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Moderator 1:
Good morning, everyone. This is Robin Masheb, Director of Education at the PRIME Center. I will be hosting our monthly pain call entitled Spotlight on Pain Management. Today's session is Lessoned Learned in Developing a CARF, Accredited Interdisciplinary Pain Rehabilitation program. I would like to introduce our presenter for today, Dr. James Toombs. Dr. Toombs received his medical degree from the University of Missouri. He is Board certified in both Family Medicine and Pain Medicine. 

Currently, Dr. Toombs is Director of the Pain Rehabilitation Center, the St. Louis VA, and the state surgeon from Missouri Army National Guard. He has over 30 years of service in the National Guard with deployments for Desert Storm and Operation Iraqi Freedom. We will be holding questions for the end of the talk today. At the end of the hour, there will be a feedback form to fill out immediately following the discussion. 

Please stick around for a minute or two to complete this short form as it is critically important to help us provide you with the great programming. Dr. Bob Kerns, Director of the PRIME Center will be on our call today. He will be around 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. James Toombs. 

James Toombs:
Alright, well, my gosh. My slides have popped out automatically. That is wonderful. Man, I tell you what. I love CARF. We will start with that. We got in this business a number of years ago. You guys will get to hear a little bit of my history. I would like to throw out a special welcome to Carol Crooks. She is our newest pain physician. She is going to be starting here in a couple of weeks. She is joining us on this call today. 

Let us see. I am not going to read this slide. But basically, we are looking a program, a pain program that covers a number of domains. One of those, I do not see pharmacological in the domain there. We try to get away from that. We deemphasize medicine throughout our program. The interdisciplinary team, we have got the – the person served and their family as the – is the bolded out there. But CARF only requires three people for your interdisciplinary team. You will probably have a whole lot more. Though, I am listed first as the team physician. I want to say that our pain psychologist, Dr. Mitchell. She is really the cornerstone of our CARF team. She is probably 80 to 90 percent involved in CARF. My involvement is probably closer to 20 percent.

CARF is cool. Other than some of the other surveying organizations that come around, I really like CARF. I found them to be very helpful prior to our initial certification. But the program is not – they do not have a cookie-cutter that says your program has to look like this. Also, they have an expectation that you will see what you are doing. If you are successful, continue that. If you are not successful, then you will modify your program accordingly. 

It is really a dynamic program. I kind of like that. What does a CARF accredited program look like?  I am going to miss the last track on this slide. But a CARF accredited program has two ears, four legs, and one tail. You need to build what your facility needs. Sometimes that is a long dragging elephant. Other times, that is a sheep herding dog. What does your program and what does your facility need in terms of pain rehabilitation? In getting started, I recommend that rather than inventing the wheel, you steer the wheel. 

[Interrupted by conversation not related to seminar]
James Toombs:
Okay. I can hear somebody in the background.

Moderator 2:
I just took care of that. I am sorry about that.

James Toombs:
Okay. Thank you so much. That is alright. A little history about our program. I will give people about ten minutes to read through this. But – or maybe I could summarize it. We were, as pain services, we are spread across, as usual, across the different – the hospitals and different departments. If you wanted someone's pain treated, you could send them pretty much anywhere. But Dr. Florian Thomas had a vision for this program. He started building the team that had to…
It started out with a physician, a psychologist, a physical therapist. Eventually we have added on a whole bunch of more people for this. But in 2009, I joined the VA here St. Louis. I had come from Columbia, Missouri, way out there. Dr. Bank joined at the same time. They wanted us to build a CARF program. He immediately – and we began planning for this.
We went to Tampa and tried to steal their wheel. We wanted – we had never seen a CARF accredited program. They had the first and only – well, the first inpatient program. We also began talking with San Juan. Because they had an accredited outpatient program. We wanted to find out what their programs looked like to know even where to go with this. After about six months, we started offering services here at St. Louis. The first time – the first time through, we set up our program as a twice a week, eight week program. We admitted a couple of people. Everybody dropped out, too much commitment.
We went back to the drawing board. We created what we call the Lazy River program. Every other week, a program lasting six months, hardly any commitment. But we maintained our current drop out and no show rates. Strike two; we went back to the drawing board once again. I do not know if this is a home run. But this seems like a decent program for St. Louis. Our program meets once a week. We go for 14 weeks. Each day that our patients come in, they spend probably about four hours with us. We have a Monday group, a Wednesday group, a Thursday group. All of these are morning groups right now.
We hope to expand to have some afternoon groups this fall. I would invite you to steal our wheel. We have an outpatient program. We will give you all of our policies and procedures via CD. Takisha is very good at sending those out. If you simply send us an e-mail. We do welcome on site visits. It is neat to say we have folks come from all across the country to look at our program to say you have a gymnasium and we do not. How can we work around this? You have physical therapy, we do not. How can we work around this? What does you – what does your facility need?
We can go through that with you. But at least, you will have an idea of what one CARF accredited program looks like. That is a good place to start. Within our programs, we offer everything. Like I say, we even have a chaplain come visit with our patients. We are blessed to have a gym on this campus that has a nice heated swimming pool and aerobic equipment; and also some weight lifting machines. We use our rec therapist to guide our patients through a self-paced exercise program with the idea that they will take this home and join their local gym. We have nutritionists that meet with our patients at most every visit if not every visit.
We have recent – to our chiropractic care, we have recently added some acupuncture. We are across the board on this. What we hope to do is create more functional patients and improve their quality of life. We are looking for folks who have exhausted or are not eligible for surgery – is exhausted or not eligible for interventions. Not having success with medications. We try to reduce their reliance on medications. Finally, we would like to see a decrease in pain intensity. But if you look at our outcomes, you see that is not always the case.
For clarity; and people come in and say I just want to be through with the pain. I do not want pain anymore. We have to do kind of a reorientation on their outlook with that to say you probably are always going to have pain. I am not sure what and to what degree. But our goal is to have you have a much more functional life despite having trouble with chronic pain. Now, this is – this does not list our whole team. But this is getting close to it. We do have page two of this. We are blessed to have a full-time program manager. Takisha does a wonderful job in keeping us up to date with respect to all of the changes in CARF.
The new requirements that are coming out in CARF; and making sure we are following their guidelines as we go through. We are blessed to have a pain pharmacist as well who has an opportunity to go through each of our patients and talk with them about their medications. Then work with me about getting them tapered off of minimally effective or ineffective medications. Here is the other part of our team. Jackie Henderson is a fairly new addition. When we were looking at our patients and seeing that obesity and sometimes morbid obesity was a big issue. We thought having her review food diaries and nutritional issues with patients, it would be helpful.
We do not really have any good outcomes on that yet. But again, it is what we are noticing about our patient group. How we are trying to restructure our program to address the needs of the patient. This is to the person served. We want to structure an environment for care. A lot of folks say I want to – I want to get out and do more. But they are not – how to – sure how to do it. I want to lose weight. They are not sure how to do that. They have relied on providers to say I hurt. Take care of me rather than self–management of their pain. They also get to hear other patients talk about their success stories and the issues that they have had in dealing with chronic pain.
We try to use the latest evidenced based medicine for this – or treatments, I should say. We do journal club as part of this as well. We also talk a lot in and amongst each other in the team meetings. When we look for someone, if you cut to the bottom line. What we want is someone who is able to fully participate in the program. When we have folks who have serious psychiatric issues, we look for their ability to participate fully in the program. Physical limitations like spinal cord – spinal cord injuries. We still want them to be able to participate fully in the program. We are apt to err on the side of admission rather than the side exclusion.
They do have to be free of active substance abuse and stable enough to participate in the program. Those are our requirements. We, to get folks admitted to our program, we go through a number of different steps. A consult will come to us for the interdisciplinary program. We will take a look at that. That is me, Dr. Mitchell, and Angela Brack, our nurse practitioner here. We send folks to an orientation to let them know just exactly what they are getting into with respect to the interdisciplinary program. In addition to that, we let them know the other services that are available. They may have been referred for the interdisciplinary program. It is not an either, or switch. Yes, or no, you get this program. It is a here is the interdisciplinary program.
It may not be right for you. But we offer all of these other services. We list our chiropractic, and physical therapy, and interventions, and all of that. After a person elects to the intake, we each see them, the core team. That is Dr. Mitchell, me, our physical therapist and our chiropractor; interview them, examine them individually. Then we come back together as a team. We decide initially to admit them. Then we work on their individual program. Then they begin the 14-week outpatient program. Week to week, we have interdisciplinary pain meetings. But oftentimes there are ad-hoc meetings, but not in the hallway due to HIPAA issues; but in someone's office to talk about our particular patient who is having difficulties with the program. Or maybe even one aspect of the program; and what to do when patients have no showed a couple of things in a couple of sessions in a row, and how we can get them back on track.

Prior to discharge, we do some detailed planning for them. Then we anticipate that they will follow up with us. Really, our program for a patient never ends. We have maintained some of that lazy river effect where people can come back as they need to or as we recommend for booster sessions, and also the support group. Booster sessions are typically held. I want to – I wish Bailey was on the phone with me. Every three months; and the support group is every week. People can drop into those and choose to attend as many as they want to. After discharge, sometimes the folks like a refresher. If the patient says I want to come back in and rework this issue.
I need some more help with my home exercise program. I am starting to pick up weight again. Or, I have forgotten how to meditate. We will get them back for a refresher. We have also had folks repeat the entire IPR program when it is necessary. I think we have probably had two or three go back through the entire program. Here is our sample day. Folks, they change into their swimsuits or their gym clothes. They start fresh at 8 o'clock over in the gym; and work out for a bit. They get changed and come back to our clinic. They see Dr. Wakefield, Dr. Keys, and I in a kind of a rotating fashion where we will spend ten, or 15, or 20, or 25 minutes with each patient. We will also do nutrition in here as well.
We will also do psyche – excuse me – pharmacology in here as well. But by 11:00, everybody has got to be done. Because we are going to do psychotherapy with Dr. Mitchell. We assign homework realizing that all we are doing is teaching this one day a week in this four hour session. But when we say a self-paced exercise program, we want folks to exercise in their homes, or in their local gyms more than one day a week. We also want them to do their relaxation exercises daily and physical therapy and chiropractic issues as they have been assigned. We have a whole lot of expectations. We do have a journal that the patients keep in addition to a food diary that they tell us. They show us, and mark down, and tell us what they have been doing. We can go through that with them and make changes.
I am not going to spend a whole lot of time on the content of sessions. But each session; and each psychology session, it has a particular emphasis. They build on each other. We have gone from really more cognitive behavioral therapies to meditation over the past year. Based on some of the evidence that has come out and based on the experience and the preference of our pain psychologists; week seven through eleven; and then weeks 12 through 14. I think that if anybody needs copies of these sessions, I think Amelia can make those available to you. Now, I want to say something about CARF. It is resource intensive.
We see a lot of folks who attend our orientation. Not all of those folks elect to go to the intake. They do not. They say well, I am really not interested in that. I would just like to see the chiropractor. I just want acupuncture. I have tried this. I just want to see the pain doc. Of those folks that go through intake, about 75; well, this is for two years. About 75 were admitted; why that number dropped significantly. Folks, even after they have committed to the program will sometimes balk and say they just – they will just fail to show. Say yes, after saying I was interested in it, I am really not interested in it; 48 completed the program. That is only about 14 percent from orientation to completion; a lot of resources.
We only kicked out – and I say kicked out two people. I am going to remind myself for non-participation. Not showing up for visits or missing too many visits. We have actually offered folks who miss too many visits an opportunity to start with the next group. But 25 of those patients just dropped out on their own and said I am not going to continue this program. This is why they leave. A whole bunch of real reasonable – real reasonable issues. As we went through our re-accreditation with CARF, we took a particular look at these issues and said how can we change our program to help – to help us be and to stay more inclusive? Because at least at this time, we are losing folks for all of these various reasons.
We hope that with the next couple of years that we can – we can improve our intakes, and admissions, and completions by a fair percentage. That is our goal. Alright, back on here. There we go. The folks that we see, the average age, 52 years old. Not, and most of them have service connected disabilities. Only a small percentage of them work full or even part-time. Mostly male; and evenly split between Caucasian and African-Americans. The complaints, they really go across the entire body. The usual bread and butter back pain, arthritis; most people did not have an isolated pain complaint. It was like head, shoulders, knees, and toes all across the board. What is disturbing to me; and this is a way. This is somehow we are going to change our program in the near future.
The length of time from onset of chronic pain, 17.1 years. These folks have been suffering out there for a long time. I would certainly like to see them sooner in the process rather than later. But getting them into the program and getting them interested in the program, is sometimes difficult. Sometimes the folks that have chronic pain who are still out there in the working community, we have not – we have not figured out a way to get them into a program yet. Though, we will keep working with that. Also, we are trying to appeal to the younger Vets. But we have not made good strides with that, either. We are hoping to come up with, I do not know, the warrior challenge interdisciplinary program with instead of simply having activities here at our VA, we can do some of the Wounded Warrior things where they are going out. They are skiing, or shooting, or whatever together similar to what they did in the military. Or that cohesiveness that they experienced in the military. Our outcome measures, these are the ones that we chose. They are all well-defined and standardized measures with…
I am going to use all of the – misspeak all of the appropriate terms like reliable and consistent, and all of that. But we have used these. We follow our patients prior to starting this program and on their way through. Then following the program as well to show and at least demonstrate to us how they are doing with the program. This is what impresses me about CARF. If we look at the first four measures there, at least two-thirds of the patients improve with the CARF program in those domains. I cannot think of a medication that we have that experience with. I cannot think of an injection or a surgery that we have that experience with. If you look at the last one, average pain intensity; not everybody gets better with pain intention – intensity. But functionally, and probably socially, and emotionally, folks get better with the CARF program. Okay? This is fairly stable after three months.
Let me go back. I thought we had one there to hear. I must have taken the slide out. But we actually had one year to year that showed it was pretty stable at a year or two. People who have participated in this program have made real changes in their life. Alright, now this is one success story. This patient is not unusual to our program. But this patient was willing to – he was very forthright about his success and he wanted to share that. But he was a Veteran, a Vietnam Veteran. He had multiple areas of pain. Again, I do not. I think he has got head, shoulders, knees, and toes. He had troubled with depression, PTSD. That is – we often find that.
We often find a history of substance abuse in our patients as well. But usually it is a chronic pain or a number of chronic pains that has been aggravated by a psychiatric condition. He just says flat out, I have been looking for a way to do and to deal with this pain. Individually, or I guess not as a – as an interdisciplinary team, he had been engaged in psychology and psychiatry. This is his – this is his change as we went through it. His baseline, he had relatively high scores, a high level of dysfunction post-treatment. He was improved in every area. It was stable at his four month follow-up. He became engaged in the program. He practiced this and he kept with it. I think we have got a quote out here from him. [Silence] I really like that.
We have had as we have gone through the CARF program. We have had Veterans come back and speak to our different groups and speak at orientation. Some of our orientees are skeptical about the program having someone like this come back and say, you know what? I was just like you. Now, I am a whole lot better through this program. Really it is about teaching, and re-educating the patient about having a good life. Now, alright. Now, we made a decision a couple of years back to allow marijuana. In the first couple of years of the program, we said if you are – if you are smoking marijuana, we do not want you.
You are going to have to stop before you join this program. But then as Dr. Mitchell came on board, we relaxed that standard. We said, you know what? We are going to – we are going to look at our patients who smoke marijuana. We are going to look at our patients who do not smoke marijuana. Maybe there is a potential study in this. At the same time, we do not want to exclude anybody who is able to fully participate in the program. There we are. We are allowing marijuana. We are tracking it. We have not applied for our formal study yet. But hopefully at some point and time we will get that. We will get that rolling. I do not know that our outcome – that the number of folks who completed the program will allow us to make.
I do not know if we have got enough yet. Because it is still fairly well, a rarity in our program that someone is actively smoking marijuana. Bumps in the road, my gosh – we – you would love to have this. This CARF program as laid down and good forever. But as soon as it was laid down and good forever, Dr. Bank moved to a VA in Florida. It took a while to find Dr. Mitchell. In the meantime, we had to bridge with a couple of psychologists. Fortunately, we knew that Dr. Bank was leaving in time. We got someone in to train. As Dr. Mitchell came on board and got her feet on the ground here, we had someone who could cross cover with that. Our physical therapist expanded her family. We had to have some cross coverage there as well. Our pain physician deployed twice. We had to have some cross coverage there. That is the big part of this. We did have back up plans. We knew these things were going to happen.
Nothing was unexpected, cross training with – between Dr. Bank and Dr. Mitchell being on board full time. We scaled back our admissions. We ran I want to say just one class per week. That is all we had access to. But we went back and disclosed this to CARF. They were happy that we had been able to continue the program during this. They were satisfied with our efforts. We are always reaching. I put starting soon on our new pain physician. That is Dr. Crooks, and she is actually on this call. I think she will start on the 14th of July. We are really looking forward to having her. She is a board certified physiatrist. She has a holistic approach to medicine. I think that is going to be very helpful. I see her fully integrated in our CARF program. Just today, our chiropractic resident started.
We have another full-time chiropractor who is coming on board this fall – been hired and going through the credentialing process. Our future goals; and you do not have to memorize the building numbers. But we are getting our interventional suites so we can decompress some of this space here on our… We are kind of landlocked in this building right now. But to decompress that long-term, they are going to be moving us to a new building where we will actually have a real dedicated space. Where we will have some exercise rooms and some meditation rooms. Our old conference room, all of those things.
As part of our, VISN 15, we have a catchment area that expands – that crosses a number of states. But we would like to see a larger program where we can have folks come in on a, perhaps on a Sunday night, and do a CARF program on Monday and Tuesday. Then come back a couple of weeks later and do the same thing. I do not know if it will work. We can only try it. We would also like to have an inpatient program. We are thinking about getting that started.
My gosh, calendar year '14, we are halfway through. I do not know, maybe I should change that to a '15, or a '16. But we would also like to export training to other VISN facilities or other facilities just within the VA. Yeah, golly, that was 31 minutes. I am going to pause to take a breath. I do not know if Heidi is going to come online and guide me through some of these questions or what?
Moderator 1:
This is Robin Masheb. I was going to do the Q&A for you today.
James Toombs:
Okay.
Moderator 1:
Dr. Toombs, and we have got some really good ones here. Can you tell us where you do the aqua therapy? Is it on-site and how do you do it? What can you tell you tell us about that?
James Toombs:
Aqua therapy, we are blessed on this campus to have a 93 degree pool, and rec therapists that staff that. It is in a big gym complex on this campus. But our goal is to teach patients in this aqua therapy class what they need to be doing in aqua therapy at their home, YMCA gym, or community center gym that has a pool. We do have the trainers here. We do have the access. But if you recommended aqua therapy, the way I would reach out to this as a CARF program would be to develop the resources and the contacts within the local community pools or the local YMCAs to try to get patients in there. We love aqua therapy.
Moderator 1:
Great. Can you tell us a little bit about the training of the physician who reduces the pain medication? Do they need specialized training for that?
James Toombs:
Well, that is me. It starts out with that simple conversation. Mr. So and so, you are on 18 medications. I see you are taking Flexeril out here. How is that working for you? No, not at all? Well, why do we not go ahead and try to taper you off of that. Or just completely eliminate that; and gabapentin, the same thing. We really work on it is fairly straightforward. When we start working on opioids, that is a little bit more difficult. What we have found is that while the CARF program provides a good solid rung for patients to hold onto, they may want to hold on to that opioid or rung until they have got a firm grip on the next one. We do not start opioid tapering until maybe four weeks into the program. But that is a clear expectation from the front that we will want to get people down or off opioids completely. 
Moderator 1:
We have a question from Houston. They are having difficulty recruiting a pain physician. Do you have any hints or suggestions for them?  

James Toombs:
My gosh, it seems that many of the pain physicians out there are strict interventionalists. They want to do interventions. They are reluctant to prescribe medications. We looked. We specifically were looking for someone who had good patient skills and inpatient experience with or without a solid background in pain. We appealed to family docs, internists, and PM&R physicians. That is who – that is who our announcement went out to. We had some very good interviews. We hired the most exceptional candidate, Dr. Crooks. 
Moderator 1:
Great, we have a couple of questions about patient compliance. First, on being if the patient is not willing or interested in tapering off of opioids. Are they excluded from the program? Or, what do you do in that situation?
James Toombs:
Well, and that is a – that is more complicated. Because we, when we are doing orientation, a part of that orientation talks about the potential dangers of medications. One of those being opioids, the long-term risk. The, really, the known and the unknown risk of long-term opioids. We let people know that it is an expectation that we will taper off in time. That may, if you are dealing with Methadone and trying to taper off a significant dope – dose of Methadone over 14 weeks, you may not be able to do that. But that is our goal. We do not want people to balk at the program because they think they are going to have to come off opioids right away. We have got to – we have got to do a little bit of bargaining there to say. The guys say, you know what? I am taking three Vicodin a day, and I am very happy with that. I do not want to quit that.
We get into the program to say okay, now that you are doing better. Now that you are doing more, why do we not try just going to twice a day. I will not change your prescription. But let us try to go with twice a day. Let me know how you are doing with that. Initially, we said. We have made a whole bunch of mistakes in the CARF program. But, initially, we said we have… You have got to come off opioids. People refused admission then. Now, we have people and I would say 25 percent of our folks coming in are on opioids.
They still – they come in on opioids. Some of them leave on opioids, but most of them actually finish the tapering and do just fine. Once they have something else to hold on to. Once they have another solid rung. When we begin the taper, and they find out how little opioids are doing for them long-term, they are pretty happy with that.
Moderator 1:
Can you talk a little bit about other compliance issues you might have that Veterans are not completing? For example, the intake or coming into the number of sessions you want them to come in. What types of things do you do to address these problems?
Moderator 1:
Everybody has a sick day. Everybody goes on vacation. Everybody has to move. Folks will miss a session here or there. We expect that. We allow make up sessions. Dr. Mitchell will conduct those for folks missing here and there. Maybe one or two sessions over the course of the 14 weeks. Other compliance issues; not doing the homework. If a person is…  
We have given them the physical therapy exercises to help them. They are telling us – or via their log book, they show that they are not doing them. We have got to figure out why they are not doing them. Or, if they are ever going to do them? Are they just showing up just to show up to say, yes, I did this program. It is not going to help me? Or, are they showing up to get better?
Moderator 1:
Somebody asked about occupational therapy. That it seems like you have a very comprehensive team. But there is no occupational therapist. How do you work in, for example, working on activities of daily living and functionality?

James Toombs:
Well, we do have a – we do have occupational therapy access. We just do not have them as a regular part of this. But if I want to involve an occupational therapist, I walk down two floors. They are there. Or, I can engage them in part of the consult. Or a note to say this person is having mobility issues in their home. How can we get someone to assess them for assisted devices? It is actually fairly straightforward for us to engage occupational therapy. I do not know…
Moderator 1:
What are your thoughts about an intensive daily program versus one that is longer or over a longer period of time?
James Toombs:
Well, I think we are going to try to move to adding an intensive daily program whether that is an inpatient program. We considered an inpatient program. But it might actually be a day program modeled after – modeled after Tampa. I think there is a place for it. My personal thoughts, this might be a place for a younger Vet who is coming off active duty with these issues; and not fully sure how to re-engage in the community dealing with chronic pain, or maybe substance abuse, or psychiatric issues. That a three week program, just kind of the functional life boot camp. It might be very helpful for them. We are moving toward adding that.
Moderator 1:
I have quite a few questions about the nuts and bolts of what you do.
James Toombs:
Okay.
Moderator 1:
Here is one. Do you do a rolling admission? Or, do you work with cohorts? Have you had experience with both? What do you seem to prefer?

James Toombs:
We do orientation every week. We do intake every week. Then, we start our groups rolling. We will have a Monday group that is opening up soon. Then three weeks after that, we will have a Wednesday group. Or four weeks after that, we will have a Wednesday group that opens up. We keep folks.
We kind of know when the next group. Well, I kind of know. We know when the next group is starting. We will also query patients, too. How would Wednesday mornings work for you? How will Monday mornings work for you? What about Thursdays? Figure out which group they are going to fit into.
Moderator 1:
Here is another technical question. How many patients do you have at one time, a maximum number of patients?
James Toombs:
Our maximum number right now is six for group. Though, I think we could expand that to eight, if we had like one more office. Again, we are landlocked here. When we – in that window, where they are seeing the chiropractor, the physical therapist, and the pain doc, and the pharmacist, and the nutritionist, we are landlocked in the number of patients that we can see. 

We also do not want them to have too much downtime in that window, that 9:00 to 11:00 window. If you are just seeing the chiropractor and the physical therapist, and the pain doc, that may only take an hour to get through. If we are – if we expanded our group to eight right now, we do not have…
For example, we do not have a place for our physical therapist to work on more than one patient at once. We are hopeful – and hopefully, if we can get a little bit more space here, we will expand to eight patients. We really want to increase the number of patients that we see. But again, we have got limitations in what we have got here.

Moderator 1:
Here are some more technical questions. Can you talk about the note taking that you do? Do you do some sort of weekly interdisciplinary note? Are there notes from the individual providers? 
James Toombs:
There are notes from the individual providers that all have an interdisciplinary header on them. We tried doing a parent note and these as all child notes. We found that was not very helpful so they all exist out there. But when you see them. When you look under CPRS, you will see them all just grouped up together. We do interdisciplinary meetings. We do intake. Generally, Dr. Mitchell will do an intake that is a summary of all of our thoughts. We will do midterms.
We will do discharge planning. Then we will do. Yes, so those are the group notes that we do. Everyone gets – puts input in there. Then we have a patient discussion. We also meet weekly for 30 minutes, or an hour, or whatever it takes to go through each of the active patients and the issues that we are seeing with them. How to best address those with their next visit.
Moderator 1:
You mentioned the discharge planning. Can you give us some details about what is included in the discharge plan?

James Toombs:
Discharge planning and what medications, they are going to continue. Or what medications are going to continue tapering off. When their follow ups individually might be with the chiropractor. Let us say Dr. Wakefield just started a patient on a course of acupuncture. Well, she may have that continue for several more weeks.
Our physical therapist, Dr. Keys may want to see them. They may be getting fitted for a new brace. But they do not quite have it yet. She may want to see them a couple of weeks down the road, or a couple of months down the road. Of course, we always set a follow-up with me about three months after the program ends; and remind the patients about the booster sessions and also the support group sessions.

Moderator 1:
I just wanted to clarify, too. You mentioned that you have a maximum of six people per group.

James Toombs:
Yes.

Moderator 1:
Then you have different groups running on different days.

James Toombs:
Yes. Okay, for clarity, we have a group on Monday and Wednesday. We have one group on Monday that just meets on Mondays for 14 weeks; Wednesdays for 14 weeks or Thursdays for 14 weeks; and a maximum of, of six in each group. We are running at most 18 people through this program at once.
Moderator 1:
Okay, great. Do you have a maximum opioid dose that is allowed to enter the program?
James Toombs:
No, but we have a minimum. No, there is no maximum opioid dose. But if they are – let us say they are coming in on something that is just amazing; 400 mcg of fentanyl per hour. They are wearing four of the 100 mcg patches. We will probably admit them to the hospital and try an opioid detox prior to admission to the CARF program. Because that would be just too dangerous to try to taper them outpatient. We do an inpatient detox.
Moderator 1:
We have several questions about CARF. The first one is if we steal the program from you and steal your wheel, do we have to see accreditation by CARF? Or, can we adapt what you have and work it into what we are already doing at our VA?

James Toombs:
Yeah, certainly, if you meet the two ears, four legs, and a tail. The two ears; you are pain doc, your pain psychologist, and one other allied health professional. You have got the cornerstone of a CARF program. Then, you just have to decide how it is going to look and from there. It does not have to look like our program. But it might.

Moderator 1:
Can you talk a little bit about the CARF accreditation process and what paperwork is involved and maybe financial demand to get started?

James Toombs:
I cannot speak to the financial demands. The paperwork to get started, you have to have, before you can get accreditation. I want to say you have to have six months of outcomes. Your program has to be active, and running, and producing outcomes before they will come and look at you. I want to say that is six months. We started our program in August of 2009. I do not know. I cannot recall when we were accredited. But it was probably eight or nine months after that. We got our accreditation.

Moderator 1:
That is a long time.

James Toombs:
We had a, just a budding program. We had already made a bunch of mistakes. It was a fairly easy process. Now, we are blessed in St. Louis. We have many other CARF programs in St. Louis. We have other CARF. We have other program managers who are experienced with the CARF process and building your CARF binder; and getting your teams together; and building notes in the interdisciplinary notes. But one of the things that Takisha did. She went to the CARF training.
I want to say it is called CARF 101. She was very happy with that. She learned a ton about CARF. Adam and I visiting Tampa and talking with San Juan, we had ideas of what the program should look like. But technically, we were not sure how we were going to get accreditation. Takisha put that together for us. She is an exceptional resource.
Moderator 1:
Can you talk about how your chronic pain management services are integrated into primary care?
James Toombs:
Man, pain is primary care and we are under primary care.
Moderator 1:
Okay.

James Toombs:
That is easy.

Moderator 1:
A couple of other questions about the opioids. Is the opioid agreement used in other areas other than your CARF program?

James Toombs:
We have, if you look at our program in general, we believe in the universal precautions with regard to prescribing opioids. That is informed consent. The VA has a new form for that. An opioid agreement which essentially is part of that new informed consent. Frequent visits and regular and random urine drug testing. We maintain an opioid refill clinic here for patients who are marginally compliant or having difficulties with compliance with their medications. But we are not quite sure that opioids are the right medication for them.

Moderator 1:
If somebody is not able to complete the taper in the 14 weeks, how do you follow up with them and, or discharge them? What does their plan look like?

James Toombs:
Well, it just depends. It is probably going to be. We rarely send someone back to their primary care physician saying this patient does not want to finish their opioid taper. You are just going to have to continue it. We will probably end up seeing them in the opioid refill clinic; and reemphasizing the message and the, of CARF. Either maintaining them on their medications or continuing their taper off, though it might be slower.

Moderator 1:
Do you actually do urine drug screening in your program?

James Toombs:
We do. We do work collect. We do not send folks to the lab. We say there is the restroom. Here is your cup. Go fill it up.

Moderator 1:
Okay. In VA San Juan, we have three CARF accreditations. All of the staff is involved in working with the CARF standards and binders. How do you do it?  Do you have one person working with binders? Or, do you have all of the team involved with the CARF standard preparation.

James Toombs:
Everybody is involved with the CARF standards. But we have keeper of the binder. That is Takisha Lovelace. She is the one who goes through and says this is our emergency exercise for the month for CARF. We will go through that. This is something. This is a policy that we need to update because CARF has produced a new standard. We need to look at what we are doing and change our policy accordingly. Takisha does that. But typically this is done, I would say at a roundtable. But our table is more rectangular. This is done at a meeting where we go through and we talk about the various issues that are involved.

Moderator 1:
We have a question about co-morbid and psychiatric problems. Do you have access to a psychiatrist on your team?  How do you manage that?

James Toombs:
We do not have access to a support. We do not have a psychiatrist on our team. We have a, the pain psychologist. But we are on the same campus as the psychiatrist. We can reach out to those folks as well when we have questions about medications. More often than not in our program, folks are stable psychiatrically when they enter. We hope that they stay stable all the way through. Sometimes we will look at a medication and say you know what? If we change this to a different medication, we might be able to get you not only treatment for your depression but also treatment for pain, too. We will look at those as well.

Moderator 1:
Do you have a sense of what percentage of the patients receive individual therapy?

James Toombs:
No, I really do not. But I do not.

Moderator 1:
Okay. I have a bunch of questions about outcome. Concerning outcome measures, does CARF have recommendations for tools, the tools selected? Could you please comment on the reasons for choosing particular tools such as the PCS or Catastrophic Thinking?

James Toombs:
Okay. I am going to go back to what I had said as I pulled those up. We wanted to choose things that were reliable and reproducible, and fairly straightforward. That a patient might be able to complete without a ton of involvement from the staff. Those were the measures that we came up with. I do not know that CARF has any particular measurement requirements. I think Takisha could answer that. But they have never had an issue with the ones that we used. I think we may have stolen some of these from Tampa and San Juan.

Moderator 1:
Can you tell us how you do the outcome measures?  Is it done by phone, mail, in person, and at what time point do you do these?

James Toombs:
Okay. We do pre-outcome measures prior at our intake visit. Doctor, or the patients are given the different measures to complete. Then each one of those is discussed with Dr. Mitchell and she will score them. The same term midway through, and then at discharge, and then at follow-up.

Moderator 1:
How do you measure the percentage of patients who met their goals; which is a CARF standard?

James Toombs:
I am going to have to. I am going to have to take a pass on that question. Was it a [indiscernable]? I am not sure how Dr. Mitchell does that. I am not sure. In fact, I do not know that I have ever seen 50 percent of our patients met their goal. I do not know that I have ever seen a number like that produced from our program. Though it probably does exist; I am just probably unaware of it.
Moderator 1:
I am not sure if you can address this question. It is about how does your program address patient goals? Do the patients develop their own goals or do they come from the team? How is that handled if you have an interdisciplinary team? Or does one discipline take the lead on that?

James Toombs:
We do it. It is really a combination. Patients will give us goals. They will give us good, simple ones like I want to be able to return to work. Or, I want to be able to – I want to be able to go shopping and not have to rely on the cart, or to get around. I want to be able to play with my grandchildren. I would like to be able to go fishing. They give us some of those goals. 

With respect to things like physical therapy, I mean, we specify range of motion; and increase in strength and such. It really is a combination. I do not think that any one discipline takes the lead on this. I think I probably am further back in the pack with respect to setting individual patient goals with the exception of trying to decrease their medications by one or two while they are part of the program. 

Moderator 1:
I am going back to the questions about CARF. How many months or years of data did you need prior to being able to apply?

James Toombs:
I want to say that is six months of data. We needed six months of data prior to applying. But I think, Takisha, if anyone sends her a direct message; I think she can answer that directly.

Moderator 1:
Going back to the question about how you're integrated with primary care. Is there a consult that goes from primary care to primary care? Or, is it consult?

James Toombs:
It is a consult that goes. We have a general pain consult. But once you get into the consult, it divides down into do they want to see the chiropractor? Or, do they want to see the interventionalist? Do they want to participate in the CARF program, so on and so forth. As we get these consults, we evaluate them and try to make our assessment; which program they would fit best with.

Moderator 1:
We have a final question to the urine drug screen. Do you have a lab tech that comes up and collects the specimens? How often do you do it?

James Toombs:
We do it most every visit, but probably at least… It has got to have a regularness to it and a randomness to it. Our nurse coordinator collects those and gets those delivered to the lab.

Moderator 1:
Alright.

James Toombs:
We also have a temperature gun, too. We can do that. We do temperature testing. It is not in a directly observed specimen like in the military. It is not perfect. It is as good as we can get without being too intrusive.

Moderator 1:
Do you have a sense of what percentage of your patients have a psychiatric diagnosis? Are there a percentage that do not get into the program because they need sort of other care?

James Toombs:
It is a very – it is a very small percentage that do not get into our program because of psychiatric issues. A very small percentage and almost everyone in the program has a co-morbid psychiatric issue that is. It is managed as effectively as it can be. But there are – as long as they are able to fully participate in the program, we are good. We are blessed here in St. Louis. We have an ACT program. That is Acceptance and Commitment Therapy. It is a six week program for folks who have florid substance abuse or uncontrolled psychiatric issues where the information is similar; but the expectations of attendance, and so on and so forth are much less. We are trying to engage people through this program.

Moderator 1:
I have from Carrie Willardbeau, thank you and an answer about the outcome question. You need six months of outcome measures prior to survey. CARF did not have any requirements for specific measures other than the need to monitor efficiency, effectiveness, and satisfaction, and process. 

James Toombs:
Yeah.

Moderator 1:
The tools need to be reliable and valid.

James Toombs:
That is what I like about CARF. They have their general guidelines. I want this bread to taste good. Whether you use white flour, or wheat flour, or whatever, as long as the bread tastes good, you are good to go.
Moderator 1:
I think you answered this question before. But let us just clarify it. Do you do one group and six patients every 14 weeks? Or, do you have them running simultaneous? But you said you have about three groups that are running simultaneous to them.

James Toombs:
Yeah, running simultaneously, yeah.

Moderator 1:
Do you know if Dr. Mitchell works from an acceptance and commitment therapy perspective?

James Toombs:
No, I do not. I cannot answer that directly.
Moderator 1:
Alright. I am running out of questions. I do not know if anybody has any others?

James Toombs:
Man, I am running out of jokes.
Moderator 1:
I do not know if you had any final thoughts for us?

James Toombs:
My final thought is this. I think CARF is the best work that we do in this pain clinic. It is – you can really see some incredible outcomes in patients. An incredible change from that surely sarcastic disheartened person who shows up for orientation to someone who is telling you stories at week 14; and doing so much better. They are proud to show you their log book from the gym.
I do think CARF is very resource intensive as well. If you look at the number of folks that see these patients, the number of contact hours that we have. That is the balance that we run. At least at this point and time, and at this facility, they said that the CARF program is a must. We are going to support it. 
Moderator 1:
We have one interesting follow up question to that. Are the members of your team only designated to the pain group? Or, do they have other responsibilities to the VA?

James Toombs:
Everyone has other responsibilities. As I said, Dr. Mitchell is probably 80 percent committed to CARF. I am probably 20 or 25 percent. Our physical therapist is probably 30 percent. Our chiropractor is probably ten or 15 percent. Our pain pharmacist is probably ten or 15 percent. Everybody else has other jobs.
Moderator 1:
Do you have any sense of a percentage of patients that return to opioids after they are discharged from the program?

James Toombs:
It is pretty low, but it does happen. We have started crafting a reminder that will go on the chart to remind the primary care doc. It will pop up kind of like a warning that says did you know this patient went through the CARF program and got tapered off of opioids?  Please consider that before restarting your opioids and give me a call.
Moderator 1:
Thank you so much, Dr. Toombs. We are at the end of the hour. But we really appreciate your preparing and presenting. It was a great talk and we had some really great feedback from the audience. Just one more reminder to hold on another minute or two. The feedback form has just come up.

James Toombs:
Okay.

Moderator 1:
Our next Cyberseminar will be on Tuesday, September 2nd, by Dr. Elizabeth Oliva. We are going to be skipping the month of August. We will be sending registration information out to everyone around the 15th of August. I want to thank everyone for joining us at this HSR&D Cyberseminar. We hope to see you at a future session. Thank you.

Dr. Kerns: This is Bob, Bob Kerns. I just wanted to thank James also, personally. This was a great presentation. Getting into some of the weeds with these questions that are coming from the field is really helpful, I am sure. I want to also just show my appreciation for all of the people that are attending the call today. Many of you probably are working diligently; either have developed a CARF program in your facility or are working to secure this kind of accreditation, and acknowledgement for your programs. That is just wonderful for us as we work to build that. Rebuild this capacity in the VA; we are doing great work. I thank you all for that. Thanks again to Robin, and Heidi Schlueter, and the folks at CIDER for their support for this Cyberseminar. Thanks, everybody.

Moderator 1:
Thank you.

James Toombs:
You are welcome.

Moderator 1:
Take care.
[END OF TAPE]
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