some places do have groups, of course. But I think that is maybe one of the other challenges as well. 

What do we know about some of barriers in engaging in the existing treatments? Well, one of the things that I talked about is related to the program. I will leave that for a second. 

Patient concerns, I will give a little anecdote quickly. I have been interested in comorbid overweight/obesity and chronic pain for a number of years. I actually had an opportunity and sort of fortuitously because I work in a pain clinic in VA Boston, which is a large healthcare system. The folks who run the MOVE! alumni group there, which they have defined as containing patients who have had a lot of success with the MOVE! program and have lost substantial weight. It is quite well attended. 

I think the patients like the support. It is more of a support/current events, and education type of group. They asked me to come and talk about chronic pain and chronic pain treatment for the patients. I did this. I was so surprised to hear how many patients did not know that there are treatments for their chronic pain; and did not understand what a pain clinic might involve. Have never heard of CBT for chronic pain; and were so interested in this idea that providers, and myself – because I am sitting at the top of the table – were interested in acknowledging that they were really struggling with both weight management and pain management. Because they have those things that were occurring simultaneously. 

I think that is one of the issues patients will say to you. I cannot lose weight because I cannot move. My knees hurt. My back hurts, et cetera. Because I am in pain, I struggle. Now, I also cannot manage my pain because maybe I am eating to deal with that. I have got pain. I am stressed. I am depressed. I turn to food. That is how I am coping with pain. But that is not working either. Patients really do, I think they acknowledge. 

Many will say, look, I had pain first. Then I gained weight. It is because I stopped moving. I started eating more to cope. I did all of these number of things. But for some patients, the other issue is doing two separate programs is the challenge. MOVE! is 16 weeks. It does not mean people reach their optimal weight loss goal if ever, but certainly not in 16 weeks necessarily. Then add another ten plus weeks on for CBT for pain. 

Many of the things in these two programs overlap. They are behavioral skills. They are very similar for the two programs. The usual barriers are in place. Time, being able to take time off from work and being able to juggle a family; and being able to attend many weeks of weekly treatment. It can be a struggle. I mentioned already, MOVE! as a population approach to weight management. It is not equipped or designed to manage very sick patients with multiple comorbidities. It does. But I suspect. I think we all suspect that those patients tend to have poorer outcomes. 

Then, CBT for chronic pain requires specialized training. It is limited in availability. But as I mentioned, it is changing. It is becoming more available with the rollout program through the Office of Mental Health. But they are still actively recruiting folks to be trained for that program. That certainly is not finished at this point. With all of that in mind, what do we do? Me being both a scientist and a clinician, I thought right, we really need an integrated program. 

I have been thinking about this for a number of years with some of my colleagues; and really looking at my patient population. It was so often in our clinic. We refer patients to the MOVE! program, not because we think that their weight is causing their pain, per se. But, it is certainly not helping, particularly those with OA. We find that quite a lot. Or, people with various centralized adiposity or fat pain. We refer to them in program a lot. But MOVE! is a challenges for a lot of these patients. 

I felt right, we could use some integration, right. So much of these two programs overlap trying to make a combined program. Now, that is another challenge in and of itself. I will talk about that in a minute. But, I have a pending Rehabilitation Research and Development SPiRE award, which is a two year award, very similar to an NIHR 3 – to develop an integrated intervention. I am not making anything new. But I will take components of MOVE! and components of CBT for chronic pain; and add motivational enhancement for physical activity. 

Physical activity is one component of the two programs that we happen to think is quite important. People with chronic pain tend to not move a lot. That is not helping them. People to avoid obesity need to move some to be able to help with their weight loss and maintain any weight that they do lose. We are targeting a motivational enhancements approach to that. This is kind of the three-pronged intervention. It is 16 weeks in duration, which is consistent with the guidelines. That is long. I do agree with that. But we would be potentially providing these RNs with a single integrated treatment for these problems that they will often say are interfering with their ability to manage each other. 

This program is designed to be delivered by clinicians with very professional training. It does not have to be an original – a senior clinical health psychologist who is delivering this. There is not any particular need for that. But, I think this is an important consideration. Maybe that this would be a more intensive version of MOVE! and would allow for some CBT for chronic pain to be available to more patients. The advantages of this – it leverages components of existing VA behavioral programs, MOVE!, and CBT for chronic pain. 

Again we are not creating…. We are not reinventing the wheel. We are not creating anything new. But we are going to do a very systematic approach to combining these two programs to create something integrated with feedback from Veterans who have had experience with MOVE! and, or CBT for chronic pain. We have a panel of experts as well who have helped to develop these programs and deliver; primary care psychologists and dieticians, and nurses, et cetera. 

Really what we want to do is help target the burden of comorbid overweight/obesity and chronic pain. We do hypothesize that this contributes to poorer outcomes. I think weight loss attempts are stymied by pain. Pain management attempts are made that much more difficult because of weight. 

The primary purpose of the project is to really make an evidenced-base intervention to reduce weight and pain of related disability in Veterans with their input. We do not want to make something that is redundant with what is already offered. But, we also want to make sure that we are not letting these patients who arguably are some of our sicker patients fall through the cracks in terms of the outcomes that they can see. 

We are hoping that having a motivational _____ [00:41:05] will also give that little extra boost. This is not a funded award yet, although, it received a fundable score. We are hoping that will be the case. But, I do not want to put the cart before the horse. But we will see. I wanted to just mention that because I want people to realize that we are thinking about these problems, not only from a research perspective, but from a clinical perspective as well. In trying to be very practical about it, and trying to use a good scientist practitioner model where science and clinical practice informed one another, and then vice versa. 

These are references for it. There were little subtext numbers in there that were the references. These are the references. Then, a thank you to the team who helped with the conceptualization of the primary data that I presented today; and also to acknowledge that the PRIME investigators were the ones who helped with the analyses and the conceptualization. These data were part of a VA Health Services Research & Development award. I want to thank you all. We will open things up for some questions, if people have those.

Robin Masheb:
Thank you, Diana. This is great. It was really exciting to hear about the work leading up to this grant. We are really hopeful about it being funded. I have a couple of questions that have come in. If people could keep sending them. The first one is that there has been and it has been suggested overweight or obese patients are less likely to receive preventive care. I know you presented kind of your clinical impression of this. But is there any research data to suggest that overweight and obese patients are less likely to receive pain care, or pain treatment, or medications, or surgeries?

Diana Higgins:
We did a…. It is unpublished, but a very small qualitative study, maybe four years ago. By we, I mean, half of these same folks that are on this thank you slide – to look at that very problem. Do patients feel that they are treated differently because they are overweight or obese? They are coming in and reporting chronic pain. I am not aware of any specific data looking at whether or not they receive fewer opioids, more referrals to physical therapy. That would be a great thing to look at. We could probably do that in the context of this cohort that I was describing for as an example. 

I would imagine that there is some differential. That is one of my research areas of interest is looking at whether or not this overweight or obesity is affecting access to and outcomes of various types of treatment? Maybe this is true that these patients are referred or not referred to a specific type of treatment over others. I will give another anecdotal clinical example. I know acupuncture can be somewhat less effective for pain when patients are significantly obese. Because the needles do not reach the fascia. This is a very Western view of acupuncture, of course. They may be less likely to be referred for that. 

 I would imagine that there are some challenges with this. But I am not aware of any data, and et cetera in the population. I am aware of those papers that – whomever was asking these questions trying to figure out what overweight/obesity, and not referring – and not receiving the same amount of preventative care. I do not know if that is a phenomena in the VA. The VA is a different kind of healthcare system. I would like to hope that it is not. But, I do not know that we know the answer to that. I am not sure if anybody at the NCP has that information or not.

Robin Masheb:
Do you know if Veterans are required to do some sort of weight loss program before getting surgeries like knee replacement surgery, if they are overweight or obese?

Diana Higgins:
As far as I know, I think that really depends on the surgeon to be honest with you. I certainly see patients who are told you are not getting surgery until you lose. They will put some arbitrary number of pounds attached to that. I think it is to help these patients rehab after surgery and help these patients improve their outcomes after surgery. 

I do not think there is a specific requirement. But certainly, I would say that many surgeons when they are faced with knee and hip replacements for very large patients will definitely encourage those patients to lose weight. Again, clinically and anecdotally, I see a number of patients who are awaiting joint replacement. Who are being told to lose weight. They are really struggling with that. That is another thing that we should – 

Robin Masheb:
You do not know whether there is like….? You do not know whether there is a national policy or a local policy for your VISN?

Diana Higgins:
I don't. Not that I am aware of; but do not quote me on that.

Robin Masheb:
Yeah. Let me see. Can you go over a little bit the topics that are covered in pain intervention, this MOVE! and integrated pain? Not the MOVE! Part, but the pain part and how it works. 

Diana Higgins:
Sure. Yeah. We have obviously not developed anything yet. Because that will be an iterative process. But, we will certainly tackle things like pacing, activity pacing. We call it time based pacing. Because that is unique to CBT for chronic pain. It is very important for patients who are struggling with chronic pain. That is not one of the things that is overlapped between MOVE! and CBT for pain. Basically, this teaches patients to take time to breaks in their activity before their pain is exacerbated or made worse by that activity. 

The ultimate goal – I am using a very simplistic description of this. But the ultimate goal is to help these patients remain active for longer with fewer breaks in their activities. They feel like they can accomplish things more efficiently. Certainly that will be part of it. We will absolutely do goal setting. That overlaps between the two. I think behavioral goal setting is very important. Of course, exercise overlaps between the two. That is commonly part of the CBT for pain intervention. We do have some looking at thinking patterns. Thinking patterns can affect approach to weight management as well as pain management. We look at that. We call that cognitive restructuring or cognitive work. 

I am trying to think off the top of my head of anything else that we proposed. Again, this was part of a grant. We kind of put a couple of things together. But of course, ultimately what we will do is have focus groups to start with after our expert panel meets and give descriptions of various skills to the patients. See which ones they have found most helpful; again, these focus groups will include patients who have already had access or exposure to MOVE! and, or CBT for chronic pain. They will have some experience with this. I will be really interested to hear what they have to say. 

We may do sleep. Sleep is really important, we know for weight management. We also know that for people who have chronic pain, their sleep is not very good. There are a number of things that we could include in there. Relaxation is a great way to help manage stress for these patients, and some_____ [00:48:35], and activity scheduling. It will help the patients focus less on their pain and also help them hopefully stay away from mindless stacking and that kind of thing. There is another one that overlaps. 

There are a number of different things that we could include. It does not mean that we are going to include them all. We will not actually because that would be a 20-something week intervention. We are not going to do that. But, we will really use patient feedback and our expert panel to develop the treatment.

Robin Masheb:
Here somebody who_____ [00:49:05] and said that in North Texas, orthopedics will not do lower extremity joint replacements on anyone over a BMI of 35. 

Diana Higgins:
That is interesting. I am kind of not surprised by that. I do not know that our orthopedics department has any specific rules like I mentioned in Boston. I have not seen anybody give a specific rule. But I have never asked them, either. But, I think that is a big challenge, right. Because that is a Catch-22 much like what I described. When you are trying to lose weight. You are in a lot of pain. You cannot move very well. The weight loss that you do see, it does not necessarily stick around. It can be really frustrating for these patients and vice versa. They want their pain treated so that they can lose weight. 

I feel like providers are kind of stuck. I hope that helping patients with gentle exercise with a program like this, that would be supervised by and helped developed by physical therapists. It will be something that is useful. Also, a lot of these patients are going to be – they have kinesiophobia, a fear of movement. They have not been moving for so long in part because they are in pain and in part because it is uncomfortable. 

They are afraid of what will happen to them when they do move. They are afraid they are going to make things worse. Their joints were going to hurt more. They were going to get up, and get moving, and get stuck somewhere, and not be able to get back. I think having that component addressed, which would certainly be part of the program as well. It will be really important for some of these patients. 

Robin Masheb:
Here is a question going back to the data from the studies that you presented. How well are the hip and knee osteoarthritis distinguished in the electronic health record? Is it possible to further examine specific sites of osteoarthritis in your relationship to BMI? Will it be possible to examine changes in BMI subsequent to a hip replacement and, or a total knee replacement, or a knee arthroscopy?

Diana Higgins:
Yes and yes. We have OA grouped because there is an ICD-9 code. It is specific for osteoarthritis. With ICD-10, they are often requiring that you are much more specific with the codes. That will change a little bit. We included everything – just the general OA without a site or an unspecified site. But you can certainly look at it by site. We do have data and some procedure codes related to the joint replacement. Those data are available. I believe one of our – I think Leslie Hausmann on this list here on the left. Do not quote me again. But I am trying to remember. I am not part of this particular study. But she is looking at_____ [00:51:52] OA, and the joint replacement, if I recall correctly. We do have codes that are available for that. That is possible for us to look at specific things. I did not in these preliminary data, of course. But certainly some of that would be interesting. 

Robin Masheb:
I have a couple of more general questions outside of your talk. But, I know at least one of these you could address. Somebody asked about_____ [00:52:21] about interventions for Veterans in rural areas. I know that you have expertise also in pain treatment and using technology. Maybe you could say a few words about that?

Diana Higgins:
Absolutely. We – our group at COIN, particularly Alicia Heapy, and myself, and Bob Kerns are very interested in expanding access to specialty care, and pain care in particular. To do that, we have been interested in using technology. Certainly, in any given VISN and in any part of the VA, you can probably find some providers who are using Telehealth to deliver treatment. But, that is going to reach a small number of patients. You may not find people who are trained in CBT for pain delivering that. But you will find TeleMOVE in a lot of places. That is a remote delivery of the MOVE! program. Also, there is some tracking there so the patients can track their weight remotely and through the Telehealth program. 

In terms of using the technology that I mentioned that the PRIME Center is developing, most of these are currently part of research clinical trials. Myself, I have a web based CBT for chronic pain intervention that we are all using the same protocol, which is similar to the CBT for chronic pain national protocol that is used by VA. A little bit different but fairly similar; we – Alicia Heapy has been spearheading studies using IVR or Interactive Voice Response. 

We have another HSR&D funded trial that is underway. That will be disseminated a little more broadly and, or implemented a little more broadly at several VA healthcare systems. But it is again still a research study. But, we have had great data come out of the previous version of that study. 

We also have developed with the Office of Connected Health, a pain app. I do not have an ETA on when that will be released. It has gone through many iterations over the last few years. But it will be available on Apple and Android. It will be free for Veterans. If any of you are familiar with PTSD Coach, which I actually happen to think it is a great app that DoD, and VA put out I believe as a joint venture. This will be similar to that. 

We are trying our very hardest to develop these programs and to test them. Then, with the assistance of the VA, disseminate some of these things so that patients do have access to these specialized treatments even in rural areas or in areas where they struggle a little bit more. Some of this will require the help of VA and its technology based things in the VA. It can be a bit of a challenge because of patient privacy and the privacy of data. But I will leave that at that.

Robin Masheb:
I have another question. It is about evaluating kind of non-VA and self-management programs. I know your research is pretty much solely VA. But maybe you could just talk a little bit about self-management versus more clinician oriented kind of tertiary care?

Diana Higgins:
Sure. Our pain clinic in VA Boston is closely linked with, at least for training purposes, the pain clinic at Brigham and Women's Hospital. Some of our excellent colleagues there, Bob Jamison and Rod Edwards are at Brigham and Women's. I am familiar with what they do there as well._____ [00:56:04] myself, they are clinicians and researchers. They use CBT for chronic pain there. Their pain clinic is similar to our pain clinic in the VA in that it is an international pain clinic. Most of the things that are offered are injections; or, or things like acupuncture, which is not really self-management. But it is an alternative or maybe a complimentary health intervention. 

We are always looking for things like massage, yoga. We definitely recommend those to patients. But those again are things that are very passive on the part of the patient. The patient generally will need to keep coming for these things to feel some relief. Self-management is different. It teaches patients to use behavior change to help manage. I will use pain as an example. But certainly, it can be used for diabetes and heart disease, and any number of certainly depression, anxiety; any number of chronic conditions in our mental health and physical health. 

It really helps patients develop a set of coping skills that they can use beyond the time that they are in treatment. They can continue to experience relief and good outcomes from this treatment. It is much more of an active treatment, meaning the patient is doing some or playing some role in the treatment. They are not just receiving an injection, or an acupuncture session, or a medication. But rather, they are the ones who are making some changes in their lifestyle and their outlook; improving their mood, improving their physical activity level, and their sleep to help positively impact their functioning. Their functioning is much better. Or, their quality of life is much better. I tend to find that a CBT is great in combination with other things. 

The patients find still a medical approach to be much more palatable. Even the patients who are not so interested in medication because that is what they know. That is what they are used to. Many patients have never heard of CBT. It makes sense_____ [00:58:11], I think once we do describe it to them. But certainly I encourage a self-management approach. I think at least here in the academic medical centers, other providers are starting to catch on. I am trying to give talks around the city and that kind of thing. To help people understand that self-management is a very important part of chronic disease management especially for pain. 

Robin Masheb:
Thank you so much, Dr. Higgins. This was a great presentation. We are just about at the top of the hour. I have a couple of important announcements. We had such an overwhelming response about Dr. Jennifer Murphy's talk on opioid tapering. She has agreed to do kind of a question and answer about behavioral management during opioid tapering. She is going to start with some questions that people had from last time that we can get to. 

Now, _____ [00:59:09] can see the conversation there. This is on a special day and time different than our spotlight on pain management slots. Please keep that in mind. It is on Monday, June 20th at noon. It will be our last spotlight on pain management for the academic year. We will be returning in September. Please hold on for another minute or two. 

The feedback form will pop up very shortly. If anyone is interested in downloading the PowerPoint slides from today, you can go to the reminder e-mail you received this morning. It is on the link to the presentation. If you are interested in downloading slides from our past sessions, simply do an Internet search on VA Cyberseminar's archives. You will be able to the filters to find_____ [00:59:55] PowerPoint slides from our previous sessions. I would like to thank you for attending today. We hope to see you in the future. 

Diana Higgins:
Thank you everyone. 

[END OF TAPE]
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