sopm-110315audio

Session date: 11/03/2015
Series: Spotlight on Pain Management
Session Title: Improving Pain using Peer Supported Self-Management Strategies (IMPRESS): A Pilot Study
Presenter: Marianne Matthias

This is an unedited transcript of this session. As such, it may contain omissions or errors due to sound quality or misinterpretation. For clarification or verification of any points in the transcript, please refer to the audio version posted at www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm.
[bookmark: _GoBack]
Robin:     Today’s session is Improving Pain using Peer-Supported Self-Management Strategies, a pilot study. I would like to introduce our presenter for today, Dr. Marianne S. Matthias. Dr. Matthias is a core investigator at the HSR&D Center for Health Information and Communication in Indianapolis. She is a research scientist at Regenstrief Institute, an associate professor in communications studies, and an adjunct assistant professor of medicine at Indiana University. Her research focuses on communication and behavioral approaches to chronic pain management. We will be holding questions for the end of the talk. Immediately following today’s session, a very brief feedback form will pop up. Please stick around for a minute or two, as it is critically important to help us provide you with great programming. Dr. Bob Kerns, director of the PRIME Center, will be on our call today. He will be available to answer any questions related to policy at the end of our session. Now I am going to turn this over to our presenter. 

Marianne S. Matthias:     Thanks Robin. There is a little bit of background to share with you. I think that for this audience, most of you understand that chronic pain is prevalent both in the general population, as well as in our veterans, and that pain self-management is an effective approach to chronic pain treatment. In addition, peer-support intervention is something shown to be effective in a variety of conditions, but is not well studied in chronic pain. There is quite a bit of work with peer support in diabetes, for example, both outside and within the VA. 

This next slide gives you a little bit of the background into why we decided to do this study, in addition to the fact that peer support is not well studied in pain. You can think of this as a conceptual model that came out of some prior work that we had done with a study that involved pain self-management and a nurse care manager. This is a study that was a qualitative study with interviews with the patients who had been through this intervention. We found that, as you can see, the pain self-management strategies in this model, which are highlighted in white here, are really what we think of as what pain self-management is. When we were talking to the patients, what came out was that this was only a very small part of what they perceived to be pain self-management and what they perceived to be helpful for them, in terms of managing their pain. 

They talked a lot more, in fact, about the nurse care manager who delivered this intervention than they did about the exercises and other things they learned. They found those valuable, but they were not what they emphasized. As you can see here, some of the things they thought were really important, in addition to the strategies, were working with the nurse to find what worked for them, a tailored approach. This included things like brainstorming with the nurse, if one thing did not work, they would troubleshoot and talk about something else. The nurse would give them feedback on their progress. 

A big part of this was accountability, just having someone to make sure they did their self-management activities. They would say things like, “I knew the nurse was going to be calling me next week, and so I thought I had better do my exercises because she was going to ask me if I did them.” That kind of thing was something patients found to be really valuable. There was also the motivation and support. People liked to have somebody who would listen to them. They liked to have somebody to encourage them if they felt frustrated. They liked to have somebody to talk to regularly. 

The idea is that the nurse care manager is really nice to have, but it is not a highly implementable model. We started to think about this success of peer support in other conditions, such as diabetes, and the fact that using a peer, someone else who has chronic pain to be a mentor, could fulfill a lot of these things that the nurse care manager has actually done, in a model that also allows for implementation, because it is self-perpetuating because peers mentor other people. As people become better self-managers, they can, in turn, become peer coaches themselves. This is a really appealing idea for us. That is why we decided to do this. 

Our objective for this pilot was to pilot test a peer-support intervention. This is what that involved. It was a peer delivery model of pain self-management strategies. It was for veterans with chronic pain. Since it was a pilot, it was pretty small. We recruited ten veteran peer coaches. We got them from prior pain self-management studies like the one I just told you about. They already had the pain self-management background. We recruited 20 veterans who had chronic musculoskeletal pain to be paired up with these peer coaches. 

Because we had a limited time period, this was a pre-test/post-test design. It was a 12-month study, and we had a four-month intervention period. After we recruited the peer coaches, we had them attend a three-hour training session that the psychologist on our study conducted. They also participated in regular conference calls with booster sessions with the psychologist as well. We assigned each peer coach two veterans and we asked them to talk at least twice a month for eight contacts during this four-month period. We told them that the contacts could be by telephone or in person, whatever worked best for them. There was a study manual we adapted from prior self-management studies. The peer coaches had the identical study manual, except they had a section at the end that was entitled How to Be a Peer. We adapted some of that from the mental health peer specialist manual that Dan O’Brian-Mazza had shared with us. 

The intervention consisted of the peer coaches doing the following, as you can see here. We asked them to focus on helping their veterans to set goals and to follow up on those goals the next time they met. We asked them to discuss parts of the pain self-management manual that were relevant. We did not ask them to go through it and read it to them, to follow it in order, or anything like that. We asked them to use it as a reference. We also asked them to provide encouragement, to share their own personal experiences with pain management, and where it was appropriate and comfortable, to have some social talk and get to know one another a little bit better. 

As I said a moment ago, the study psychologist conducted these booster sessions with the peer coaches. During this time, she did things like reviewing motivational strategies. She discussed any problems or questions that came up on the call, if somebody was having a problem they did not know how to handle or any kind of other struggle, as well as ideas. One of the things the peer coaches shared with us in post-intervention interviews was that they appreciated that they were able to share ideas with each other. They formed a cohesive group of peer coaches themselves. There were also individual calls the psychologist made periodically to each of the peers during the study, to do a few things. They were to make sure the coaches were contacting the veterans and making sure they were able to contact the veterans, as well as finding out if there were any problems or issues. 

Our primary outcome was pain intensity and interference. We used two measures. We used PROMIS pain and interference measures, and we used the PEG. We had several secondary outcomes, depression, anxiety, patient activation, self-efficacy, social support, and two measures of negative pain cognition, which were pain catastrophizing and pain centrality scales. The data analysis was straightforward. It was a linear mixed model with a random effect for the peer coaches. Since it was pre/post, it was applied to the change scores. This accounts for the intra-class correlation, in other words, the peers or patients being nested within the peer coaches. 
As far as the results, one of the things we were interested in looking at was retention. We had a pretty high retention rate, as you can see, 90% and 85% for peer coaches and patients respectively. All participants were male and that was because it was a pilot study and the first ten peers we recruited happened to be male. We were not as concerned about gender at this point. We did want a gender match, so since all of our peer coaches were male, we purposely selected veterans to be male as well. The peer coach ages ranged from 50 to 71. The median age was 60. The pain conditions for the patients, as you can see, was a majority of low back pain. There were other locations as well. 

This is a quick look at the demographics. The peer coaches are on the left. The patients are on the right.  This is a table of the outcomes for the patients. We ended up having 17 finish the social support measure. One person had lost his girlfriend and did not want to answer that. We are missing data on social support from one person. Most of these are based on 17. You can see there is nothing that really reached significance. The effect sizes are what we focused on as we were evaluating this and planning for the next steps. The patients did improve on all outcomes, including pain. In particular, we had improvements in self-efficacy, with an effect size of 0.6. There was improvement in patient activation with an effect size of 0.49. There was decrease pain centrality with an effect size of 0.62. 

From this, we did get some feasibility data. This study did suggest that we can effectively have peers deliver pain self-management instruction to other veterans with chronic pain. We actually had a pretty high retention rate over that four-month intervention period. We also did post-intervention interviews with all of the participants. One of those analyses of the qualitative data covered facilitators and barriers to participation in this type of intervention. Three main facilitators emerged. The first one was having the shared veteran identity. That was important for both the peer coaches, as well as the patients. Having that shared identity seemed to transcend a lot of other differences like socioeconomic differences. Another facilitator that is not surprising is that it meant a lot for people to be partnered with someone else who also has chronic pain. There were people who said they had understanding families and friends, but it was still not the same unless you have chronic pain yourself. For the peer coaches, they really appreciated having these booster sessions, as well as all of the staff facilitation. That was seen a positive facilitator. 

Two of the main barriers that came up were logistical challenges with people actually meeting and getting together, as well as challenges to engagement. I will give you some illustrations of some of these in the upcoming slides. 

A peer coach told us, in terms of the shared veteran identity, that the fact they had a shared experience in the military was oftentimes enough to at least put them on a somewhat common ground. One was an officer and one was enlisted, so there were a lot of differences, but they still felt that bond. You are already on somewhat of a level playing field, even if you come from completely different socioeconomic backgrounds, even if you are at different levels within the military. Even though they were very different in terms of military background, the idea that they were veterans was very important. 

In terms of the regular peer supervision, we had comments from the peer coaches. One said, “I really liked the conference calls,” the booster sessions I talked about. “That was nice because you could share your ideas. He gave me a sense of how well I was doing, relative to the other peers.” In offset, I think hearing the other peers talk led them to pick up things they had not thought of. They had different ideas and different ways of dealing with people. There were some ideas thrown out where he thought, “Hey, I ought to try that.” They really enjoyed the camaraderie. They enjoyed being able to share ideas with each other. They found that really beneficial. 

In terms of some barriers, there were some logistical challenges with meeting. For example, one of the veteran patients said, “I told my peer I had to ride the bus to get there,” referring to the medical center because most of the time when they met in person, they met here at the VA. “I have to ride the bus to get there. I said that was $4. I said I have to look at that money because I am on a fixed income. I said I know it is a lot of gas for you, and gas is almost $4 a gallon, and that is when we decided to do the phone calls.” Most of them did use the phone to overcome this transportation barrier. 

Interestingly, there was an analysis published just this year on peer support in diabetes. What they found was that there was really no difference between whether people met on the telephone or met in person, in terms of affecting results. Our participants certainly found that using the phone was an effective way, when they could not arrange to meet. There are always parking issues with coming to the VA as well. Sometimes they would try to arrange when one of them had an appointment, but the phone was the primary way that a lot of people met. We did have some challenges with at least one participant, in terms of limited phone units. That is something else that we had to be aware of and understand, that there may be times when the contacts are limited because of that. 

There were challenges to engagement that were really referring to getting to the study and getting involved, as well as being on the calls or meeting in person. One of our patients said that there were times when he and his peer had a meeting scheduled and he was not able to make it. Some days he just did not feel like, especially with taking care of his girlfriend. She had been sick for months. That took up a lot of time. We had things like this. Sometimes life gets in the way and it can be really challenging to get people together. We are doing a large randomized control trial right now, and we are finding that is exponentially true on a larger scale. This is definitely a barrier and a challenge to this type of intervention. 

Peer coaches also expressed challenges. One person said that the best part was contacting the veterans, but the bad part was not doing the other follow-ups we wanted. He said he was going to do it, and then he did not do it. He put it off and procrastinated about it, or even forgot about it. For this part of engagement for him, I think he is referring to us asking him to keep very brief logs so that we could try to track how often they met, and obviously the booster sessions. The person enjoyed contact with the people, but did not necessarily like the other part of it. 

There was another peer coach who said, “Sometimes I did not call my participant because I spaced out. My disabilities were taking over and I just sat in the corner in my chair, watching TV.” I think it is easy to forget sometimes that these peer coaches are also people with chronic pain. They also have a lot of the similar struggles. Sometimes that gets in the way of them being able to function as peer coaches. 

Another part of the qualitative analysis was looking at the intervention benefits. Beyond the facilitators and the barriers, it was a pilot study, but everything went in the expected direction. It looked like it worked. Why would it work and how could we capitalize on that, to make this work on a larger scale? One of the benefits that people pointed to was making interpersonal connections, just connecting with another person, another veteran. One of the peer coaches said, “I guess the most important part of the intervention was the opportunity to engage someone else. I am not much to look at, but I enjoy meeting other people. That was cool.”

It was interesting with this, because one of the questions we asked them was what the best part of the intervention was, for them? What was your favorite part or the most beneficial part? Almost every person said that it was the opportunity to meet someone else and to have this social contact. Like that model I showed you with the patients and the nurse care manager, the self-management was not necessarily the primary thing that would be emphasized by these people. It was not what they thought of as the primary benefit from having participated in something like this. There were some people who said they were lonely and they enjoyed being able to talk to someone else. Other people said, “I do not talk very much to other people, so it was nice to be able to have someone to talk to.” That was actually a really pervasive theme in this study for us. 

Another benefit they identified, both the peer coaches and the patients, was providing, in terms of the peer coaches, and receiving, in terms of the patients, encouragement and support. Some of this I think you can see parallels that model I showed you earlier with the nurse care manager, in the sense that they really valued listening. They did not have anything profound to say about it. They just said it was really good to have someone to listen to them. Other people pointed to the fact that being in this setting and connecting with another person with chronic pain helped to foster coping. Sometimes people talked about accepting their pain more than they had before. Sometimes they talked about having a more positive attitude. Other times, they had the ability to not let pain be in control. As one of the veterans said, “One of the things I really learned is that you do not have to let pain decide for you how your day is going to be, and how your life is going to be.” 

Of course, facilitating pain self-management was identified as a benefit, although I do not think a single person said that was the number one thing, when you asked what the best part of the intervention was for you. The vast majority pointed to these interpersonal connections. There were a lot of benefits related to pain self-management that came out as the interviews went on. These included things like helping veterans to navigate VA resources. There was an example of helping a veteran get in touch with a patient advocate when he had some issues with his provider. There was an issue of a veteran needing help applying for disability and his peer coach helped him with that. Another veteran had been in the MOVE program and had dropped out. His peer coach helped him get reconnected with that. 

There was clearly a discussion of exercise and activities related to pain self-management. They also talked about getting ideas. This was also in that original model I showed you with the nurse care manager, that is referred to as brainstorming in that model. They shared ideas about different pain self-management strategies, this works for me, but this does not work for me. That was something that we were really hoping they could share with each other, since the peer coaches themselves were self-managing their pain. 

Another facilitator for pain self-management that also parallels our work with nurse care managers was this encouraging, challenging, and motivating. Some of this included goal setting. Some of it involved pushing your veteran a little bit to set a little bit more ambitious goals, then following up and helping them when they feel discouraged, that kind of thing. These were the types of things that both peer coaches and patients talked about in terms of facilitating pain self-management. 

What comes after this? As I alluded to a few minutes ago, right now we have a randomized control trial going on. It is Evaluation of a Coach-Led Intervention to Improve Pain Symptoms, or ECLIPSE. We have a peer coach arm versus a usual care arm. It is usual care plus the control being offered a brief pain self-management class. It is a little bit different in that we do not have a psychologist facilitating the peer coaches. We actually have a nurse. It is a nurse who has been a part of a lot of these prior pain self-management studies, including the one I shared with you in the early part of this presentation. Our nurse is training the peer coaches and doing the follow-up conference calls. This time, in addition to calling in for a conference call, we are also offering for them to come in, in person, if they would like to do that, especially since one of the things we learned from the pilot was that they really enjoyed the camaraderie and gelled as a group of peer coaches. We are trying to facilitate that as best we can, while at the same time, making it as easy as possible for them to join in. 

To date, we have about 12 or 13 peer coaches recruited. We have about 35 to 40 veterans recruited. They are all veterans, but our terminology is peer coach and veteran, to keep it simple. Recruitment has gone relatively well. We just trained our third cohort of peer coaches, so we recruit a few and then train them. We do not recruit peer coaches for a while, so that we can assign them veterans. For IMPRESS, we did two veterans per peer coach. For ECLIPSE, we are assigning three veterans per peer coach. That was one of the things we asked them about at the end of IMPRESS, what a good number was to use. We are trying to average out on three. 

This just started in July. It goes for four years. The ultimate goal is to recruit 40 peer coaches and with three veterans each, that gives us 120 intervention veterans, with 95 controls. We need fewer controls because the intervention veterans are nested within the peer coaches again. We have to account for that, which is why we need more in that arm. 

These are the references for some of the work that I have presented. The main quantitative results are published in Pain Medicine. The data about the facilitators and barriers to participation in IMPRESS is in the Clinical Journal of Pain. These are acknowledgements, so that we do not have any conflicts of interest. Our VA partners were Bob Kerns and Matt Gallagher from the VA National Pain Management Office. As I mentioned earlier, Dan O’Brian-Mazza, who is the director of peer support services in the VA Office of Mental Health, was extremely helpful as we were getting this together. I have listed here our staff, both from IMPRESS and ECLIPSE. I am open for questions now. 

Robin:     Great, thank you so much. One very exciting thing was that we had a number of peer coaches on the call listening to your talk. I am sure they were really excited to hear about this. 

Marianne S. Matthias:     That is great. 

Robin:     Yes. Let’s see, we have some questions for you. Can you talk a little bit about efforts to recruit both female peer supports and female veterans? 

Marianne S. Matthias:     Yes, I can talk about that. That has actually been a real challenge in this study. I mentioned that for IMPRESS we did not worry about it, because it was a pilot. We just wanted to see if we could do it and get some effect sizes. With ECLIPSE, we really do want female peer coaches and female veterans in the study. We have had a real challenge with that lately. We had several female veterans who were interested in becoming peer coaches. In our first training session, we had about four or five male veterans and one female veteran. It felt like we were off to a good start. Then we got another female veteran to be a peer coach. Then we started to recruit the veteran patients and the majority of the patients we recruited, just by the way the randomization fell, were randomized into the control arm. It took a while for us to get intervention female veterans. 

The two female peer coaches we recruited have both had health problems and have had to withdraw from the study. We have a few female veterans who are hanging right now, as we are doing a _____ [00:31:22] right now, seeking out two or three female veterans for peer coaches. Then we can get the recruited intervention veterans assigned. We do feel like, at this point, it is important to gender match. That really has been a challenge. I hope that as we get more people in the study, that part will become easier. 

I should also mention that the way we are pairing up people is by gender. We want to match males with males and females with females. The other thing we are trying to do, that we were unable to do in IMPRESS because it was so small, is trying to match people by pain location. We tried to do that a little bit in IMPRESS. We did not succeed because of the size of the study. That was one comment we had at the end of IMPRESS, that people would prefer that. Obviously, you manage knee pain differently than you manage back pain. We have been fairly successful so far in terms of matching by pain location. 

Robin:     That is great. I am sure as you get bigger and expand, it will be easier. 

Marianne S. Matthias:     Yes, that is our hope. 

Robin:     I have a lot of questions about the peer coaches, about whether they were certified VA employees or paid, as well as what training they might have gone through. 

Marianne S. Matthias:     Okay. They are not paid. We did not adopt a peer specialist model of mental health, which I think is probably what some of those questions are that people have. This is a volunteer program. We debated with the _____ [00:33:22] on whether to pay the peer coaches. We decided against it. We really wanted to test the model that was the most implementable model possible. The way we compensate peer coaches is that we pay them $50 to attend the training. Instead of a three-hour training, we do a two-hour training. We felt like we could cover everything in two hours and it was less onus on them. 

Incidentally, in the peer support literature, training varies anywhere from an hour or two to 40 hours. It is a huge range. We do not subject them to the same level of training that a VA mental health peer specialist would go through. They get paid $50 to attend that initial training. We have outcome assessments for everybody at baseline, six, and nine months. The peer coaches are taking the same outcome assessments as the patients. The study is powered off the veterans, but we are administering the same measures to the peer coaches, because there is some evidence in the literature that peer coaches also benefit from being peer coaches. That is a secondary question we have. 

They get paid $30 for each assessment, just like the veterans do. There is some incentive for them to stay in the study, but we are not paying them by number of contacts or just to be peer coaches, anything like that. It is largely really a volunteer model. 

Robin:      There were a couple of other related questions related to peer coaching, maybe something about the content of what they were taught. It sounds like they had one two-hour training session. Somebody asked about whether the peer coach was adapted from behavioral health. They were asking about the author. I am not exactly sure what this question is. 

Marianne S. Matthias:     I can talk a little bit about the training. In the training in IMPRESS, I believe we had three different trainees. With ECLIPSE, so far we have had three. Between IMPRESS and ECLIPSE, we have evolved to the point that we are really trying to make it as pragmatic as possible. Everybody has a manual, as I mentioned. I will tell you the parts of the manual quickly. There is a section on goal setting in pain self-management. There is a section on pain education, which is the basics of pain. There is a section on activity pacing, relaxation skills, self-care skills, interpersonal skills, and relapse prevention. There is a section for peer coaches on how to be a peer coach. 

The first section, the self-management material, is derived and adapted from several other prior pain self-management studies by Kurt _____ [00:36:57] and Matt _____ [00:37:00]. We took it and adapted it slightly for our needs. The peer section, as I said, Dan O’Brian-Mazza very kindly shared the peer specialist manual with us for the VA. We adapted it fairly heavily. We took sections that seemed important and adapted them to our needs. It starts out, for the peers, one as a peer coach. There is a little bit of material on relationships and confidentiality, as well as boundaries. That is another interesting thing about peer coaches. You see a whole continuum in the literature too. The degree of a paraprofessional versus the degree of a layperson. 

There is some argument in the literature that if you have peers that are too highly trained, they are really paraprofessionals and they lose some aspect of the “peerness.” There is a tension there between how much training you give them. You obviously want them to have training and you want them to have resources. You do not want to create a distance that is too big between them and the people they are mentoring. 

Michelle _____ [00:38:33] is an investigator at the Ann Arbor VA. She is a co-investigator on ECLIPSE. She has given us a lot of advice because she has studied peer support in diabetes in the VA. I have learned a lot from her, but one of the things I have learned from her is that the initial peer coach training session is important, but it is really the subsequent booster sessions that are the most valuable. When they are going through training, it is kind of abstract. They do not have anybody assigned to them yet and they are not doing anything. Once they start meeting with their people, real questions come up and real experiences come up. The boosters keep them grounded and keep reminding them that these are the kinds of things you need to do. In the presentation, I emphasized a lot about the camaraderie. It is also just to keep the material close to them and keep reminding them of what their role is. 

Robin:     That is great. I also have a number of questions about the content of the sections themselves. Can you talk a little bit more about the content? Some people have been asking whether there is a VA self-management handout, guide, or manual that might be available on the Internet for people to work with. 

Marianne S. Matthias:     Yes. We ask them to talk about goals. Goals are what we emphasize. We do not prescribe a specific format or specific order of things. We do encourage them to get to know each other the first time they meet. In the initial training, we do role playing and practice sessions to help them figure out how to set goals and how to help somebody else set goals, as well as how to follow up on goals and how to make sure the goals are realistic. Somebody should not be saying, “I want to lose 30 pounds.” Let’s find a smaller goal we can work toward first. That is a lot of what we ask them to do, as well as asking them to share where they are comfortable and when it is comfortable for the other person. 

In IMPRESS, at the end, we asked them what they did in their sessions. That is the kind of answer we got as well. For ECLIPSE, at some point in the next several months we will be doing some fidelity checks. We will be audio-recording some randomly selected sessions, although ideally if we could do one with each peer coach, that would be great. We devised a checklist for fidelity that Michelle ______ [00:41:53] had shared from her work, and we adapted for the ECLIPSE study. When we have those recordings and can go through the fidelity checklists, I can tell you for sure what is happening in a sample of them. To give you a feel, we really emphasize the goal setting and the following up on goals. 

Robin:     Great. Do you have any suggestions in terms of self-management handouts, guides, or manuals? 

Marianne S. Matthias:     We have a manual that we created for our study, as I said. I do not know if Bob could speak to that, if there are VA self-management pamphlets or resources available on an Internet site or Intranet site. That I am not sure about. I can tell you that one of the things I do mention that we are doing for the control group, in addition to offering them that pain self-management class, is the KRAMES. It is a whole series of pamphlets that we put in the manuals for all participants. We also give them to the control group. There is one called the Fit Neck Workout. There is one called Managing Osteoarthritis. There is one called The Guide to Managing Stress. There is Back Exercises for a Healthy Back. There is a Shoulder Owner’s Manual. Those are all in a series by KRAMES. We did order those. Those are available. If there are any VA specific ones, I am not sure about that.

Bob Kerns:     This is Bob. The VA has published the CPT for Chronic Pain Therapist Manual. It is not quite the same, but that is foundational to this work. I do not know, and I should know, to what extent there are companion handouts for patients. I think you are right in referencing the KRAMES material. There is an emerging group of materials that I think have been developed in the context of other research projects, including work by Alicia Heapy at our Center of Innovation at VA Connecticut, that include very nice patient oriented materials. I do not think those are yet available beyond the research setting. If you are specifically interested, you might contact Dr. Alicia Heapy at VA.gov, to see what she has or what she knows about the status of those materials. 

Robin:      As we are talking about it, some listeners are writing in with some resources they know about. The Greater LA-VA offers an online course in using mindfulness meditation for pain management for peers. There is also the Stanford Self-Management Program that is training for leaders. Do you know anything about that Bob? 

Bob Kerns:     No. 

Robin:     Somebody here listed that he does peer health coaching in primary care, and has handout resources available for the main hospital and food boxes for the veterans. I do not know if there is a way that is available online for other people. 
Marianne S. Matthias:    The Stanford Self-Management Program is based of Kate _____ [00:46:22] work, which intersects a lot of with the self-management work we have done as well. I think it is probably the best known self-management program out there. It is not just for pain. She has done it for chronic conditions in general. They have done studies with not necessarily peer coaches in the same model we used, but they led self-management across conditions. That would be a really good resource, not just for chronic pain but any kind of chronic condition. 

Robin:     Let’s see. I know you talked some about this, about the different experiences of meeting in person versus doing this by phone. We have somebody who commented that the experience of being able to make eye contact and being able to emphasize somebody’s pain by actually seeing them and what they are experiencing, is really powerful. 

Marianne S. Matthias:      I would agree completely with that person. I did not mention this, but we do encourage them to meet in person at least the first time. Ideally, I think in a perfect world they would meet in person every time. I do agree with that. The physical presence is powerful and important. Interestingly the data does not really indicate that these in person meetings, in terms of outcomes, are better. I agree that they are better in a lot of ways, but as I mentioned with the meta-analysis in diabetes, which is by _____ [00:48:17] and colleagues, it is noted that there was not a different between telephone contact and in person, in terms of outcomes.

In our own IMPRESS qualitative data at the end of the intervention, people did not really seem to care. I think it was because those challenges to engagement I talked about trump everything else. It is better to talk on the phone than not be able to meet at all. I think that the pragmatics and life getting in the way, that kind of thing, just override the ideal situation. This is what I thought was really interesting. In IMPRESS, we did have a couple of pairs of peer coaches and veterans who never met in person. They always talked on the phone. They felt like they had a great experience. Some of it is individual, I am sure. People vary in terms of what they prefer and what works for them. We do try to encourage them to meet in person at least the first time, and then the phone is a way to overcome some of these other barriers. 

Robin:     This is an interesting question. Do peer coaches document their encounters with the veterans in the electronic health record? Does it need to be documented for research purposes, or both? 

Marianne S. Matthias:     Yes, that is a good question. The VA mental health peer specialists who are paid, as many people on the call I am sure know, do document in CPRS, in the medical record. We do not do that. Honestly, as a researcher I do not even know what we would have to go through for that. We do ask them to document their meetings, in terms of logs. We gave them logs in IMPRESS, which I am sorry to say, although I am not surprised, had adherence to filling them out that was very poor. We did give them logs again for ECLIPSE, although I shortened them quite a bit. There is a top part, and it basically has date, subject number of who you talked to because we ask them not to put names on the logs, telephone or in person, and length of call as a minimum. There are other questions they can answer down below if they have time. This has been a challenge, documenting exactly how many meetings they had. 

I am sure you can guess that self-report would be unreliable. What supports that from IMPRESS is that there was one peer coach/patient pair, because we asked them at the interview at the end how many times they met, the peer coach said ten or 12, but the veteran said 30. It was hugely disparate. I know that with the work Michelle _____ [00:51:35] has done with diabetes, they have used the IVR system. That is a telephone based system. They call into it, almost like a conference call line. That system does not record the call, but it records the amount of time, when, how long, and that sort of thing, as well as frequency. We did not use that for a variety of reasons, including the feedback we got from Michelle that patients found it really cumbersome and a lot of them ended up not using it at al. 

Obviously, if they meet in person it does not help us. We are trying in ECLIPSE to triangulate different ways of figuring out how many times they meet, with the logs. _____ [00:52:27] is doing check-in calls with the veterans to make sure everything is okay and that their peer coaches are okay, that kind of thing. We are also asking at that point how many times they have met with the peer coaches so far. We are checking in monthly, so we can keep a tally as we go along. Hopefully with all of those methods, we will get a little bit more of a reliable count of the frequency of those meetings. 

Robin:     Can you talk a little bit more in detail about what the expectations are for goal setting and pain education? 

Marianne S. Matthias:     I do not know that we have specific expectations. I think it is so individualized. I do not think that we prescribe goals. In fact, one of the things that we tell the peer coaches in the training is to not prescribe goals. We teach them some motivational techniques and try to teach them how to work with the veterans so that he or she comes up with their own goals. The peer coach can help to make sure the goals are realistic, achievable, and all that stuff. We do not necessarily prescribe that. 

With the pain education, everybody has a different place. Some people know more than others going in. some people benefit more from it than others. I think that is one of the strengths of a peer-based model. It can be so tailored to the individual. We try to emphasize that, that everybody is different. You are a peer coach with three different veterans. You may be approaching all three of them in different ways. One of the things our nurse always says is, “Meet them where they are.” That is what we really try to do. 

Robin:     That is great. Do you have any conversations during the peer training or calls, where you are giving support to the peers in terms of making sure that the sessions do not get into a pity type of session, or too negative? 

Marianne S. Matthias:     That is a really good question. I will say that before I answer that specifically, that was a consideration we had in deciding how to do the peer support model in the first place. Back to some of Michelle _____ [00:55:30] work in diabetes, that is what she calls reciprocal peer support. You just put two people with diabetes together and they support each other. You do not have a peer coach and a veteran. They are both peers to each other. 

We opted not to do that model because of what this person is saying in this question. we wanted the peer coaches to have some kind of leg up on self-management in some way, whether it was prior experience in another pain self-management course through a study or through the medical center, or other exposure, so that we could keep the focus on the goals and activities. Of course, we do want them to provide emotional support. There is certainly a fine line between providing emotional support and letting it disintegrate into pity. I think that we addressed that, maybe not in the specific language that is in the question, but we did address that with the peer coaches in terms of being positive and proactive, as well as being supportive. If your partner has a struggle and you have had similar struggles in the past, share that. Give them some examples of how you have been successful, or how you have had struggles in the past as well. 

Robin:     Thank you so much. I am realizing that we have about two minutes left. Bob, is there anything you wanted to add here? 

Bob Kerns:     I would like to thank the organizers of this program, Robin, Heidi, _____ [00:57:23], and the National Pain Management Program for their support for this program. I want to specifically thank Dr. Matthias for a wonderful presentation and great work. She knows I am a fan of hers and this work. I think it really is quite innovative and important. I loved the Q&A today. There were a lot of great questions and participation from the audience. Thanks to all. 

Robin:     I really want to thank all of the attendees. We had so many peer counselors on the line today. It was exciting. I think it made for a really lively discussion. This is one more reminder to hold on another minute for the feedback form to pop up. Our next cyber seminar series will be Tuesday, December 1st. _____ [00:58:11] called Understanding Pain and Pain Care in the VA, Using Big Data. We will be sending registration information out to everyone around the 15th of the month. I want to thank everyone for joining us for this HSR&D cyber seminar. We hope to see you at a future session. 
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