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Unidentified Female:
Good morning, everyone. This is Robin Masheb, _____ [00:00:03] at the PRIME Center. I will be hosting our monthly pain call entitled Spotlight On Pain Management. Today's session is Eliminating Disparities in Pain Assessment and Treatment; Recommendations from the National Team Strategy with Implications for VA. 

I would like to introduce our presenter for today, Dr. Diana Burgess. Dr. Burgess is a Research Scientist at the Center for Chronic Disease Outcomes Research at the Minneapolis Medical Center; and an Associate Professor of Medicine at the University of Minnesota. Dr. Burgess's Career Development Award is focused on reducing healthcare disparities in pain and improving pain management. She was a member of the Interagency Pain Research Coordinating Committee Research Working Group to help develop the National Pain Strategy in the area of disparities. 

We will be holding questions for the end of the talk. Immediately following today's session will be a very brief feedback form. Please stick around for a minute or two to complete this 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 to take any questions related to policy at the end of our session. Now, I am going to turn this over to our presenter, Dr. Diana Burgess.

Diana Burgess:
Thank you Robin, and thank you to all of you on the call. I'm really happy to have this opportunity to speak to you. Today, what we are going to talk about is I am going to provide an overview of the National Pain Strategy developed by the Interagency Pain Research

Coordinating Committee. I was a part of this committee as were other members of VA, some of whom may be on the call today. 

I am going to focus on the disparities on pain assessment and treatment strategies. That was an area was I was involved. It was one of six areas that I will also touch on. Then I want to try to engage you all in an interactive discussion at least as interactive as we can be with this format. Because I am really interested in your perspective as VA clinicians, researchers, or in terms of whatever else your role is. We are on a closed poll.

Unidentified Female:
Our options here. Who is in the audience? The options are researcher, clinician, or others. Our responses are coming in nicely. I will everyone just a few more moments before we close the poll question and go through the results. It actually looks like we have slowed down. What we are seeing is 36 percent, researcher; 48 percent, clinician; and 16 percent, other. Thank you everyone.

Diana Burgess:
Okay, great. Let us see. Am I back to mine? 

Unidentified Female:
Yeah.

Diana Burgess:
The second poll question. Do you believe that certain patient groups receive poorer pain treatment? If yes, what patient groups? You can write in your comments. 

Unidentified Female:
You can use that question screen to write in your comments there. We can go through those when they close the poll out. We will give everyone just a few more moments. You can type those into the questions so that we can go through those. We have a couple of comments coming in. I will wait just a few more moments. 

Diana Burgess:
Okay.

Unidentified Female:
I just want to make sure people have enough time to get their thoughts typed in there. It looks like they are coming in nicely. I am going to close the poll question out. We are seeing 95 percent saying yes.

Diana Burgess:
Okay.

Unidentified Female:
Five percent saying no; so, write-ins that we are seeing are those with a history of mental illness, or substance abuse, low literacy or a history of  drug abuse, racial and ethnic minority groups; women, certain cultural groups, opioid misuse, yeah, limited English groups. Definitely – and we are seeing a lot of _____ [00:04:50] coming from several people. But that looks like what we are seeing coming in there. Thank you everyone for participating.

Diana Burgess:
Great. Well, I think you have really hit on a lot of that, the big ones. I am also going to read one examples that some of you on the call wrote in, in response to questions that were part of the registration form for those of you who had registered later. Here are some examples you sent in. 

"Younger women seem to be less likely to be believed that they have pain, and more likely to have it attributed to stress by their providers." "…Minority veterans and older veterans who tend to present differently initially." "Patients who have a history of narcotic abuse and misuse." 

That is consistent with what you wrote in. Now, and we will come back to that when we talk about the disparities agenda. But now, I just want to turn to the background. In 2010, the Patient Protection and Affordable Care Act, or the ACA, required that the Secretary of Health and Human Services work with the Institute of Medicine on activities to increase the recognition of pain as a significant public health problem in the United States. 

The Office of Health and Human Services working through the National Institute of Health commissioned an Institute of Medicine study to report of the state of pain care in the U.S. In 2011, the IOM report Relieving Pain in America that some of you may be familiar, it with was released. It calls for a cultural transformation in pain prevention, care, education, and research; and recommended the development of a comprehensive population health-level strategy. This is really significant because the focus was not just about what is happening in our clinic. It was really more encompassing with a focus on transforming the broader culture within and outside of healthcare within which beliefs that pain and pain care are embedded. 

Then in 2012, the _____ [00:07:09] groups that were _____ [00:07:09] for Health and Human Services created the Federal Interagency Pain Research Coordinating Committee, the IPRCC to oversee the creation of a comprehensive population level strategy envisioned by the IOM recommendations. That is the National Pain Strategy. The strategy addressed six key areas; population research, prevention and care. Disparities, which is today's focus; service delivery and reimbursement; professional education and training; and public education and communication. 

If you are interested, I would encourage you to get the PDF. There is a lot of really useful information. You can find out also who the members of the committee were. 

I want to talk about some of the IOM conclusions that guided the National Pain Strategy. A lot of these applied to our work in the disparities groups. The first focus on improving public understanding of pain and its treatment to improve timely care, and medical management, and combat stigma. 

Again, what is significant is this focus on how we need to address the broader culture; and not just what happens when the patient walks into the clinic. But thinking about the patient, his and her family, the workplace, and the healthcare system. I asked people to write in some communications that they experienced. Some of them that you wrote in, I think really speak to the importance of improving public understanding. One communication's challenge was getting patients on the same page with the treatment goal, not fixated on pills only. 

The patient's goal of being pain free. I think this really points to this cultural idea of pain that is something that can be cured in the traditional biomedical model in which the patient goes to the doctor. The doctor assesses this patient. There is a treatment and maybe a medicine. It should work. There is should be a cure. 

I think there can be a lot of frustration on the part of the patient, and the family, and the provider when things do not work this way. There is a good deal of  qualitative literature on all of these stresses and impediments to successful outcomes and just frustration due to this kind of cultural misunderstanding about chronic pain; which is why the IOM really focused on this issue of cultural transformation, which really, a lot of the working groups dealt with. 

Okay, another conclusion dealt with stigma. People with pain are often stigmatized. This can lead to delayed diagnoses, misdiagnoses, bias in treatment and decreased effectiveness of care. There are many stories of stigma that you see in the qualitative literature. That you hear. I want to read one example of stigma from a study that one of my colleagues was conducting with Veterans. This is from a male Veteran with chronic knee pain: 

"But mostly I just, you know, do the old soldier thing and suck it up and press on with pride. Or, you know, people looking at you kind of funky because here I am, you know, I'm relatively young and before I was using a cane, at one time. You know, it's stigma that, granted, I know it shouldn't be, but in society, people look at you different. And I don't want to be looked at different. I want to be like a regular person." 

If you see how this can affect how the patient experiences care in the system to the extent that the stigma is shared by those around him or her, within a cyber system, friends, and family, and the workplace. We also know that stigma is a stressor. That stress and these negative experiences affect the pain experience. We know that perceived discrimination affects the experience of pain. The stigma can be internalized. It can also be exhibited by others in subtle ways. 

Some more of the conclusion; the IOM really emphasized that there needs to be a greater focus on chronic pain as there is really a big gap in research and funding. It concluded that we know that chronic pain is a disease in itself that requires adequate treatment and a research commitment. It also went on to conclude that primary care clinicians play a large role in treating chronic pain, but often lack training in that area. 

There is research from the VA showing that primary care physicians really feel like they need more support in treating chronic pain. The IOM recommended greater collaboration between primary care clinicians and pain specialists. Finally, the IOM concluded that many barriers to pain care need to be overcome especially for populations disproportionately affected by and undertreated for pain. This really points to the issue that I am very focused on, which is disparities in pain and pain treatment. 

Our working group used the Healthy People 2020 definition of disparities in which disparities are health differences closely linked with social, economic, and, or environmental disadvantage. Disparity affects groups who have systematically experienced greater obstacles to health based on racial or ethnic groups, geographic location, religion, socioeconomic status, age, gender, sexual orientation or gender identity, mental health cognitive, sensory, or physical disability, and other characteristics historically linked to discrimination or exclusion. It is a pretty broad definition, as you can see. It hits on some of the groups that you have identified as experiencing problems in care in pain treatment or experiencing greater problems with pain. 

 The IOM report, Relieving Pain in America documented, and presented research showing that increased vulnerability to pain is associated with having English as a Second Language, minority race and ethnicity, lower income and education levels. Sex and gender where women experience this increased vulnerability; children and the elderly, military Veterans, and cognitive impairments. But importantly, there are no systematic national studies of rates of undertreatment among population groups and worse pain outcomes. This picture had to be assembled from disparate _____ [00:14:47] in the small scale studies. It is really a patchwork of studies _____ [00:14:52] there. 

This is a big gap when you think about how prevalent pain is and how the importance of addressing pain among vulnerable groups. My work has focused on racial and ethnic disparities in pain and pain treatment. Indeed, that is where much of the research to date has focused on. 

We know that there is greater prevalence of pain and greater impairment, and severity of symptoms among non-whites. Non-whites received poorer pain assessment and treatment than whites, across a wide variety of settings and all types of pain. That includes acute pain, cancer, postoperative pain, chronic, and nonmalignant pain, end of life pain. These racial and ethnic disparities have been documented outside of and within the VA Healthcare system. There are a number of really excellent reviews on the topic. 

Our group met and we developed over many meetings, goal, objectives, strategies and deliverables. Our goal was to improve quality of pain care and reduce barriers to care for all minority, vulnerable, stigmatized, and underserved populations at risk of pain and pain care disparities. We did decide to focus on pain care. But we tried to be broad and focus on factors external to as well as internal to the healthcare system. We had a great group. Our co-chairs were Nadine Gracia, who is the Deputy Assistant Secretary for Minority Health at the Department of Health and Human Services. Carmen Green, who is a renowned expert on pain disparities. 

We have representatives from several organizations in addition to VA, to CDC, NIH. The disciplines represented included medicine, nursing, psychology, and palliative care. We have four objectives. I am going to go through the four objectives; and then go through each one in more detail. After I go through each of them, we will do another poll. I will have you rate, which objective do you think would be most important for VA to pursue from your advantage point, either as clinicians, or researchers (audio gap) _____ [00:17:29 to 00:17:34] on pain treatment. This is really biased within the healthcare system. 

The second was to improve access to high quality pain services for vulnerable groups. Our third objective was to facilitate communication among patients and health professionals. The fourth to improve data for assessing the impact of pain on higher risk population groups. 

Our first objective really started with the importance of understanding and increasing the evidence base on the adverse effect of clinician bias on the pain experience of vulnerable groups and on potential remedies. This comes from and stems from a large research; a lot of which was conducted outside of healthcare showing that all individuals not just clinicians hold unconscious stereotypes and prejudices, which are often at odds with our conscious belief. That can affect decision making and behavior. 

This is because stereotypes are so prevalent. We're awash in them. They affect treatment. They affect how people with pain treated, often in very subtle ways. I think some of you alluded to this in your writings about groups that might experience poorer pain treatment. We have evidence on the phenomena. But we really need more on how these biases affect clinicians in the area of pain; and particularly on what to do about this. Because there is still really uncertainty about how to express this implicit bias. We talked about doing a baseline provider survey. We recommended a survey to use some techniques to assess sources of bias and groups that are particularly vulnerable to bias. 

We talked – we recommended expert panels to review the literature and synthesize where we are. What are the best ways to produce bias; then formulate a research strategy to improve clinician education, pain care, and management, direct pain policy based on what we know so far about reducing bias? We also recommended pilot and demonstration projects be conducted to test bias reduction and strategies. Because this is what, and where really the field of implicit bias in healthcare is. 

We still are in the stage where we need to be at a better place and to knowing what works. Then, a longer term goal was to develop, implement, and evaluate policy recommendations and clinicians – and guidelines on bias reduction for clinicians. 

Okay, so type any questions that you may have in as we go along. Because I really want to get into this in more depth, if you are interested. 

Our second strategy centered around improving access to high quality pain services or vulnerable groups. Again, VA is better often than the private sector and outside VA for access. This was an interagency group. But I think a lot of these do apply to VA. One of our points was we needed to promote awareness of current patient and provider resources that link people with chronic pain to care. 

The idea being that there are resources. People just cannot find them; and demonstrate – develop demonstration projects or ways to improve access to current resources such as web based gateways. Promote and discriminate the use of high quality telemedicine consultation and training programs; and promote and disseminate effective models from the demonstration projects. 

I think VA is – I know we are interested in telemedicine, and consultations, and training programs. I would be interested to know when we open this up, what all of you think who are in the field. Where you think – if you think that this is an important area for VA to pursue? Okay, the third, which I think comes up a lot is the importance of facilitating communication among patients and health professionals. 

There are two parts of this communication strategy. The first really focused on communicating about disparities and pain. The recommendation was to convene an expert panel to review and make recommendations on effects of disparities and pain care; and to disseminate findings to the general public, researchers, healthcare providers, and professional organizations in order to heighten awareness, reduce the stigma of pain, and support a national research agenda. 

This group is perhaps unusual that overwhelmingly people acknowledge that disparities exist in pain – the experience of pain and the treatment of pain. But nationally, we know from studies of awareness of disparities that awareness is fairly low and surprisingly low since the Institute OF Medicine's seminal report came out more than a decade ago, the report on Disparities in the United States. 

The second was to develop communication guidelines specific to pain care for patients with low English proficiency; or who have low literacy, health literacy, or communications disabilities consistent with the culturally and linguistically appropriate standards. I want to turn to some more examples you wrote in about some of the communication challenges you have experienced when treating a patient with chronic pain. Overuse of medications and dishonesty about med use when addressing; not able to focus on other health problems. 

I have assisted patients with communication difficulties, which are often the result of their misunderstanding of medication; not able to provide alternative treatment for pain other than medication. Communicating with PCP for recommendations and interventions to better manage pain and avoiding medication error. It is difficult to get a consistent pain assessment. Frequently, it goes from one end of the spectrum to the other, under reports or over reports. 

We know that these communication challenges are particularly difficult for patients from vulnerable groups. For example, there is a literature on how minority patients often have poorer rapport with their providers. There is often distrust that can go both ways. There are nonverbal barriers. Then, of course, many of the other groups_____ [00:25:03] literacy and have other communication challenges. 

The final recommendation focused on improving data for assessing the impact of pain on higher risk population groups. Again, as I pointed out, there is really no good systematic national data documenting the prevalence and experienced pain, and pain treatment across these vulnerable groups. We thought it was very important to develop data standards that enable tracking of pain prevalence and treatment in the full range of vulnerable populations. 

We recommended the creation of an expert group to assess the current costs of pain care disparities with the idea being that it is a motivator for providing resource to address these disparities; and to use current and new data standards as developed above to enable national studies of pain undertreatment among vulnerable populations and to assess progress toward eliminating it. The idea is you manage what you measure. We really need to have a picture. We know a lot more about disparities among minority groups than other groups than other groups. But still, it is not traumatic. 

Okay. Now, I am really interested in what objectives do you think would be the most important for VA to pursue from your vantage point? I think we are going to turn this over to the polling, the poll piece. It looks like the poll is open.

Unidentified Female:
Yes. We have that poll up on the screen right now. I have this set up to just make one choice.

Diana Burgess:
Okay.

Unidentified Female:
Okay. Now pick your most important item here. I am sure this one will take a little bit longer for people to make that final decision here. But we will give everyone just a few more moments to answer this before we close the poll out.

Diana Burgess:
Okay.

Unidentified Female:
We are at right about 50 percent right now.

Diana Burgess:
People are fast readers.

Unidentified Female:
Well, they are probably taking their time to make a decision here. We will give everyone just a few more moments. It looks like we actually we have slowed down a bit. We will close that out. What we are seeing is ten percent saying reduced bias and its impact on pain treatments; 45 percent, improved access to high quality pain services; and 37 percent, facilitate communication among patients and health professionals; and eight percent, improve data for assessing impact of pain. Thank you, everyone.

Diana Burgess:
That is really interesting. There is really two that jumped out; so, improving access to high quality pain services for vulnerable groups and the communication piece, so facilitate communication among patients and health professionals. When we do more of our interactive question and answer, I am really interested in digging deeper into this. Okay, so now we are got start opening it up. 

I am really interested in what is missing from our discussion of disparities of pain; and also, your reasons. What you would like to know under those umbrellas of particularly improving access, and facilitating communication? Where do you think those of us in the VA who do research should go? Those of us who do policy, what should we focus on? I think Robin will read the comments as they come in.

Unidentified Female:
Robin, you may be muted right now.

Diana Burgess:
Okay or Heidi, however.

Unidentified Female:
Right.

Unidentified Female:
This is Robin. I am not muted. I am not sure, if I have people coming in. Okay. Here comes one – more providers to services

Diana Burgess:
Yeah, so more providers – 

Unidentified Female:
One came in, a question, how to assess quality? 

Diana Burgess:
Maybe we will write some of these down? Bob, if you want to answer anything related to quality or anything from your vantage point as really having a broad view of VA and pain. That is great, too. Okay. How to oversee quality or how to define quality? 

Unidentified Female:
Here is another one. How to better understand patient preferences for pain treatment? Do they want opioids?

Diana Burgess:
Yeah.

Unidentified Female:
_____ [00:30:32] not what we have _____ [00:30:31] 

Diana Burgess:
Yeah. Why don't we talk about…? Okay. How to better understand patient preferences. That is an interesting thing. Maybe, Bob, you could speak to that. Because I have just done focus groups with pain patients, African-American pain patients in the Atlanta VA. What was interesting is – and it was regarding a study of kind of an alternative treatment for pain, kind of a pain and walking study that had kind of a psychological component, a coaching component. 

The big message was that there was this huge focus on pills and surgery. They did not want pills and surgery. It was interesting because my impression from reading the literature and talking to providers is there is the impression that patients wanted medicine and surgery. I am not sure if there is good literature on patient preference. Bob, do you want to speak to that?

Robert Kerns:
Yes. I think this is…. Can you hear me?

Diana Burgess:
Yeah.

Robert Kerns:
Yeah. I think this is an area of great interest. There are a lot of people talking about this. But in fact, the research is limited to date about how to solicit people's preferences even in the area of pain. Part of the problem is that there are many different treatment options for most pain conditions, or even situations, and even settings. 

People are not likely to be particularly well educated about those different options. It is quite, simply time consuming to give enough information so that people can, in fact, make judgments. For the most part, our_____ [00:32:27] to research on this (audio gap) _____ [00:32:30 to 00:32:38]. That is in the latter case, they are already clear that they definitely, for example, want medication. They are not inclined to be interested in pretty much anything else. 

Others who definitely do not want medication; and are looking for options but potentially are not well informed about those options. Then, of course, the challenge is in some settings how to enact beyond patient preferences because of barriers of availability, access, and so forth that you are discussing. I think this research on this front is quite important, but to date quite limited, and therefore highly important.

Diana Burgess:
Right. I think some of this speaks to that cultural transformation of pain and pain care. People really – for something that is so widespread and affects so many people, there is really a limited understanding among the general public of chronic pain, of the biopsychosocial model that we have presented in more lay terms. These issues that would help people understand what is offered to them. Understand it maybe in the context of what it means to live with chronic pain. That is a really important area for research.

Robert Kerns:
I think beyond that, there is this issue that you are raising is this exactly, the discussion or the communication. In the current climate, for example, in the primary care setting or within the PACT, the two in the team might…. Where is the resource and the capacity to spend time that is potentially needed with an individual patient or even groups patients to convey information and really engage in what we would like to see_____ [00:34:30] to share decision making? I think there is also work to be done on that front. That is, the functioning of a team again, in the primary care setting maybe or even in specialty care settings. Where or by whom would this responsibility lie?

Diana Burgess:
Great. Okay, I see some other questions are coming in.

Unidentified Female:
Yeah. We have well, quite a bit of comment about shared decision making, training of clinicians, and communication. We also have a comment about certain groups not trusting the healthcare system. Their interests are taken to heart.

Diana Burgess:
Yeah. This is an important issue in disparities populations. Just_____ [00:35:31] even the qualitative work, this came out a lot in our focus groups with African-American patients who really had so many negative experiences. Also, there was the issue of conversation and intention; or going through and feeling they have this pain. It was not relieved. They were not getting what they needed. 

There were so many layers. I think that is a big kind of communication issue. I am not sure if there is…. It seems like it is an area right for research. I am not sure what is – if there is somebody doing this research in VA? Bob, what are your thoughts on this?

Robert Kerns:
I do not know think I know about the specifics of what people are doing on this front. I really cannot – yeah.

Diana Burgess:
Yes, _____ [00:36:32], okay. But it does seem like it is an important thing for our agenda, if we are going to focus on vulnerable populations especially since there is such an interpersonal dynamic to addressing pain. Because chronic pain, and because of its subjective nature. The extent to which – when one of my colleagues, Megan Matoka-Crowley, and I were…. She is an anthropologist. We were going through the anthropological literature. 

This big theme was validate, a patient wanting to validate their pain and feeling mistrusted. Then, the provider also having a lot of trust issues around opioid and around can I believe this person? This whole issue is right for a lot of mistrust and barriers. It is amplified with populations that have difficulty and have historically experienced discrimination in healthcare and in the larger system. I think that is a really important area to address.

Unidentified Female:
Can or Bob talk more about what research might be going on with regards to patient provider communication? Even communication between let's say primary care and surgeons, or primary care and other_____ [00:37:52] type treatments, things like psychology, and substance abuse counseling.

Diana Burgess:
Yes. I know that Lisa Cooper – I do not know if any of you know her. She is sort of the big expert in disparities in general. She has not focused on pain per se. but she has developed excellent materials that she has tested to improve communication in general between primary care providers and disadvantaged patient populations focusing on minority patients. But again, it is not an area of pain. 

But it really is focused on all of – addressing what her research and others have identified as some of the barriers. Conversations with minority patients tend to be shorter and more biomedically focused, and less kind of rapport building. All of these things that lead to a poorer therapeutic relationship. But I am not sure if I know of an intervention particularly in the area of pain treatment off of the top of my – of pain, off the top of my head. 

Robert Kerns:
I know a couple of applications that are currently under review or in development for VA funding and non-VA funding. But again, I am not aware of any specific funded research on this front. The improved QUERI program, the kind of pain management QUERI program in some ways addresses this as part of their implementation project. This is led by Will Becker, and Alicia Heapy, and Amanda Midboe. But not really directly. 

Again, I think this is a hugely important area of research. I would say I think there are some tools about this for example, in the context of opioid safety. That frankly are based on expert opinion rather than evidence to date that are part of the opioid safety initiative toolkit. That might be one resource that comes to mind. 

There is some published work that gives some framework for this. I published the paper with some colleagues on essentially how to talk to patients about pain and self-management because the review of the literature. I tried to develop a framework for thinking about this. But again, the science is really limited.

Diana Burgess:
Yes. This is a key research area, which I know we had a lot of researchers on the call. Hopefully it is great to hear where the consensus is. It is what is really useful? It sounds like we have got in our program – we identified lots of things that are useful. But this issue of communication around chronic pain, particularly for disadvantaged groups. It seems like a really important place to start given what we know about pain and about communication with at least minority patients. 

Unidentified Female:
About shared decision making – 

Diana Burgess:
Shared decision making, exactly…. 

Unidentified Female:
What about efforts to just educate patients and clinicians too about alternative services for pain that are non-medication treatments?

Diana Burgess:
Right, Bob, from a policy perspective that seems like there is a real…. Where are we there?

Robert Kerns:
I am sorry. What is it specifically_____ [00:41:43]?

Diana Burgess:
I was thinking about educating patients. Do you mean patients and clinicians, people more broadly on alternative treatments for pain?

Robert Kerns:
Right. 

Unidentified Female:
I have a number of different questions kind of coming at it at slightly different angles. But how do you get patients to engage in these services? How do you get providers to refer to these services? How do you get people thinking about these legitimate treatments for pain? 

Robert Kerns:
I would just be redundant. I think this is… there is some published guidance about this. I would go to the Opioid Safety Initiative Toolkit. If you're not aware of that, I think it is a really nice compendium of resources. It is pretty well developed. I think there is some guidance even around, for example, in the manual, or the VA's evidence based psychotherapy, CBT for chronic pain and cognitive behavior therapy for chronic pain. There is a little bit of_____ [00:42:53], but it is not particularly algorithmic. Certainly there is – I do not think there is the research that we would want as the basis for these recommendations. You are also implying something – that this is kind of multi-steps process. 

It is about the clinician coming to the decision and being educated him or herself about alternatives. That is one challenge. Then the next is their decision making, how do they think about these kinds of options for a patient? Then, how do they communicate those options in an effective way? In a way that might maximize the likelihood that the patient will accept them and engage in shared treatment planning and frankly an estimate of that plan. 

It is interesting, I am this afternoon teaching first year medical students about just this kind of issue. But we are doing it largely on the basis of kind of core principles without really being able to teach them kind of the scripts that, of course, they do not like to have and be able to use. The evidence about the effectiveness of any of these teaching strategies or at the level of the provider patient communication. What is the best strategy? Or is there an effective strategy like motivational interviewing to use? 

Of course, that is a question. One last point of course, for any physician who is struggling with this at the point of care around trying to…. When they have come to a decision that they are not willing to continue to prescribe opioids. It is important to recognize that frankly, there is not a shared decision to be made. The provider is in control of whether he or she writes the script. 

The issue is about informing the patient about in a way that can be heard and understood about the rationale for that decision. But also, being firm and not letting the feelings of getting threatened or concerned about the response of the patient. At some level, temper, or mitigate, or dissuade the physician from doing what is right in terms of protecting the patient's safety. 

That is also important to mention here. We use some language about how do you convince the patient to do x, y, or z? Well, at some level that is what the challenge is. At another level, it is how you inform the patient about what you have decided to do. Then how do you engage the patient if there is discussion about alternatives?

Diana Burgess:
Thank you. This jogged my memory Bob, when you were talking. There are VA researchers who have done really interesting work and kind of alternative therapies for pain. I do not know if anybody is on the call. But Sarah Klein has done great work on looking at the walking trial, mediated through the Internet on pain – and has found significant findings that patients on opioids did well with this walking program. Their pain was reduced. 

Kelly Allen has done a lot of exciting and kind of multi-modal work looking at more holistic ways to address pain through exercise, the psychological approaches on disadvantaged populations. I built and I am collaborating with them. It is built on some of that work on a trial that we are doing to proactively reach out to patients with pain including a large sample of minority Veterans looking at their medical records and using algorithms developed by Bob's group that identifies people with chronic pain based on their cohort study. Then once you have those people reaching out to them proactively, and screening them briefly for chronic pain, and then getting them involved in a coaching program._____ [00:47:30 to 00:47:40]. 

Then on a clinical level, there were two programs at the Atlanta VA led by two of our consultants, Mark Ackerman and Michael Sanger that were these multi-_____ [00:47:52] programs. People seemed to really like them. It was just that there was a capacity issue. There are such an enormous number of people with chronic pain. The capacity of these programs were pretty limited just because of staff availability. There is also the scaling thing. How do you get these and make these things more available?

Unidentified Female:
We have a really interesting comment here in response to kind of your question. What is missing from our discussion of disparities in pain with regards to cultural competency and providing training for providers for them to be more self-aware of their own cultural biases and behaviors?

Diana Burgess:
Yeah. I think that is really important. It is one of the areas that I am particularly interested in, disparities. How could we use potential things like mindfulness? Different techniques to have people be able to feel when negative feelings are coming up; and to be able to regulate those feelings. Because the experience of pain and treating people with chronic pain. 

There is a lot of negative affect. There is a lot of conflict. Things can become exacerbated when patients are from groups who historically have experienced discrimination or, who have potentially poorer rapport. I think this idea of tools for self-awareness and being able to kind of regulate that negative affect and kind of have a_____ [00:49:37] to improve the kind of communication is really important. It is something I am excited to go into more in my own research.

The other thing is that Bob, the work on cognitive behavioral therapy for pain treatment. That is being disseminated more on these sort of online courses. Somebody in our center is going to audit it. It does seem like there is efforts to increase capacity of clinicians to use these psychological approaches to the treatment of pain. 

Robert Kerns:
Yes, absolutely, and the major focus here is on multi-modal care. It turns out that cognitive behavioral therapy, which has been advanced by mental health services as one of our evidenced based psychotherapies has been a really exceptional effort to build this capacity across VA. If there is somebody at virtually every core facility in the United States in the VA that has got, received this training and have these competencies. 

There is some availability out there, albeit largely someone in this specialty mental health setting that is available to do that. I would encourage people to be looking around, practitioners in particular to be looking around for that. This is one of the evidence-based psychotherapies, or evidence-based approaches to pain that has in fact, quite substantial evidence to support its efficacy, and even effectiveness.

Diana Burgess:
There is an access research – in access issue for some of these non-pharmacological treatments like exercise in that in our qualitative work in Atlanta, we have a lot of people who wished that their Vas had places to exercise. They did not know about some of the resources offered to Veterans. We started putting an information sheet together about for example, how a lot of YMCAs and different places where you could exercise offer discounts to Veterans. There may be some low hanging fruit in terms of helping Veterans connect with these resources. 

I mean, a lot of the stuff in our groups came up to – I was once at the VA where they helped me get new shoes. Now, I cannot get that. Or, I cannot get access to physical therapy. Or, also, where can I go to walk? Again, there may be sort of broader ways to promote some of these behaviors we want to encourage that we could be doing. That we might want to think about.

Unidentified Female:
Here is an interesting question. Do you think that we need more publications describing best practices on how to conduct pain assessment in various groups, racial groups, or other groups with disparities?

Diana Burgess:
What do you think? Do we know best practices?

Unidentified Female:
Yeah. I guess one question is do we know best practices?

Diana Burgess:
Yeah.

Unidentified Female:
_____ [00:53:03], right. Do you think there is a need to kind of have even expert guidelines or recommendations?

Diana Burgess:
I am interested, Bob, in what you think about this?

Robert Kerns:
Well, I think clinicians are in fact struggling with this area. Research to identify models across again, these various steps is really important. The more in a way scripted this can be or algorithmic, I think that will ultimately help providers in having evidence about a model that seems to work. It has been truly evaluated. I think it will add to their – to the uptake. But ultimately, I think there is a lot of_____ [00:53:59] – because you are suggesting a lot of guidance out there right now. 

This is generally in the context of a lot of effort to promote these same kinds of goals, if you will, or objectives that we are talking about today. I would encourage people to dial into those. There is an upcoming – I do not know if it has been released yet – a quote roadmap coming out of primary care that addresses pain management and some of these issues as well. That may be another resource. I know that it tried to take into account what was available in terms of some called bright spots or best practices –_____ [00:54:46] practices that were on display at a meeting that primary care held, I guess, about a year ago, maybe June or something. 

Diana Burgess:
Great.

Unidentified Female:
Do you think that a gap here is that some other alternative treatments like CBT or other behavioral therapies are_____ [00:55:17] mental health? There is a stigma attached with that – people do not, those resources that we think of as high quality pain resources because of the stigma?

Diana Burgess:
Yeah. I mean, our study which is based on telephone coaching was really trying to circumvent those type of stigma where we are calling. We have somebody who is trained in motivational interviewing and doing some CBT pain training. But she is called a coach. The real emphasis is on coaching. 

We are trying to make it less threatening and talking to you about kind of tools in your toolbox, and the holistic approach. Focusing and framing it in a way that does seem more appealing and less like the pain is in your head; and you have a mental health problem. I think some of it – we are trying to.…  We had data from qualitative work to figure out what type of training is best. People said I could use some tools. I could use some coaching. I think that is important.

Unidentified Female:
With that, is there any research that specifically drills down to how to teach patients that opioids are not the best long-term treatment for chronic pain?

Diana Burgess:
Right, that is really interesting in the sort of…. Right, _____ [00:56:46] attitudes and it speaks to this cultural transformation. I cannot think of anything at the moment. Can anyone else? It seems like a critical thing. 

Unidentified Female:
Yeah, very specific too.

Diana Burgess:
Yeah. Again, it is interesting. In the focus groups, I mean, there was a lot of ambivalence about medication and the idea well, I want an alternative. I think that piece about when you are…. Our centers talked about de-implementation or broadly of things like prostate cancer screening. We actually were talking to people from Consumer Reports who came in who had done work consumers basically on how do you get people to stop using unnecessary care? 

The big piece that came up again and again in their work was give me something better. Give me something else. It was quite interesting, the Consumer Reports folks that do all of this research. Because they really do it very quickly with the community. They are very pragmatic. I think there is that broader piece in how do you get people to stop wanting things that are harmful and unnecessary? But I do not know about research particularly focusing on opioids. Bob, do you_____ [00:58:07]?

Robert Kerns:
I think it is all emerging at this point.

Diana Burgess:
Yeah.

Robert Kerns:
But nothing that is out there yet. 

Unidentified Female:
We are just about at the end of the hour. But we did get an interesting resource from somebody. There are a few publications by S. Booker on how to conduct pain assessments in older African-Americans. But these seem to be specific to nurses. But thank you for that recommendation. 

Thank you Dr. Burgess for sharing your work with us today. This was a wonderful interactive seminar, a little bit different than what we usually do. I thought it worked really well. It was really exciting. 

I am interested in hearing people's feedback. Please hold on for the feedback form and give us some detailed information about what you thought about today's session; and in particular the interactive component of it. 

Our next Cyberseminar will be on Tuesday, March 1st. We will be sending registration information out around the 15th of the month. I want to thank everyone for joining us at this HSR&D Cyberseminar. We hope to see you at a future session. 

[END OF TAPE]  
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