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Moderator:	This is Robin Masheb, Director of Education at the Prime Center and I will be hosting our monthly pain call entitled “Spotlight on Pain Management”. Today’s session is “CAM Approaches for Chronic Pain – Where’s the Evidence?” I would like to introduce our presenter for today Dr. Erin Krebs. Dr. Krebs is a Core Investigator at the Minneapolis VA Center for Chronic Disease Outcomes and Research, and Associate Professor of Medicine at the University of Minnesota. She is a General Internist with an active primary care practice and also served as Women’s Health Medical Director for the Minneapolis VA. Her research focuses on chronic pain management in primary care and benefits and harms of opioid analgesics. We will be holding questions for the end of the talk. If anyone is interested in downloading the PowerPoint presentation from today, please go to the reminder email that you received this morning and you will be able to find a link to the PowerPoint. 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. Now I am going to turn this presentation over to Dr. Erin Krebs. 

Dr. Erin Krebs:	Hi all, I am hoping that you do not hear an echo I am not hearing any on my phone so I hope all is well on your end as well. 

These are my disclosures essentially I do not have any of relevance. 

My objectives here today are to talk about potential benefits and harms of some common CAM approaches to pain management. I am going to focus on meditation and yoga in particular and then more broadly focus on some gaps in evidence for CAM approaches and to talk about some information that might be useful if you have patients to talk about with patients about how they may or may not benefit from these approaches. 

Moderator:	Erin I am sorry to interrupt we are still seeing your info slide. 

Dr. Erin Krebs:	Thank you, technical challenges alright, disclosures, objectives okay, we are good thank you. Can you see it now? Okay so let us just start with some terminology. I am saying CAM because this is an easy acronym to say and to spell and I like it. It is not however the current most favored term. Essentially, what I mean by CAM here is healthcare approaches that were developed outside of mainstream western or conventional medicine; these are definitions from the National Center for Complementary and Integrative Health website. They define complementary as approaches that are used with conventional medicine; alternative as approaches that are used instead of conventional medicine and integrative as coordinated use of conventional and complementary approaches. Now I will say that with integrative, this is a term that we use commonly in pain management, and what we are talking about there is something similar integrative coordinated use, coordinated approaches with a variety of different healthcare professionals. Similar but I guess slightly different context for that integrative word. 

At NIH, the terminology has changed over time along with official names of the office. When NIH first got into the CAM business, they formed the Office of Alternative Medicine in 1992. That was changed in 1999 to NCCAM or the National Center for Complementary and Alternative Medicine. Then just last year the name of this organization changed to the National Center for Complementary and Integrative Health and on a personal note I just find this more difficult to pronounce, I like NCCAM. NCCIH is more syllables, but that is why I am sticking with CAM today what I am really talking about is complementary and integrative medicine moving forward anyway. 

What does CAM include? I mean it is a lot of different things and honestly, I do not think that most of the time everyone agrees on what we are talking about when we talk about CAM or Complementary Integrative Medicine. Certainly CAM does include natural products especially herbs and dietary supplements. It includes mind/body practices and systems of care. These are homeopathy, naturopathy and then other traditional healing practices; I mean really these are full philosophies as well rather than just simple approaches. 

I would say that not all of these are equal in terms of promise for chronic pain management these are my editorial comments here. So far, we have had excitement about a variety of natural products for pain and for other indications and generally speaking, it seems that once you do the rigorous trials they do not pan out. That is my overly broad assessment of natural products is that generally speaking once you do studies they just have not been super great. In terms of systems of care others may disagree but from my perspective these are impossible to study because it is not simply one thing that you can replicate and this is a whole philosophy it is kind of like trying to compare two religions in a randomized trial. On some level, I am sort of excluding those here in terms of my focus. 

What I think is most promising really are those practices in the middle the mind/body approaches. These include not exclusive but some big common practices here are - yoga; meditation; massage; acupuncture; tai chi there are a number of additional practices that I do not have listed on this slide. I think these are most promising for chronic pain both because of how they work but also because these are things that you can protocolize, study and disseminate in a relatively standard manner from my perspective of course I am not a practitioner of any of these so this is my perspective on it. 

Why talk about CAM for chronic pain? I think a big one is just these are approaches that are commonly used in the general population and by Veterans in particular. Pain is a major reason for use of CAM so on some level people are voting with their feet, we have to listen to people; maybe they know something that we have not learned yet. Also, I think we should all acknowledge, we know this but conventional pharmacological and interventional therapies are often limited both in their effectiveness and in terms of their safety so they are often limited by both pharms and cost. 

While I am saying that about conventional interventional and pharmacological therapies I think that it is worth stopping and mentioning that really there are evidence based “conventional” therapies that are fires line for chronic pain conditions and actually the content of a number of CAM approaches especially the mind/body approaches really overlap with these. 

What I am really talking about is evidence based conventional approaches are the exercise therapies and psychological therapies that have been studied for decades now and often are really underused and under-accessed by patients with chronic pain. For exercise, therapies there have been many trials over decades of diverse exercise therapies for low back pain; strength training and aerobic exercise for osteoarthritis; graded exercise in particular for fibromyalgia. Then on the psychological therapies, really numerous different cognitive behavioral approaches have been found to be effective when delivered individually in groups or by telephone. We should not be forgetting that we do have evidence based non-pharmacological patient activating approaches that are available the truth is though that these actually have some overlap with some of the CAM approaches like yoga, tai chi and meditation. For those mind/body therapies much like the evidence based exercise and cognitive behavioral therapies these may have the potential to give patients tools that they can use to really manage their pain well over a lifetime. 

I am making a little bit of an argument that CAM should not replace these conventional evidence based therapies but the truth is that those evidence based non-pharmacological therapies are not available for a variety of reasons for many people. Often they are just not offered in health systems or in certain locations; they may not be covered by insurance. On some level, we can think of potentially some of these different approaches as alternative delivery systems for some of the core pain self-management content that people really can benefit from. It may be that if its conventional approaches are not available, accessible or preferable for people with chronic pain, these CAM approaches might really have advantages in terms of capacity in the community, convenience for people, cost. Some people certainly just prefer non-medicalized therapy so they would much rather participate in something in their community, not in a medical setting. 

I think what is clear from the research on a variety of different activating pain self-management type approaches exercise, psychological therapy and CAM therapies is really that long term adherence being able to stick with something is very important for improving the effectiveness in the outcomes. If we are doing a good job of providing options and matching therapies to preferences, we may get the best outcomes for our patients. 

This slide just is showing data from the National Health Interview Survey and that is a nationally representative cross-sectional household survey that is fielded continuously by the Centers for Disease Control. They fielded a CAM supplement in 2002, 2007 and 2012 and in each of those surveys, they asked about CAM use in the past twelve months. This was the result in 2012, the most recent one available. 

What you see here at the very top is that natural products are the most popular form of CAM at least the way these questions are asked. These were defined here as dietary supplements other than vitamins and minerals so more like herbal type supplements. I think it is interesting to look at what were the top non-vitamin mineral supplements in 2012 and prior years. Many of you could probably guess what these were in 2012 – fish oil and glucosamine/chondroitin. The arrows there actually indicate the change from the prior survey so compared with the 2007 survey fish oil had increased and glucosamine/chondroitin had decreased. Actually, I think this was rather heartening that glucosamine use declined over this time period. It sort of suggests that maybe science has an effect because there were some prior to 2007 there were some promising kind of initial studies but really the better studies were done prior to this 2012 survey and there were negative trials that actually made a difference in how the population is using these things and spending their money. 

The next I am just focusing on here is yoga and meditation that is what I am going spend most of my time talking about today. In this survey number two is deep breathing at eleven percent but the way that is asked is rather non-specific. So it is hard to know, is some of that in the context of meditation, progressive muscle relaxation? Or is this just kind of a non-specific deep breathing self-management approach, not sure. 

Yoga, tai chi and qigong were combined here in this survey, but I think it is clear that yoga is the bulk of that, tai chi and qigong are much less commonly used in the U.S. than yoga. Then I am skipping over chiropractic and massage, you see acupuncture is not one the listed top ten approaches here. I am skipping over those approaches because I am really focused on the activating self-management approaches to chronic pain. 

This table is from a synthesis of population surveys and focused on CAM use in military and Veteran populations. These numbers may be more relevant to those of us in the VA in particular the middle column there is military members who are not patients, the right hand column is military and Veteran patient populations. Clearly, the surveys really used a variety of different definitions for the CAM approaches and asked the questions in different ways so it makes these things very hard to compare directly. I just highlighted in red the most common approaches here kind of across the surveys and there is some echo here of the prior slides. Herbal therapies, exercise or movement therapies, massage and relaxation are the big ones. You will notice yoga is not up there I think that is included under exercise and movement therapies. Meditation is not up there that may be under relaxation. Again, where deep breathing might go I do not know but this is really a problem of our evidence in that we do not always ask these questions or group these therapies the same way. 

Now I am just going to move meditation for chronic pain. Some basics – meditation is actually a variety of different techniques and practices and it seems to be used by about eight percent of U.S. adults. To group these into two buckets, somewhat grossly mantra meditation is a form of meditation that uses repetition of a word or phrase to focus attention. There are a variety of different approaches to this transcendental meditation is one. Then mindfulness meditation approaches are a little different in that they are present focus and really focus on trying to be accepting of the current experience including pain. So bodily sensations or whatever is going on taking that in and being accepting and mindful of it. 

I think probably the most commonly studied form of meditation is mindfulness based stress reduction. This was developed for use in clinical healthcare settings. The goal from the get-go was really to improve self-management of pain, stress and other health concerns, symptoms and problems. It was explicitly meant to be not condition specific. So the developers of MBSR really did not see this as something that would be a pain group of everyone with pain or a PTSD group of just people with pain or just people with PTSD, the ideas that people with a variety of problems would get together and focus on this approach together. So kind of removing the focus on the disease or the symptom and focusing more on strength of the people in the group. Originally MBSR is a structured eight week program, it includes an orientation session, weekly classes about two and a half hours each and then near the end an all-day silent retreat. There is an expectation of daily homework so people are supposed to incorporate this into their daily lives. Components of MBSR include some more formalized mindfulness meditation practices including a body scan which is a gradual sleeping of attention through the entire body from feet to head and the idea here is to really focus non-critically on sensations or feelings and not to judge those but just to be more aware of them. Sitting meditation, walking meditation and then yoga are all included. Informal practices that are incorporated into MBSR or the idea that one should be mindful in everyday life; being aware of how events may be pleasant or unpleasant; awareness of breathing of routine activities and event these are things we hear about like mindful eating for example. Then participants in MBSR are expected to do forty-five minutes a day of formal practice and then five to fifteen minutes a day of informal practice. 

I am just going to move to the evidence. In 2014 I would say there was published the best quality review to date of meditation trials. This included studies that had active control groups and included forty-seven trials with more than thirty-five hundred participants of various meditation techniques for diverse conditions. So there was no limit on what the diagnosis or condition or focus of meditation was. Five of these forty-seven trials enrolled patients with chronic pain and nine of the forty-seven trials reported pain outcomes so more trials reported pain outcomes than focused on pain as a specific eligibility criterion. 

This rather impressive figure just shows the summary of the outcomes of these meditation trials. Again forty-seven different trials grouped into buckets according to their outcomes so a lot of mental health, psychological, quality of life and symptom based outcomes. The reviewers grouped the meditation programs into either mindfulness, mantra or transcendental meditation categories. Then they tried to summarize the clinical population but in many of the trials as was the intent of MBSR they were not one specific condition, they were people with a variety of conditions. 

Of these trials, about fifteen focused on psychiatric diagnoses, five on substance use disorders, five on chronic pain as I previously mentioned and sixteen on other medical conditions. 

In a nutshell, their big summary is that they found moderate evidence for a small effect on pain in those nine trials that reported pain outcomes compared with an active control. The standardized mean difference overall was 0.33 was kind of a wide confidence interval there. The standard mean difference briefly is the between group difference in mean change divided by the pool standard deviation so it is just a way of summarizing effect. And just by convention, we usually think of changes in the range of .2 to under .5 to these small treatment effects; .5 up to .8 as being moderate effects and then numbers greater than .8 are large effects. So this is clearly a small effect they found.  

They did not report any harms, but acknowledge the theoretical risk of psychological harms. Although you have to say that the MBSR has been studied in so many different psychiatric situations that seems less likely. 

I just wanted to highlight today one new trial, this was just published online in February of this year, and it is the new I think the largest best conducted trial to date on chronic pain condition. The study enrolled adults over the age of sixty-five who had low back pain; two hundred and eighty-two total. And they tested eight weekly ninety minute meditation sessions, which they described as modeled on the MBSR program versus an eight week group health education control. It was modeled on MBSR but it did not follow the structure of MBSR that I showed you previously with the longer sessions, the full day retreats that kind of thing; it was kind of condensed into eight weekly ninety minute sessions. Then the health education sessions kind of followed, covered general topics so not just pain focused. This study had a follow up duration of six months and it used as its primary outcome the Roland Morris Disability Questionnaire. 

I am going to show you a few different studies today they all use the Roland Morris Disability Questionnaire or the Roland as their primary outcomes. I thought it might worth just showing you what this looks like. Basically it is a checklist of twenty-four items very easy to complete for people, the score ranges from zero to twenty-four so it is just the summary of how many things they check off. And a clinically relevant change is two to five points on this scale. I just give you four example items so these are the kinds of things in the checklist these kinds of statements. I stay at home most of the time because of my back. I change position frequently to try to get my back comfortable. They are functional questions they are not about pain intensity but about how back pain and back problems affect function disability of life. So you can see why two to five points might be clinically relevant if a few of these statements no longer apply to you. 

Back to this trial that was just published, this is the meditation versus education control in adults over sixty-five. Basically they found a statistically significant improvement with some meditation compared with control over six months. So the “p” value was .01 however this was according to their pre-specified plan of how they would analyze the results using their multiple time points. Over time, there was a group difference but if you look at the table, what you can see is that it was not big. The mindfulness group on the left here, the control in the middle and then the difference. At eight weeks there was just one point difference between the two groups, this is the between group mean difference. And at six months it had really degraded so there was less than half a point difference between the groups at six months. So immediate active therapy one point difference over time, not much difference over the whole time period it was statistically significant. Then at six months they looked at the proportion who had a clinically meaningful improvement which they defined as decrease of 2.5 points on that Roland scale and it was exactly the same about so forty-nine percent in each group had a clinically meaningful improvement at six months. So a positive study but not amazing in terms of the size of the effect here. 

This is my summary and practice advice regarding meditation. Really we do have limited evidence from clinical trials for meditation for any specific conditions. It may be that meditation especially MBSR could be a good alternative or even a bridge to psychological therapies like CBT for some patients. Some people just really do not like the idea of going to a psychologist for something, this might be easier, safer, more preferred approach although we do not know if it is effective. Since MBSR was developed for clinical populations including those of both medical and mental illness and has a long track record in clinical settings it is likely to be very low risk. 

So now, I am going to move on to yoga. What is yoga? It is a traditional holistic mind/body practice. It includes physical movement and postures, breathing, meditation and guided relaxation in some cases, not always. Then there is a philosophy or multiple philosophies behind yoga depending on what kind of yoga class or exposures you have you may have more or less of this. There is a wide range of different schools and styles but what is really clear is that yoga has increased in popularity in all age groups in the U.S. in recent years. It is especially popular among younger adults and this slide shows the proportion of adults saying that they have used yoga in the past year. In 2002, 2007, and 2012 so on the left hand side we have younger adults aged eighteen to forty-four and you can see that yoga has become incredibly popular in this age group. This is not just people using it for pain or a health condition this is just yoga in general; yoga use has increased among middle-aged adults and older adults as well but is not nearly as common. 

This is my evidence for yoga in Veterans how popular it is so I made this slide in June of 2015 so almost a year ago. If you just type in yoga Veterans in Google you get almost fourteen thousand, or I am sorry fourteen million results. I mean certainly, there is a lot of buzz about yoga for Veterans. 

VA commissioned an evidence report on yoga for Veterans, it focused specifically on yoga for high impact conditions among Veterans, which were pre-specified to be low back pain; fall prevention; depression; anxiety; PTSD and insomnia. 

What this figure just shows on the vertical axis it is the number of patients; on the horizontal axis it is the number of trails. So what you see is really that most of the evidence here in terms of these selected high impact conditions for Veterans was related to low back pain, the most participants and almost the most trials. Depression has the most trials but not quite as many participants. None of these trials were actually focused on Veterans. 

This shows the summary of results. These are the pain trials and again this is the standardize mean difference. So small is two to five; moderate is five to eight; large effects are greater than eight. And so what you can see from this is that what we have in the short term small to moderate effects on pain and disability; in the long term smaller effects on both pain and disability. What I always kind of like to see that is cool to me as a primary care physician working with people with chronic pain is that really the disability estimates are even a little bit higher than the pain intensity. I mean this is great if it is getting people moving and getting people back to their lives. 

The summary from this and another recent systematic review of yoga is that there is strong evidence for improvement in short term pain and disability with yoga interventions. For back pain that is really the condition that has been most studied. There is moderate evidence for somewhat smaller improvement in long term pain and disability. And then there have been a few trials that have compared low back pain with evidence based exercise therapy approaches and those did not find a difference. That suggests that maybe these are similar in efficacy since other trials have shown that those exercise therapy approaches are effective. 

I have to again focus in on a few trials as an illustration. Now these trials were both included in those systematic reviews I already reported. But in 2011 there were two large well conducted trials that were rather similar in design actually which is refreshing. Both of these trials recruited adults with low back pain from generalist kind of primary care settings. One had two twenty-eight and one had three thirteen participants. They both tested twelve weekly yoga classes versus usual care. One also had an active exercise comparison group that was a stretching class and they both had follow up that was relatively long term, six months in one case and twelve months in another. They both used that Roland Questionnaire that I already showed you as the primary outcome. 

These are results from the two trials together. They both found that yoga was significantly better than control so statistically significantly better. And the table shows the mean between group differences of yoga versus the inactive control, which was kind of an education control. For these two studies these are the difference between groups so in the one trial by Tilbrook et al. at three months there was 2.2 points difference; six months 1.5; twelve months 1.7. the Sherman Trial did not have twelve months outcomes but showed about three and a half points difference between yoga and control at both three and six months. You will note that this is substantially better than the differences between groups and that MBSR trial. That woman had a difference of only one point at eight weeks and less than half a point at six months seemingly larger effect size here. 

One of these trials reported the proportion of participants was fifty percent improvement, which is a nice thing to see. In that trial two-thirds of the yoga group had a fifty percent improvement, half of the stretching group and then thirty percent of the control. It looks like pretty decent effectiveness here. 

This is a figure actually from the Tilbrook Trial just showing the effect size for yoga and other interventions that had been studied. So this was from the present trial. Here is CBT from a very large well conducted group, cognitive behavioral therapy trial, Alexander technique and exercise approach and then a strong British trial of exercise with or without spinal manipulation. What you see is I think they are in the same ballpark here in general. I think it is always worth since we are talking about a VA scenario to think about the generalizability of some of the evidence we have from these trials. From the Tilbrook Trial this was actually from their online supplement on the left hand side the picture of these, relatively healthy normal weight younger and mostly female appearing participants. Then on the right here, I am just showing you at the Minneapolis VA some of our yoga program participants very different in terms of their demographics and their health status just by appearance. 

I do want to take a moment to talk about adverse effects because we should not assume they do not exist. In the two trials I just reviewed with you, there were a number of adverse effects and events reported. They were pretty mild overall so mostly it was some mild flare-ups of pain, which would be expected in people with chronic pain. Really, no pattern here suggesting that yoga was involved or coupled with any specific harm. 

I am happy to report there is a nicer view in the literature from 2013 of adverse events associated with yoga. It does include some pretty serious adverse events that are worth some I think awareness. This review found seventy-six unique cases and these were case reports and case theories in the literature. The majority of the adverse events were musculoskeletal including fractures and ligament tears. There were some really more concerning adverse events that were ophthalmologic or neurologic I think especially stroke or ball vein occlusion, these kinds of things are concerning then a few pulmonary adverse events as well. Interestingly it really seemed to be a few postures that were involved in most of these adverse events, these are kind of more extreme postures that probably would not be included in most therapeutic yoga classes for people with back pain. Certainly, I think one would want to discourage people with health conditions who were new to yoga from trying any of these things. Really, the hazards seem to be in the headstand and the shoulder stand for most of the optimal objective and neurologic events were related to these particular postures. I just tell people do not do that. Then the pulmonary events were related to some forceful breathing techniques that are included in some yoga traditions but probably not again most therapeutic style yoga classes. 

Then there is a survey out there of more than two thousand Australian yogi’s and about a fifth of them reported a history of a yoga related injury most of those were minor, musculoskeletal injuries and again most of them are related to head or shoulder stands and the lotus pose. 

If I was giving some advice to patients and I do this is what I say -  is that there is really good evidence that yoga improved both function and pain in chronic back pain. That as with all kinds of exercise and self-management practices really being persistent with it, sticking with it, doing it regularly is what is likely to drive the most benefit. If people are going outside of my local VA yoga class, I suggest that they seek classes that are oriented towards people who are older or who have physical limitations and are taught by instructors who are therapeutically oriented or maybe experienced. So some of the words that people can look for are – gentle, restorative, chair, senior yoga. I tell people to stay away from classes that use words like – power yoga, slow and hot yoga, those might be too much too fast. Then I think always talking with the teacher in advance to understand that person’s training, credentials and orientation and whether the class might be appropriate, that is good advice. 

Conclusions for yoga overall, the level of evidence…I am sorry these are conclusions for my whole talk, this is it, I am almost done. The level of evidence for both meditation and yoga is low to moderate, it is better for yoga but not approaching the level of evidence, we have for some of our conventional evidence based exercise approaches. The size of the benefit from these from yoga and meditation approaches seems to be small to medium and I think that this is common to really all the treatments we have for chronic pain. This is one integrated multi-model therapy for chronic pain because there is not one magic fix for most people. The harms I think in meditation and yoga practices are relatively minor and infrequent especially if people stick with classes that are more appropriate to their level of practice. Overall I would say that efficacy of conventional and complementary non-pharmacologic therapies may be similar, but again we still have better evidence for the conventional exercise therapies and for cognitive behavioral therapies. 

That is the end of my presentation. I love these little yoga Joe’s I just think they are so cute and thank you all. 

Moderator:	Thank you Dr. Krebs, this is a fascinating talk we have a huge audience today. Please feel free to send in your questions.  I have one to start us off - where do you think the research should go in this area?

Dr. Erin Krebs:	Well I think I would like to see, I think what we need for pain in general is really we need more research that is comparing options that are accessible in clinically relevant populations, and that can really help guide people to understand what their choices might be. I think for yoga maybe we can move on to look at how yoga might fit with some other approaches and what other conditions it might useful for other than back pain. For mindfulness we still need more basic work to understand is it effective, for whom, under what circumstances. And really how much of this do those findings that are coming from studies conducted in the community among pretty well people out there in well resourced settings, maybe nice environments. Do those hold if we test these same approaches in our hospitals and clinics where maybe we are under bright fluorescent lights in a conference room with hallway noise. All those things that make a healthcare setting different from some of the settings that these approaches are commonly used in.  There is a lot of work to be done I hope more funding agencies get excited about funding studies like this because we have so many questions. 

Moderator:	…Approach is in talking to patients who do you supplement? Do you actively discourage patients from taking these or do you feel like if it is benign and it feels to the patient like it is benefitting and why not. That is part one of the question and the second part of the question  is – do you feel as if the VA should be getting this message out there in a wider way that these products have limited effectiveness and that Veterans maybe should not be using them and should be talking to their clinicians about other approaches. 

Dr. Erin Krebs:	In terms of the supplements I try to take a benefits harm approach to everything and so I do ask my patients what they use outside of what is prescribed because I think it is important. I just try to take it on an individual level in terms of what are the benefits, what are the harms. Often there is no proven benefit so I ask the patient do they feel like it is effective, is it helping them. And if they say they cannot tell or they are not sure, well then I give them permission to stop it if they do not feel like it is useful to do a trial of one. On the harm side, we have some literature out there about harms or interactions with certain products. If there is something that is concerning I will bring that up, I try to do a quick search and find the information so people can decide. Probably the most common harm is the pocket book harm, I think some of our patients are spending a great deal of money on these products that may be advertised on television or websites or the local GNC. I ask how much are you spending on this stuff and I just try to talk through it with people in terms of do they feel like it is really worth the money they are spending on that. I am not a hard-core advocate against these things if I think there is no clear harm, they can afford it and they feel like it is useful I do not strongly discourage it. 

Moderator:	…time with your patients discussing these issues. One other recommendation that you talked about was combining these types of interventions with their regular care. Can you talk about studies that have looked at combined treatments with traditional therapies and complementary integrative therapies? 

Dr. Erin Krebs:	I think that is probably a direction for future research because I am not really aware. I think this is an area of interest, I have colleagues here at the Minneapolis VA and Melissa Polusny and Kelvin Lim who did a small trial of MBSR for PTSD and found encouraging results that they reported in JAMA last year. They have typically studied more conventional treatments for PTSD, prolonged exposure and cognitive processing therapy, we know those work but we also know a lot of people either do not want to do it or do not stick with it. I think in the situation where we have effective therapies that are available that are underused or that patients find it hard to adhere to, that is where maybe we should do some studies to try to understand how different approaches coming at it differently can help people engage more or become more open to events based therapies. In chronic pain, I think unfortunately we have a problem with even availability of evidence based non-pharmacologic therapies. 

Moderator:	Here is another question; this is coming from a psychology Fellow who says they have difficulty convincing patients to engage in CAM approaches to pain management. Many patients are committed to their medical providers finding a cure and are hesitant to consider any self-management. Any ideas to increase follow through with the CAM recommendations. 

Dr. Erin Krebs:	I will say this one is probably not specific to CAM. So I think it is really a change in mindset and hard for people sometimes to get into the idea that they have a situation that they do not have a curable condition and what it is is kind of a problem that needs to be approached from multiple directions. What I try to tell people is most of what we have in terms medicine, medications and injections and that kind of thing, we can often provide some partial and temporary relief but those things do not really get to the underlying issues that maybe are perpetuating the pain problem. Maybe there is some imbalance in terms of their muscles their strengths those kinds of things that have developed over time. So really to get to the bottom of that and to get them back to their life. We need to also find ways for them to get their body moving and learn some tools that they can use to help with really getting back to what they want to do and to better address the underlying issues that might be contributing to their pain. That is how I phrase it I think that applies to all kinds of non-pharmacologic non-interventional treatments. If someone does not want to do CAM, I would not try to push them into CAM approaches because there is no reason to believe that these approaches are more effective than our conventional exercise or cognitive behavioral type approaches. I mean some people may find that walking is the thing and others may find that yoga is the thing, but really the answer is for each individual is sorting out how are they going to get moving, what is comfortable, convenient and appropriate for them. It is whatever they can stick with. 

Moderator:	Do you see the role of holistic medicine in nursing as the framework of integrating more of these types of interventions?

Dr. Erin Krebs:	I guess that is not an area of expertise but I think whenever we are considering the whole person, that is a good thing and that is kind of part of the big picture approach that applies beyond CAM I think. 

Moderator:	Sorry I have some long questions coming in. Can you tell us about the availability of the Roland Morris Disability Questionnaire for research or clinical purposes?

Dr. Erin Krebs:	I believe that that one is not a restricted measure. I think it has been copyrighted but it is generally been allowed to be used for research without researchers I believe off the top of my head. 

Moderator:	Are there some other measures that are similar to that measure that you could recommend?

Dr. Erin Krebs:	So there are a variety of different measures out there. I kind of like the Roland Morris because it is so clear what is being asked. It is kind of specific to back team there is a version that is a short version that was modified a little bit so it really apples to a lower body pain so hip and knee arthritis as well. The brief pain inventory is a non-specific does not apply to any particular condition kind of measure that includes the interference measure is seven items that are focused on, that ask about pain interference with a variety of activities. That one there is a charge for its use and that would be more appropriate for research than for clinical practice. I think Roland and the VPI I think are a little long for clinical practice. 

Moderator:	Can you give us a sense of a characteristic that you use to make recommendations to patients. So for example do you wait for them to fail on more medical traditional approach before going on and making recommendations about CAM? Or do you right from the beginning suggest that they try CAM first or an integrated approach first?

Dr. Erin Krebs:	My usual approach is I first try to get a sense for what their goals are in terms of the therapy, I am not talking about pain intensity but their goals of therapy. What would they be doing if they did not have this pain problem interfering with their life? How would their life be different? That is where I would start and sometimes people tell me things like I just do not go out of the house anymore, I really lost touch with my friends and this kind of thing. Other people tell me what I would really want to do is travel but I cannot travel because I cannot walk for more than a block and I do not know how I would get in and out of the airport. Depending on what people tell me that is where I direct my recommendations. If it seems to be physical functioning that they want to improve I would talk about some different options that exist and ask them what seems most appealing or possible for them to participate in I think in every clinical setting there are different options. So I practiced in settings where we had no access to physical therapy or any kind of medical approach. What I had was a big old list of local YMCA’s and their group classes and some community park kind of classes and that is what I talked about. 

Moderator:	I just have one last question for you about whether you can say anything about biofeedback for pain. We were asked specifically a question about heart rate variability biofeedback for pain.

Dr. Erin Krebs:	You know I looked into just a little bit not formally for this talk. My impression is that really we do not have a lot of evidence I think biofeedback is cool and I would love to see some studies of it. 

Moderator:	Thank you Dr. Krebs for sharing this really important topic with us today. Our audience had some great questions if everybody could just hold on for another minute or two for the feedback form. And if you are interesting in downloaded the PowerPoint presentation from today, please go to the reminder email you received this morning and you will be able to find the link to the PowerPoint. If you are interested in downloading presentations from any of our past sessions simply do an internet search on VA Cyberseminars Archive and you will be able to use filters to find seminars you are interested in. If you would like confirmation of your attendance, today please send an email to the Cyberseminar mailbox immediately following the sessions. 

Our next Cyberseminar will be on Tuesday April 5, we will be sending registration information out around the fifteenth of the month.  I would like to thank everyone for joining us at this HSR&D Cyberseminar and we hope to see you at a future session. 
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