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Unidentified Female:
…. _____ [00:00:001], Director of Education at the PRIME Center. I will be hosting our monthly pain call entitled A Spotlight on Pain Management. Today's session is CHANGES IN PAIN INTENSITY OVER TIME IN A NATIONAL COHORT OF OLDER VETERANS: Exploring associations of pain scores with prescription opioids. 

I would like to introduce our presenter for today, Dr. Steven Dobscha. Dr. Dobscha is Director of the Center to Improve Veteran Involvement in Care at VA Portland's Health Care System; and Professor of Psychiatry at Oregon Health & Science University. He is also principal investigator on several projects exploring interactions of primary care teams with Veterans prior to suicide. Measuring effectiveness of smartphone applications for suicidal ideation; and examining the use of open notes in mental health settings.

Finally, he is interested in identifying predictors of improvements in pain scores among older Veterans. We will be holding questions for the end of the talk. At the end of the hour, there will be a feedback form to fill out immediately following the session. Please stick around for a minute or two to complete this short form, as it is critically important to help us provide you with great programming. 

Dr. Bob Kerns, Direct of the PRIME Center is on our call today. He will be available to answer any questions related to policy. Now, I am going to turn this over to our presenter. 

Steven Dobscha:
Hello. Thanks very much Robin. Today I'm going to be speaking as Heidi and Robin noted about changes in pain intensity over time in a national cohort of older Veterans. In conducting this project, we are really interested in getting into exploring associations of pain scores with prescription opioids in particular. 

Heidi, I have a bad echo. But I assume there is not much I can do about it. I am just going to carry on.

Unidentified Female:
Yeah. I am hearing the same echo. We are getting comments in from the audience. I think everyone is hearing the echo. For the panelists, Rob and Bob, make sure your phones are muted. Hopefully that will help clear it up. 

Steven Dobscha:
Alright, let us test it here. This is my disclosure statement. I have nothing really relevant to disclose here. I do want to say that perhaps a more useful disclosure is that this is all very much a work in progress. I think you will see throughout the talk that the findings get a little bit more preliminary and nuanced. 

What I am going to cover today; first I will talk a little bit. I will give some background about pain and pain treatment in older adults. I will also speak about pain measurement processes in VA. I will give an overview of the methods to our analyses; and then, present three sets of analyses and findings to date. 

The first being an analysis looking at short-term variability and pain scores within individuals. Next, predictors of improvements in pain scores over time; and then we will talk a little bit about an analysis that is still in progress where we are examining the subgroup of Veterans who initiate prescriptions, opioids after having not been on them. 

I wanted to do a – start out with a poll partly to direct how I am going to – what I am going to be talking about today. I will read the question; which is what is your primary role in VA? There are several potential answers; student, trainee, or fellow, clinician, researchers, manager or policy-maker, and other. 

Unidentified Female:
We will give everyone just a few more moments to respond there before I close the poll question out. It looks like things are slowing down a little bit. I will close that. Here are the results. 

Steven Dobscha:
Alright, so we have about four percent students, trainees, or fellows; and 49 percent clinicians; and 35 percent researcher, and 6 percent manager or policy-maker; and about 6 percent other. Alright, thank you. This talk, I think is fairly heavy on the research. But I will do my best to talk about clinical applicability and really where their research is heading. To give a little bit of background, we know that – 

Unidentified Female:
Steve, we need to…. I am sorry. We need you to click on that button to show your screen again.

Steven Dobscha:
I do not see the button. 

Unidentified Female:
Okay. let me pull it back here so I can….

Steven Dobscha:
There it is.

Unidentified Female:
Okay. Thanks.

Steven Dobscha:
Okay, thanks. Up to approximately 31 percent of adults have chronic pain. We know that from a number of studies in the past decade that up to a half of Veterans treated in most VA care settings have chronic pain. It is certainly a prevalent problem in the patients that we treat. We also know that adult, older adults are at an especially high risk for pain problems. If you look in the general population about half have chronic pain as compared to 31 percent of the overall U.S. populations. 

Now interestingly, older adults are frequently excluded from clinical trials, paint treatments, at least traditionally that has been so. Even when they are not, often trial results are often not stratified. They age. In general, we do not know quite as much about pain and the treatment of pain in older adults. We do not know as much about the course of pain over time really or its natural history. We do not know as much about effective pain therapies. Of relevance to this talk, we do not know as much about the factors that might be associated with positive or negative pain treatment outcomes. 

Stepping aside to look at opioids for a minute, as I am sure many of the audience know, we really do not know much about the effectiveness of longer term opioid use. There has certainly been a number of clinical trials looking at shorter term use, perhaps up to 12 weeks, often showing improvements with opioids. But really, very little data out there looking at long-term opioid use and its effectiveness. Meanwhile, rates of opioid prescribing actually for all populations, but including older adults has increased in recent years. In some patient populations, the oldest patient group is more likely to receive opioids than some of the younger age groups. We also note that older adults are at greater risk for adverse effects of opioids. It will certainly include falls, cognitive problems, polypharmacy, at least in the sense that opioid may be combined with a number of other medications patients are taking. This can lead to drug interaction problems, or for example, over sedations. 

Finally, mortality; older adults are not immune from overdosed deaths. There are higher risks of opioids – of overdose deaths that have been detected among patients prescribed opioids who are older. Finally, the last section of background really is about pain measurement in the VA. The VA’s Pain as 5th Vital sign Initiative began in 1998. This was part of the National Pain Management Strategy, which sought to promote pain detection, assessment, monitoring, and provision of timely and appropriate treatment. 

As one part of this, the 11-point Numeric Rating Scale was implemented or to be administered at almost all outpatient encounters. I am guessing most of you are familiar with that. Patients are essentially asked to rate their pain on a scale from zero, representing no pain, to ten representing the worst possible pain. The VA version asks patients to rate pain intensity as experienced today. There are other versions of the NRS that asks people to do it over the past couple of weeks and the past month. 

The NRS has been well validated. It is a reliable measure. But that is really often – it has really often been tested more in research settings or at least as part of research protocols. In contrast, there's relatively little information about NRS as we use it here in the VA and clinical practice. It is part of a large health system routinely given. We do not really know as much for example, about impacts, and really how people use the measure. Interestingly, and relevant here is that NRS data are available in VA's Corporate Data Warehouse. In the past couple of years have become available to researchers through the VA Informatics and Computing Infrastructure, otherwise known as VINCI; which really presents a wonderful opportunity to be able to examine these pain scores especially over time. 

We had a project funded by the National Institute of Aging. This is a list of my collaborators and co-investigators. We sought to examine prescription opioid use and changes in pain intensity in older Veterans. The main project aims are as follows. In a cohort of Veterans 65 years and older treated in the VA who have moderate or greater levels of baseline pain intensity; and who have not been prescribed opioids in the past 12 months identify factors associated with changes in NRS scores over time. 

Then, the secondary aim is to examine the subgroup of Veterans who initiate prescription opioids during the study periods. Identify the extent to which opioids or other factors are associated with improvements in NRS scores. In other words, can we identify characteristics of people that might be more or less likely to show improvements in NRS pain scores with opioids. If you give an overview of our approach, we identified a national cohort of Veterans who were 65 years or older who had indicators of chronic pain. 

In order to determine if they had chronic pain, we had the following inclusion criteria. We sought to find people who had NRS scores obtained in outpatient care in at least three different months in 2010. When people had more than one NRS score in the same month, we averaged them. Everybody had at least three average monthly pain scores beginning with the cohort. 

In order to be in the cohort, they had to be scores at least four. Four is a commonly used cut off representing at least a moderate level of pain that should prompt further evaluation by a clinician and possibly treatment. That is why we used a cut off of four. In order to enhance accuracy, our criteria for chronic pain, we also required at least one ICD-9 pain diagnosis in the 12 months prior to the last qualifying pain score. 

This comes from a study by Tian who did some work with Connecticut Health System and their electronic health record looking at various methods of identifying people with pain. He found that an addition of diagnosis to pain scores enhanced accuracy of making that determination. We excluded people in this study who had an opioid prescription in the 12 months prior to the index date. We really did that so we could really try to understand impacts of incident of opioid prescribing. What happens after somebody starts an opioid? But as will come up several times in this talk, that definitely impacts generalizability of our results. 

We are really focusing on a population now that is able to not be on an opioid, or has not been prescribed an opioid. Well, that does have potential impacts. We also excluded patients in an opioid substitution program, and patients with cancer diagnoses in the 12 months prior to the index date. It also excluded patients who died in the 12 months after the index date. We wanted to try to focus on people who were getting more traditional outpatient care for their chronic pain rather in this case palliative care. 

This is a slide just showing how we constructed our sample. We started with about six million people who had at least one – I said that was outpatient contact. By the time you exclude things like telephone visits, and pharmacy interactions, and such, then you end up with about 4.8 million Veterans who have at least some outpatient pain score data available in 2010. We restricted the sample of the people in the older age groups; and then, who met our chronic pain criteria, taking out exclusions. We ended up with a sample of about 13,000 people who had indicators of chronic _____ [00:15:25] cancer pain. 

I cannot skip this. Before we start talking about analyses, I wanted to just show the audience, these are the first 20 people, pretty random, in the sample. Each one of these little graph here is this is individual numbers one NRS scores over a 12 month period. For example, this person had an NRS score of about three in month three; zero in month seven; and up here to four in month eight. If you are like me, and you look at this, things seem kind of all over the place. There is variability in how many NRS scores people get. 

There is variability in the timing of the NRS scores. There is certainly variability in the trajectories or the patterns that individual patients will demonstrate. We found this. It continues to be a very challenging project. That is how can we really make sense of all of this? Is there meaningful information that we can extract? 

One of the first things we decided to do was to just step back a little bit and look at variability within individuals before we started comparing groups of individuals. This led to our first analysis, which is looking at short-term variability and pain scores. We sought here to describe variability in NRS scores within a one month time frame within individuals. 

The secondary objective for the project was to explore patient characteristics that might be associated with that variability. Why is this potentially, clinically important? Well, I think it is important for a few reasons. Guidelines for chronic pain certainly recommend monitoring treatment response over time. But it is really fairly unknown how NRS scores may vary over time. If variability is small – in other words people tend to have similar pain scores over time, then single scores might be more useful to a clinician. On the other hand, if that variability is large; and people are fluctuating frequently within days and within weeks, then single scores are really going to be much less useful. 

The reality is in practice that clinicians often may have only one recent score available to him. They may not see some patients that frequently at all. We do not have other regularly obtained measures of pain or impacts of pain to work with, at least in our current medical record. We think it would be important to determine how useful it really is, our individual scores. What did we do here? 

We focused on a subgroup of patients who had – who met our inclusion criteria and had chronic pain. But who had two or more scores in each of two or more months over 12 months. People who had multiple pain scores and that has been in pain within multiple months. We measured short-term variability by averaging for each individual the within month range of scores. For example, if a patient during a given a month had a score of three, and the score of five; then that person's within month range would be two. 

We required two different months for each individual in the sample; and then averaged those to get a sense of what is the typical within month range of scores? I will mention that our analyses excluded pain scores that were obtained during inpatient residential and nursing home stays. We did that to try to again capture scores that were obtained more routine outpatient care as opposed to scores that might be obtained right around the time of an acute event. Again, this is the decision that might have some impacts on overall generalizability. 

I just wanted to give you a picture of the sample that we are working with. This is the short-term variability subgroup. These are the people who had at least two months with multiple scores. You can see that the average age is 74. Almost all of the Veterans in the sample were male; I think the 65 percent white, and 20 percent black; marital status, about half were married. Here you can see in the service connected disability that almost half of the group, it was 50 percent or more service connected. You are seeing here that compared to national VA demographics certainly the group is older, which was by design. A little bit more likely to be male; and that service connected status, people were more likely to have service connected disabilities in this group that we studied. 

Just looking at some of the clinical characteristics, the baseline pain intensity score; which by the way for all of these analyses were obtained using three different NRS pain scores obtained in three different months prior to the beginning of the study period. It is based on multiple scores. That score was 5.3. 

This is the Selim comorbidity index score, which we separated into strata. Essentially what the Selim is, it is based on ICD diagnoses that are available in the record. Higher scores indicate more medical morbidity overall. This is a fair degree of morbidity in this sample, which totally makes sense. Because we have selected people who have had multiple visits within multiple months. These people are likely to be sicker or to have more active medical problems than your general VA population. Again, a potential limitation in terms of the generalizability results. 

We found the mental health diagnosis were common in this group. Patients often had multiple pain diagnoses. We have got those listed here. Let us cut to the findings. When we look at the distribution of those ranges in pain scores, what you see is that about a third of the group have a zero range; which means that at time point one, they have a score of three. Then a couple of weeks later, they had another score at three; so, very little change in that group. 

On the other hand, if you look at the scale and add up the numbers, it turns out that over half of the group, just over half of the group had ranges that were greater than two; which means they were – there is a difference in those on average – in the two different pains scores that were obtained during that month. That is important. Because it has been shown, or several studies suggest the changes of two in the NRS are clinically important. Now another way of looking at that is that 30 percent changes in NRS scores are also considered clinically important. Looking at the average baseline score, this represents about a 36 percent change on average in this score. 

What this second diagram, graph below is – we just decided to look at any Veteran who had two or more scores in any month; and look into every single one of those months in the sample. This sample, it had about 8,000 people in it. You can see that if you look at any month from any of the Veterans in the sample that you have a similar pattern. What this means is that over half of the group had clinically meaningful changes in their NRS scores within a one month period. 

We then examined what factors might be associated with that variability. We found a number of significant findings. Keep in mind though that it is a fairly large sample. Often you can have significant differences in a sample when it is very large without it necessarily being clinically meaningful. We found that being black or Hispanic had a – it was associated with a slightly higher odds of having more variability as opposed to less variability. Being divorced or separated; and having certain pain diagnoses, and having greater baseline pain intensity was associated with greater one month variability. 

We had planned to do a sensitivity analysis before we began the trial or the study where – in which we used three months of data or more rather than just two. We found that when we did that, the significant race, ethnicity, and diagnoses associations we found appear were no longer significant. You will see that the magnitude of most of these differences are pretty small. For example, being divorced or separated, there was really only a ten percent increased likelihood of having more variability as compared to people who were married. The only variable that stood out as having more, a stronger magnitude of difference was Selim score. In other words, patients who had more comorbid conditions were more likely to have greater variability and within-month – or within-month pain scores. 

That concludes the discussion of this analysis. The majority of patients from the sample did have clinical meaningful variation and pain scores within a given month. This emphasizes a clinician should really work with more than just one pain score to make treatment decisions. I would note. I am not sure how often clinicians look at them, but pain scores over time are available in the vital signs package in CPRS. I would encourage people to be looking at those scores when they are available. Again, some patients may not be seen that often. That is going to be a problem. I of course, just want to acknowledge that if we had additional information about function, quality of life, and satisfaction all recommended components of monitoring for pain, that would certainly be helpful. But at the current time, those information are not available. 

Our results also impact the use of NRS scores for research, which is actually where we started in this analysis. It really emphasized that you need to be looking at multiple NRS scores. I would also say that we did not find much variance in pain score ranges using these data and except for perhaps Selim scores being the most prediction; which suggested that the comorbidity may contribute to variation in patient's pain intensity experience. I would note that the factors that predict short-term variability may be different than those that predict pain prognosis. We had hypothesized for example, that mental health diagnoses might be associated with more variability. Or, because mental health diagnoses are often associated with worse prognosis, and more – a higher likelihood of getting opioids, et cetera. But none of those factors really stood out. But variability seems to be a different issue. 

Alright, let me get to what I think are some of the more interesting things but getting a little bit more preliminary. Let us start with this, the second poll, if we could set that up. The question is what do you think happens to pain scores over time in older Veterans? The answers are they tend to improve. They tend to get worse. They tend to stay the same. 

Unidentified Female:
Responses are coming in. We will give you all a few more moments to put an answer in. I will close it out. Okay, it looks like things are slowing down here. There we go.

Steven Dobscha:
Alright, okay. The responses here, they tend to improve. We have about 15 percent of the group responding. They tend to get worse; 38 percent of that. They tend to stay the same, 47 percent. Alright, thank you. Show my screen, alright. Here is the answer. Well, I think it is more nuanced than that. Let me show you what we are seeing here. We looked at within subject change in NRS scores compared to baseline here. 

On the Y axis, we have the average relative decrease in pain from baseline. This is the group of patients at three months into the study, three months after their index dates who had three months of pain scores. We averaged those scores. We then compared those scores within individuals to their baseline. Essentially, or what we – what you are seeing here is that on average, patients in this group had a 22 or 23 percent decrease in their NRS pain scores. In other words, they showed better pain – or less pain, 23 percent less compared to baseline on average. 

We did the same thing at month four, five, and six. At each time point, you are seeing based on the last three pain scores available for each patient in here, that you are getting an average relative decrease in pain. This would suggest that on average, pain scores tend to improve over time in the group compared to their baseline status. 

This, I think is actually pretty interesting. We decided to stratify that same analysis according to age. What you are seeing here is that Veterans in the oldest age groups represented by these triangles actually showed greater improvements compared to Veterans in our youngest age group; which was the ages 65 to 70 – 74. We will come back to some of this might mean or how it might be explored further in a while.

This is our first look at opioid status. This is essentially, we looked as whether any opioid prescription was given in the 12 months after the index date. This is a really rough look here at opioid status. We found that Veterans who received an opioid showed lower decreases in pain as compared to Veterans who were not prescribed opioids. This calls upon me to say a very important caveat about all this. That is that we need to be careful about not assuming causal relationships. People who receive opioid medication prescriptions may have worse pain conditions or worse prognosis. 

We cannot assume that the opioid medication causes them to do more poorly over time. It is actually possible that opioid medications might have prevented them from doing even worse. I would encourage the group to keep that in mind as we look at some of these other findings related to opioid status. These are the results of a longitudinal analysis. We use the longitudinal mixed model. It was to look at the relationship of baseline information to sets of three month average pain scores over time. Essentially what we are seeing here is that a positive number here for the coefficients indicates more improvement over time. 

It turns out that the patients – and these models are adjusted for multiple observations over time as well as facility; a possible inter-class, the correlations in the same facility. Essentially you are seeing that higher baseline NRS scores are associated with more improvement. As we saw in the previous graph, the oldest age group was more liekly to have improvement compared to the younger age groups. The reference group is 65 to 74. Men tended to show a higher likelihood of improvement compared to women. 

Getting back to that service connection issue, patients who have had service connected disabilities were less likely to show improvements over time. Then were mental health diagnoses when people who had those in the prior year were less likely to show improvements. This is very consistent with prior literature as well as several other particular pain diagnoses. I have not included a number of other non-significant variables up here. But I will say what they were. Race and ethnicity was not associated one way or the other with improvements in pain scores over time. Actually substance use disorder and nicotine was not associated. 

Comorbidity in this case was not associated with improvements. Several other pain diagnoses were not associated. Let me keep going. Because I think you will see that some of these themes come back. This is a very different way of looking at the data. This is a survival analysis. Here what we measured was time to showing a sustained improvement from baseline. Again, we took three different scores, three different months of pain scores. When someone had on average across those three different pains scores of 30 percent improvement from their baseline score, we considered them to have a sustained improvement. We measured the time to that. 

What we are seeing here, this is the hazard ratio. A number above one indicates again improvement. A number less than one indicates a worsening. Here you are seeing that in that prior month opioid status, it was associated with less improvement. In this case opioid status is a time varying co-variate because we measure it every month. On the other hand, we looked to see if they have had it in multiple months prior to that. There are probably are better ways of looking at this, which we still have yet to do. 

But essentially, we are seeing that opioids were associated with worse improvement; again, a higher average NRS score was associated with more improvement. Great, the oldest age group had more improvement, less improvement, and the highest service connected disability group. In this case, substance use disorder did show up as being associated with less improvement as did other mental health diagnoses. This is another way really of looking at the exact same data. On this Y axis, we are seeing the percentage of patients who showed a sustained improvement at each time point. These are graphed according to prior month opioid status. 

You are seeing it all time points; people who got an opioid in the prior month were less likely to show improvement over time. To summarize this of analyses, we are seeing that pain intensity scores improve on average over time in older Veterans. We see that there are several predictors of improvements in pain scores, a higher baseline NRS. 

I will just mention that people that have raised the idea of regression to the mean. That certainly would be consistent with finding the higher baseline NRS. It showed more improvement. You will see the same types of finding in depression studies. But that may not explain all of it. People who have higher baseline NRS might have for example, more acute injuries that they then recover from in a way that might be different than other types of chronic pain. The oldest age group, older age is associated with more improvement in pain scores. Not having a service connected disability; and the absence of mental health diagnoses, and not being prescribed an opioid are all predictions of improvements. 

Looking at this, we thought it would be very helpful, if we could drill down and learn a little bit more about what happens after people initiate opioids. For example, does dose matter? Which might be another way of looking at the opioid questions. Now these analyses are getting a little bit more preliminary. This is a smaller group of people who over the course of the study, over 12 months, initiated opioids. It's about 3,000 patients. Here we do. I am showing another survival analysis; so really done the same way that I described a few minutes ago, looking at what variables might be associated with again, sustained improvement in NRS scores. 

What you are seeing here again is that baseline pain score was associated with more improvement over time. If we look at opioid dose in the prior month; and dichotomized it into above or below the median opioid dose; and these are all based on morphine equivalents. We found that higher doses were associated with less improvement in pain scores. We have here age; again, similar finding to what we saw in the larger sample before, which is that patients in the oldest age groups were more likely to show improvements. 

The comorbidity information here is just a little bit hard to interpret. What we are seeing is that people in this middle comorbidity range were a little less likely to show improvement. Patients in the highest comorbidity range were more likely to show improvement. I am not sure how to interpret that at this point. Service connection findings were very similar to before. Again, the patients with the highest level of service connected disability were less likely to show improvement. Certain pain diagnoses were also associated with less improvement. In this case, people who were seeing diagnoses of low back pain and headache. Again, this is another way of looking at the same data and looking at each time point. 

This is, well, it is actually graphed a little bit differently. But essentially you are seeing that patients who had the opioid doses in the prior month above the median, larger opioid doses were less likely to show improvements over time. To summarize this analysis, what we are seeing here is that the factors associated with improvement in the opioid initiation subgroup tend to mirror those of the larger sample. Within the opioid subgroup, higher prior month opioid doses are associated with less improvement in pain scores over time. 

Despite my, the caveats about opioids and not assuming causality between the use of opioids and lack of improvement, I would note that overall we are not seeing on average that initiation of prescription opioids leads to improved pain intensity within individuals over time. We are certainly not seeing a positive effect where people who initiate opioids tend to improve over time. It does not rule out that opioids might be preventing them from doing worse, if that makes sense. There, I just put my – I wrote them down here in terms of the caveats about causality. Is there anything that we can do about this causality issue? Well, kind of – it turns out that there are some types of statistical approaches that can be used to help adjust for what is called treatment bias. 

Treatment bias is the idea that patients who are prescribed opioids, they are different than people who are not prescribed opioids. That is at least a good reason why they get started on opioids. Again, their disease severity may be worse. There certainly could be something different about the communications with the clinician. There are a couple of techniques that can be used to help adjust for that. Propensity score model, it can be used to help adjust for treatment bias when… I heard that we can use measurable – we can use other variables in the data set to help adjust for that treatment bias. 

There is another type of analysis called instrumental variable analysis, which economists sometimes use typically; which can help to adjust for variables or factors that we are not able to measure. We have not done either of those yet. But before I – and I will come back to the next steps idea. But I did want to discuss some of our findings. First, our results are actually fairly consistent with several prior observational studies. For example, Eriksen showed using data from the Danish Health & Morbidity study; this was a cross sectional study. But it found that patients who were prescribed opioids actually showed worse pain intensity and disability than those who had not been prescribed opioids. 

Using data from the women's health initiative cohort study, Braden showed that baseline opioid use was associated with worse subsequent outcomes over time. Ashworth similarly showed in a perfective cohort study, in which they actually did use propensity scores to adjust for opioid treatment bias that opioid status at baseline predicted slightly worse disability status. Our findings are consistent with this. I will again note that there is almost no clinical trials of opioid therapy for chronic pain that use longer term follow-up. These types of observational studies may be the best that we have to date. I wanted to talk a little bit about what we found in terms of the age groups and outcomes. Again, there is limited information in the literature on the natural history of pain in older age groups; and longitudinal pain treatment outcomes in older persons. 

There have been a number of epidemiologic studies looking at the prevalence or the course of pain across age strata. Although, a number of these studies have not really looked changes in pain over time within individuals. But essentially, they are a mixed _____ [00:46:25]. There are a few that would show that the oldest age group, patients in the oldest age group tend to have some improvements in pain intensity; which is what we measured in this study. But there are other studies, which don't show those differences across age groups. It does seem clear that as age increases, the prevalence and perceptions of pain in various regions of the body change. While prevalence may or may not change overall, certainly certain body parts are affected differently as people get older. It also appears that pain interference likely increases. 

One of the main limitations of this project; and I think NRS scores is that they are really only looking at one facet of the pain experience. As people get older, the effects of that pain on them may change, and may be more profound. That brings me to just a few other key limitations. I have mentioned generalizability several times. I won't go into that in detail. I would mention another limitation is that although we carefully chose our criteria for our indicators of chronic pain and how we define the population, there is no gold standard at this point in large data sets for how you define a chronic pain population. We did try to be consistent with some of our prior work and others. But this is definitely a limitation that can effect how we compare our findings with others. Certainly limited data are available in the VA administrative data sets. For example, we do not have data on functional status or quality of life that are obtained longitudinally or even at all really as a routine part of a practice. As noted, we did not adjust for measured or unmeasured of the severity, which might have contributed to opioid treatment bias. What are our next steps? Well, there are several things we want to do. First is to look at the larger group of Veterans, not just older Veterans. We want to do a more comprehensive characterization of opioid dose. I will just show you another kind of an appetizer slide. This is similar to that slide I showed a while ago. But this is – I think there might be 30. I do not know how many people are shown here. But anyway, each one of these little graphs shows the average opioid dose during that month of the study. You can see this Veteran got no opioids during that – over the course of the study period. This shows the does on average per daily dose. The average daily dose during these months for this Veteran. Again, you are seeing a fair amount of variations. One of the things that we would like to do is – and probably should do is look at our analysis according to opioid use patterns. See if we can identify some basic patterns. We also want to look at cumulative burden of opioid use over time. In other words and kind of add up how much opioid milligrams a person has received over from the time of the index date forward; and look at opioid use that way. As noted, we want to use propensity score and instrumental variable analysis to attempt to adjust for measurable and unmeasurable disease severity. We are also pretty interested in using a latent class or clustering group based trajectory analyses to try to identify characteristics of patients who may be more or less likely to show a response to opioids, or a lack of response. To really help clinicians and perhaps policymakers to be making some decisions in that regard. I am going to stop. I will take some questions.

Unidentified Female:
Thank you, Dr. Dobscha. We have some great questions here and keep them coming in. There a couple of questions about surgery and whether – I guess you took that into account in these analyses. Or, how you think that it might affect your outcome.

Steven Dobscha:
Yeah. We did look at whether someone had a major surgery during the study period. It actually did not show up as being significantly associated with these outcomes. But I have to say we probably need to do a little bit more. Because we have not looked at the timing of that surgery. 

Unidentified Female:
Someone also asked about what your thoughts were in terms of _____ [00:51:43], the sample that you selected. It had very high pain scores. It might be overrepresentative of how changes in pain occur. Whether you were concerned about things like regression to the mean for subsequent pain scores. On the flip side of that is that patients who tend to come in to see their doctor, tend to come into the doctor because they are having _____ [00:52:09], and they might have more pain. It might be that patients whose pain got better just did not show up again for another appointment during that 12 month period of time. If you could just speak to those kind of opposite…

Steven Dobscha:
Right. 

Unidentified Female:
– Things that actually – 

Steven Dobscha:
Well, those are…. Yeah, well those are all excellent points. I mean, that is certainly. Yes, so in order to be in this sample, you had to have at least three follow-up pain scores in the period. Yeah, it is quite possible that patients might have dropped out or would not have been represented in the sample who had substantial improvements. Again, that remains – that is an important point. It would suggest, in that sense, it really would suggest that we have a patient with – we have a group of patients with chronic pain. Because it does not go away. 

But I think all of those points are excellent. We did consider the regression to the mean issue. We decided that we wanted to focus on people who had indicators of chronic pain. We certainly could have done some of these analyses using an overall group who might have had lower average baseline pain scores. But some of the analysis are very difficult to do, if you do not have an elevated pain score to begin with. Because you cannot demonstrate that there was or was not an improvement in that score. 

Unidentified Female:
I know that this is not part of NRS. This is hard to look at in the electronic health record. But are you doing any work in terms of looking at other characteristics of pain site, interference, and things like that in terms of looking at the clinical notes, or?

Steven Dobscha:
Right. We have not for this study. Right now, we have really been focusing mainly on just working with this large data set, and VA administrative data. Certainly there are other people in the VA who are looking at those types of things. Actually, I will take that back. Dr. Lovejoy who works with me is conducting a project where we are looking at people who discontinue opioids. People who were taking at least a year of opioids, and then – and then they are stopped. Because we are trying to understand factors associated with this continuation. Also, what happened with the patient when their opioid might be discontinued by their clinicians. That actually involved them going into a sub-sample of Veterans's charts to try to understand what is happening there.

Unidentified Female:
Would you have any recommendations for clinicians about another measure that would be helpful for them? You had started out your presentation talking about how this pain scale is used in research. But we really do not know, its utility for a clinician. But is there something like the multidimensional pain inventory that you would recommend? Or, something that would be easier for clinicians to use to monitor – ?

Steven Dobscha:
Right. 

Unidentified Female:
– The patient's progress?

Steven Dobscha:
Yeah. Ideally…. We are getting that echo again. But ideally measures used in clinical practice would address multiple domains. It has been recommended that those would be functional status, quality of life, or satisfaction. The measure, the ideal measure, it needs to be useful and brief. I have been looking at this recently. I think that although there is still a growing body of literature that _____ [00:56:02 to 00:56:03] use, the PEG developed by Erin Krebs and others, probably a pretty good measure in that it is really three items. Three items from the _____ [00:56:12] pain inventory that have been validated and at least address a pain intensity and pain related function, and quality of life. But it is not – at least currently, it is not incorporated into routine practice. But I would look pretty carefully at that one for something that you could do probably very quickly, for example, in a primary care centers. 

Unidentified Female:
I am sure this is difficult to _____ [00:56:42] with the kind of data that you were analyzing. But this is just an interesting point that patients on opioids often overstate their pain because of a concern that reporting a lower score will lead to dose reduction. Is there any way to take that into account in terms of reporting bias?

Steven Dobscha:
Yeah. There is not really, and certainly in what we are doing here. There are other limitations for the NRS. Karl Lorenz and others have looked at – and actually, I think Rich Mularski have looked at impacts of the NRS currently used. There are problems sometimes with administration. People are not administering the measure the same way every time. There are also issues with clinicians perhaps not even seeing the results or acting on them. I guess I would say there is a lot of potential challenges to get valid data from a patient and actually turn that into appropriate clinical actions.

Unidentified Female:
What are your thoughts and maybe Bob Kerns is here on the call. You can also speak to this about what are the implications of some of your findings in terms of informing the opioid therapy risk report?

Steven Dobscha:
Well, let me just say my piece. Then Bob can certainly chime in. I think that it is a little too preliminary. I would like us to more carefully examine again with individuals. Right now, I have reported on a lot of group average kind of information. But I am particularly interested in some of these trajectory types of analyses where we can see within individuals, are there people who are or are not showing improvements? I also am wary about the issue of opioid treatment bias.

Bob Kerns:
This is Bob. I appreciate that. I think there are…. This kind of research is really important work. I applaud Steve for being systematic. When you look at pain intensity ratings, there are only a couple of investigators. _____ [00:59:01] Joe _____ [00:59:02] in our group who are taking a deep dive here. I think this is all important work. The systematic approach to examining its relationship to opioid prescribing in this special population is of particular interest. However, as you have emphasized Steve, and probably as further underlined by some of the questions, there are several unanswered. There are unobserved variables that are important, and functioning being one of the most important ones. The experience of individual providers in interaction with individual patients and making a decision. It is tailored at the, literally at the patient's level. I think that is really where we are heading in terms of prescribing opioids for particularly vulnerable and at risk Veterans. This kind of nomothetic research, it is important that ultimately it will be important probably to pain, probably way downstream in ideographic kind of approach looking at individual patients and those interactions that is shared in the context of shared decision making.

Unidentified Female:
Thank you. I am going to sign off here. Thank you Dr. Dobscha for preparing and presenting. We very much appreciate it. Our audience had some great questions. Please just hold on for another minute or two for the feedback form to come up. Our next Cyberseminar will be on Tuesday, June 2nd by Dr. Penny Brennan. It is called Effect of Mental Health Disorders on Pain and Pain Treatments in VHA Community Living Centers. We will be sending out registration information around the 15th of the month. I want to thank everyone for joining us at this HSR&D Cyberseminar.

[END OF TAPE] 
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