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Heidi:	     I am going to get things started. We are at the top of the hour here and I would hate to run out of time. I am sure Robin will call back in or I will email her and we will figure out the computer audio. 

Joe:	Okay. 

Operator:	The broadcast is now starting. All attendees are in listen only mode. 

Heidi:	    Hi everyone. This is Heidi Schlueter at CIDER and I want to welcome you to today’s HSR&D Cyber Seminar. If you can hear an echo in my voice, I apologize. I am just doing an introduction and then you will not hear me for the rest of the session so please hopefully, bear with me for just a minute or two. Today’s session is the musculoskeletal disorders cohort, a resource for collaborative pain relevant health services research. If anyone is looking for handouts or captions, we have tiny URLs on the screen or there were direct clickable links in the reminder that was sent out this morning. We are recording today’s call. We will make that available in our catalog archive. We will be sending that link out to everyone who did register for today’s call as soon as that is posted. I want to do a quick introduction of our presenter. Today’s presenter is Joe Goulet. He is the Director of Methods and Biostatistics Core at the PRIME Research Service Methodology and Biostatistics Core at the Connecticut Healthcare System and Assistant Professor of Psychiatry at Yale University. I am going to make you the presenter here and then turn things over to you. 

Joe:	Okay, I am not showing my screen. 

Heidi:	We were just seeing your screen. Okay and right now, I can see your screen but no slides. 

Joe:	Right, oh boy. 

Heidi:	Do you have your slides up?

Joe:	Nope. 

Heidi:	Okay, you want to pull your slides up because that is what we are going to be displaying. 

Joe:	Okay. How’s this?

Heidi:	And just put it in slideshow mode. 

Joe:	Yep, great. 

Heidi:	Perfect. Here we go. 

Joe:	Thank you very much Heidi and thank you everyone for showing up for today’s talk. I just want to mention that Sally Haskell and I gave the very first spotlight on pain management just a little over seven years ago and that talk informs at least in part the talk that we will be giving today. So, today I will speaking about the construction and some collaborative products of the Musculoskeletal Disorders Cohort Project or as we refer to it here as simply the MSD cohort. The MSD cohort is a project is part of the CREATE, which is part of the PRIME center of innovation. Dr. Bastian is the Director and the MSD Cohort Project is one of the three projects in the CREATE. So, I want to say up front no conflicts of interest, standard disclosure, views expressed are those of the presenters and do not necessarily reflect the position or policy of the VA or the US Government. The project is supported by a grant from HSR&D and the MSD Project is a work in progress in a sense that we are actively working on many more studies and then we will be able to give in detail or even mention here today. So, we have a session outline I would like to go over briefly some background about pain which should be very familiar to most of the people on the call today then go over some of the ends of the MSD Project, detail three studies to date of the MSD Project, some other current and ongoing studies, mention a few grants that were informed by either methods or algorithms from MSD cohort and then have a little additional information given the time. So, next I wanted to start off with a poll to help me better understand who is on the call today so what is your primary role in the VA? Are you a student, trainee, fellow, clinician or primarily a researcher, manager or policy maker, or other?

Heidi:	 And if you fall in that other category, feel free to let us know what your role is by typing that into the questions pane. I am going to give everyone just a few more moments before we close the poll out and go through the responses. I am going to close this out here and what we are seeing is 0 student trainee or fellow, 29% clinicians, 44% researcher, 8% manager or policymaker and 19% other. Thank you everyone. 

Joe:	Thank you. Okay, so this talk is pretty heavy on research results, lots of tables, numbers, and statistics so just to give people a heads up. Again, by way of background, we know from several studies that up 50% of Veterans and VA carry arthritic pain which may be higher among women Veterans and the number of Veterans with low back pain or LBP is growing. That was a recent paper by Patsy Sinnott. Also prescription opioids are a driving factor in overdose deaths in the United States and Veterans in particular on high-dose opioids are at an increased suicide risk. Also, the cost of the VA for low back pain care in particular were estimated a few years back at about 2.2 billion dollars. So, now again a little bit of detail on the ends of the MSD Cohort Project. M1 is to identify Veterans with MSD, musculoskeletal disorders and describe their sociodemographic and clinical characteristics, variation in pain screening, severity and persistence, and the duration of recurrence of MSD episode. _____ [00:07:02] is assess variation in pain treatment and outcomes including differences in time and types of treatment, effective mental health treatment on pain, and adverse of events associated with chronic opioid therapy. 

The third aim is to estimate the cost of MSD care and that would be by patient and facility characteristics, clinical characteristics, and also resulting from adverse events associated with opioid therapy. I will describe several completed ongoing studies again based upon the MSD cohort that addressed these. First, before I get into that, I wanted to present results of a recent paper done by colleagues here asking members of Dr. Kern’s National VA Pain Research Working Group about their use of VA EHR data sources, electronic and health record data sources. So, we asked respondents to indicate whether they used any of eight EHR sources and to rate their opinion on the validity of the source of data on a scale of 1, sorry, going right the NRS there, on a scale of 1 which is not valid to 7 which is valid. So, as you can see here, 78% reported using the NRS scores in pain research and the average median score actually, impression of validity, was 5 which is a pretty high rating of validity of the score. I mentioned this because I will be presenting a lot on the NRS score, the pain intensity and numeric rating scale score sorry. As many people are probably aware, the NRS is part of the VAs, Pain as the 5th Vital Sign Initiative, which began in 1998. This is part of the National Pain Management Strategy and the NRS is an 11-point scale and it is administered in many outpatient encounters. The NRS has been validated but mostly in a research setting. In contrast, there is very little information about the NRS on such a large scale such as in the MSD Cohort Project. So, poll number two, how many years experience do you have working with VA EHR data, 0, none, less than 1, 1 to 2 years, 3 to 6, or 7 or more. 

Heidi:	    Again, I will give everyone just a few more moments to respond before we close the poll out and go through the results. Okay and what we are seeing is 26% of the audience saying that they have no experience, 12% less than one year, 22% one to two years, 20% three to six years, and 20% seven or more years. Thank you everyone. 

Joe: 	Okay, thank you. I asked this question because the MSD cohort is constructed at least at this point entirely from VA EHR data. We do have future plans to conduct the patient level survey. So, this is the first paper describing and addressing in one of the MSD Cohort Project. It was recently published on pain and it describes the basic methods and sociodemographic and clinical characteristics of cohort members. I will go over a few aspects of the results of this study in order to highlight what is available for further research and to set the stage for a later study. So, the methods to construct the cohort and we are building on a prior study such as Dr. Haskell’s Women’s Veterans Cohort Study using similar algorithms and we search the VAs EHR to identify Veterans with ICD-9 CM Diagnosis Codes including but not limited to joint disorders, back disorders, and neck disorders. Again, in keeping with prior and other VA cohorts inclusion criteria where two or more outpatient visits within 18 months, that is that the patient had to have two MSD codes that occurred within an 18-month period of one another or one or more inpatient visits with an MSD diagnosis at anytime between calendar years 2000 and 2011. We used the first MSD diagnosis date as the index date as the start of observation. 

Then, we linked and extracted other demographic and clinical data from TBW tables including prior to and following the MSD index date and prior to and following allowance for longitudinal analysis. We included data such as non-MSD-comorbid condition such as depressive disorders and medical disorders such as diabetes, pharmacy data including dispensed opioids prescriptions, and of course, once again, the pain intensity numeric rating scales for the NRS. We put no exclusion criteria on the first pass at the cut of the MSD data in order to be able to later create some samples of particular interest. We cast a very broad net in part because many potential studies of interest, some of which, I will mention later will have different criteria or inclusions. So, very briefly the results. The cohort currently includes data on over 5 million Veterans with one or more MSD diagnoses and I say currently because we can and will update the data to include more cases as they come in. Of note, this represents nearly 55% of all VHA users during the observation period. Overall, 37.4% of the cohort were age 65 or older on their MSD index date and 6% are over 314,000 were women Veterans and 73.6 identified as white. So, as mentioned previously, the first MSD date of record is the index date. So, what this table is presenting is the Veteran’s characteristics by the year in which they entered into the cohort. So, for instance in 2000, over 1.1 million Veterans were entered into the cohort, 43% of those entering into the cohort in that year were age 65 or older, 5.5% were women, and 74.6% were white. Whereas in 2011, only 27.5% of the entrance were age 65 or older, 7.7% were women, and 69.6% were white. So, these differences may in part reflect the changing demographics of people serving in the military and enrolling for VA services when they separate from the military. For instance, the increase in the number of women entering into the cohort in later years is reflective in the recent proportion of women serving in the military. It also reflects a great proportion of instance case in more recent years as many Veterans in the first few years of the cohort may have had longstanding or prevalent conditions. 

This is a common situation in creating cohorts like this. Go back to that again, so again, I stress that it is not cumulative so 2011 is only the people who entered in that year so it doesn’t accumulate to the 5 million but in this column, it is an accumulative amount. So, this is a little more detail on the specific proportion of Veterans with MSDs so for instance in the dark blue 26.5% of Veterans entering the cohort had a non-traumatic joint disorder. We pulled osteoarthritis out from the non-traumatic joint disorder. These are AHR groupings by the way because of the high prevalence of that, you can see that in the dark green, 25.4% had a back disorder diagnoses. A couple of other things of note here is that over 15% of Veterans entering had  two or more simultaneous MSD diagnoses at the same time. We also included some fairly low prevalence disorders like temporomandibular disorders, which is about 0.3%. One of the benefits of casting this wide net and including so many people again that we can study some of the aspects of fairly low prevalence disorders such as temporomandibular disorders and lupus. This I promise is the last big table but I just wanted to highlight again using the cohort entry year detail the changing constellation of musculoskeletal disorders depending upon when the person is entering as a cohort. So, people entering in 2000 about 15.8% had a non-traumatic joint disorder while in 2011, 22.5% had a non-traumatic joint disorder. I think what is most striking here is in the earlier entrance the prevalence of multiple MSD disorders was 12.2% whereas the latest entrance the prevalence of multiple MSDs was over 20%. Oh, it is not the last big table sorry. This is the last big table. 

Okay, so this is describing several selected non-MSD-comorbid conditions and again, how they changed depending on the year of the entrant. These are only co-morbid conditions active at or around the time of the MSD diagnosis. They are not lifetime diagnosis or even the Veteran’s history in the VA; they are active in the 12 months before or 6 months after the MSD diagnosis. It does not include diagnosis that he may eventually get in the future. So, again, we see the changing constellation. In 2013, 0.6% of the entrants had a depressive disorder diagnosis, 19% in 2011. Alcohol disorders, drug use disorders remain relatively stable, the same with hypertension and diabetes. However, the prevalence of obesity increases pretty substantially. Again, these entrants in the later years are younger on average Veterans. So, the conclusion for this paper in particular was that over 50% of Veterans receiving VA care between calendar years 2000 and 2011 had one or more diagnosed musculoskeletal disorder. Of particular note, multiple MSDs are increasing among younger Veterans deserves particular attention and also these data demonstrate the potential of the MSD cohort to study complex interaction among demographic and clinical characteristics including changes over time. So, poll number three. I didn’t get into this despite talking so much about the NRS score but what do you think was the most common pain intensity numeric rating scale score reported on the MSD index date? Was it 0, 1, 4, 7, or 10? 

Heidi:  	   And we will give everyone a few more moments to respond again before we close out the poll. It looks like we have slowed down. So, what we are seeing is 18% saying 0, 2% saying 1, 24% 4, 50% 7, and 6% 10. Thank you everyone. 

Joe:	Okay, the most common NRS reported on the day of the MSD was 0, over 40% of the sample. Male Veterans were more likely to report a 0 score than women Veterans and among those reporting 1 or higher women reported slightly higher average scores. Now, what we have got to remember is that this is over all MSD conditions and it is not adjusted for age or other differences between men and women Veterans which may compound the male to female comparison. Also, the MSD cohort, the diagnosis included for inclusion criteria are quite varied. As a kind of a side note, the statistician part of me looking at this distribution it presents particular statistical challenges since it is not normally distributed. There’s a lot more 0s than would be expected in a normal or even a plus on distribution. I hope to have a little time to discuss some of these issues later on. I think we have time to get that in the talk. So, the average NRS score on the index date was 3.4 and the variance was 7.2, which further highlights statistical issues that we can get into in detail. 

Again, as I mentioned, because the MSD cohort includes a large variety of musculoskeletal disorders, the NRS score, this is a rapid description detailing the average score within each diagnosis. So, for instance, among Veterans with a diagnosis of osteoporosis the mean score was 1 and the median score was 0 and among Veterans that were diagnosed with gout, the mean score was about 2 and again, the median score was 0. So, again, this offers some face validity to the NRS in that it does seem to map to condition in a way that at least clinically one would expect in that people with fractures, sprains, and strains, back disorders report higher NRS scores. Disorders such as osteoporosis and gout, especially gout, which may be intermittently very painful but not chronically report lower scores. It may also be correlated with the age of the Veteran but again more on that later. So, this is the second paper that was recently published addressing aim two part of aim two of the MSD cohort, this is on racial and ethnic differences and total knee arthroplasty in the Veteran’s Healthcare System 2001 to 2003. This was conducted by colleagues Leslie Hausmann and Said Ibrahim at VA Pittsburgh in the VA Center for Health, Equity, Research, and Promotion or CHERP. By way of background, knee osteoarthritis is a significant source of disability within the VA and in the civilian population. 

Total knee arthroplasty or TKA is a well-established surgical treatment for advanced OA cases or knee OA cases. Several studies in past have documented lower rates of TKA among blacks or Hispanic Veterans than white. So, the main objective of this particular study was to examine changes of total knee arthroplasty over time by race and ethnicity. That had not been done before. So, the methods for this particular study is we limited the sample to Veterans age 50 and older with an OA diagnosis, osteoarthritis diagnosis. Again, this is getting back to the idea of casting a wide net, not putting exclusion criteria on the cohort beforehand. We are able to look at all Veterans age 50 or older. The Veterans were then followed from their initial OA diagnosis index date until September 30, 2013, and we used Proportional Hazard Regression Analysis to examine racial and ethnic differences in the time to TKA by the year of OA diagnosis. We adjusted for age, sex, body mass index, other medical and mental health diagnosis and the pain NRS score. It is approximately for OA clinical severity, which we don’t readily have in the records. We also did a sensitivity analysis where a sub-sample of patients who had an orthopedic or rheumatology encounter on record. So, from the cohort we identified over 539,000 Veterans with an OA diagnosis, 473,000 were white, 50,000 were black, and 16,000 were Hispanic. Of note, we actually merged this data with TMS data to get some of the race information because the VA race data is often missing in CMS Medicare/Medicaid data is more often available. So, 12,000 of all of these Veterans identified as having an OA diagnosis had evidence from the VA of having received a TKA. In adjusted model TKA rates were significantly lower for black compare to white Veterans in all but two years and there were no Hispanic white or Hispanic black difference. In these patterns held in the specialty sub-clinic sample too of 148,000 Veterans. 

This is a grasp detecting those hazard ratios those differences. Again, the triangle is the black, white hazard ratio, the comparison between black and white on the time to or probability of the event and kind of read this from the bottom up and going in time from 2002 in the full analytic sample black Veterans were significantly less likely to have received the TKA compared to white Veterans. There is not significant difference in 2003 and then it becomes significant. Hispanic white comparison is the diamond and again, you can see the competence intervals overlap this bar here which means there is no significant difference between Hispanics compared to white. Again, that holds true in the subspecialty, those folks who visited _____ [00:27:23] room so we are pretty confident of that. That was published recently in Arthritis Care and Research. So, the conclusions from that particular study were that in the VA, black Veterans diagnosed with OA were on average less likely to undergo TKA than white Veterans. In contrast, Hispanics and whites received TKA in similar rates across all years. Again, there were no differences between the two and in conclusion, in order to ensure the healthcare needs of all Veterans, it is important to understand and develop interventions to reduce racial differences. It is also important to understand more in depth patient preferences I would say, that may be driving at least part of this difference. So, a third paper which is in progress, which is addressing aim three of the project are the cost of chronic pain care, this is Dr. Kerns. So again, this is a study in progress and the background of this is pain is significant driver of medical costs in the United States including the VA. Healthcare costs due to chronic pain estimated between 260 and 300 billion for the civilian population. Among Veterans reporting chronic pain in the MSD cohort, what we are working on is to describe the distribution of cost at the system level and at the Veteran level. So, our working definition of chronic pain is an average of three or more NRS scores reported in the 365 days following the MSD index date at least 30 days apart of three or higher. We have use the algorithm and others have used an algorithm similar to that including the original presentation by Sally and I seven years ago and the working definition of a current user is at least two visits in different years in the three years prior to the MSD index date. What we are doing there is cost will be aggregated into the following categories including total cost, inpatient, outpatient, emergency department, pharmacy and mental health treatment. So, I want to briefly go over some other manuscripts recently published or in submission. Again, a recent one was estimating healthcare mobility in the Veterans Healthcare System by Karen Wang and this was looking at Veterans moving between VA Health Systems. Many Veterans move quite a few times and how that might impact their continuity of care. Diana Higgins’ paper looking at gender differences among Veterans with musculoskeletal disorders including a constellation of disorders and co-morbidities and pain. Brenda Fenton is working on a paper on the association of over recurring painful medical and mental health conditions in Veterans with temporomandibular disorders. Dr. Jason Sico is actively working on a study looking at pain in an increased risk for stroke and Laura Wandner and others are working on a paper detailing the use of spinal cord stimulators in the musculoskeletal disorder and also looking at outcomes after receipt of spinal cord stimulator including reports of pain and use of opioids. So, as I mentioned there is a lot of other studies going on from the MSD Cohort Project. One presentation recently given to the Robert Wood Johnson’s Clinical Scholars Meeting was an analysis of Veterans with opioid use disorder receiving opioid agonist treatment and this is looking at patients in the MSD cohort who develop an opioid use disorder subsequent to their MSD diagnosis and then looking at portlets and predictors of receipt of opioid agonist treatment. Dr. Buta is working on a project looking at the trajectories, the course of pain, and the risk for incident depressive disorder diagnoses. What we are doing is limiting that to those patients who have no evidence of depressive disorder diagnosis prior to their MSD diagnosis. We have multiple pain scores. We create latent trajectories of the pain scores and look to see how those trajectories or courses of pain are associated with new diagnosis of depressive disorders. Dr. Bastian the Director of the PRIME is working on a project looking at gender differences in pain intensity and pain management among elderly Veterans 70 and older and I didn’t detail it above but there are a substantial number of Veterans over age 70 and over including a large number of women Veterans age 70 and older which sometimes surprises folks but women have served in the military for a long time and women have a survival so there are a lot of older women Veterans in this cohort. Dr. Heapy is working on a study looking at psychological treatments for chronic pain. One of the difficulties in a project or a study like this is that the psychological or mental health treatments specifically for pain don’t necessarily have a CPT code with them so it makes it very difficult to identify whether that particular mental health treatment was focused on pain for instance Dr. Heapy is an expert in provision of CBT, cognitive behavioral therapy for pain but there is no specific code for that so that is involving a lot of term review, a lot of NLP, a lot of searching notes to identify which treatments are most likely for chronic pain. Another study is much more informatics oriented, mining free texts. Again, the free text notes that are in the clinical, in EHR are opioid-related adverse drugs events that is Dr. Becker who is an addiction specialist here at VA Connecticut. A little project I was looking at presented at APS, the American Pain Society Meeting a couple of years ago looking at substantial variation in pain scores by the VA facility. We’ve also informed several grants and by that I mean we provided algorithms and some guidance on matters such as ______ [00:34:43] and CDW tables to identify Veterans with either musculoskeletal disorders at large or specific disorders so a person with the cost effectiveness of complimentary and alternative treatments to reduce pain. Another one was Diana Burgess’ IIR which is a proactive walking trial to reduce pain in black Veterans and what we provided there was an estimate of the number of black Veterans in VA Atlanta I think it was that met her criteria for her study. We don’t share data; we share algorithms, aggregate data. Another NIH study informed by the MSD, Pain Care Quality, Drs. Brandt, Kerns, and Luther, and Qing Zeng at Washington D.C. VA and I have an IIR under review looking at the association of CIH interventions with opioid use among Veterans with MSD and PTSD. 

In summary, I blasted through a lot of projects here. The MSD cohort is a very productive project. It is still a work in progress. There is a lot more to be done. It is a rich resource for collaborative pain relevant research I would like to think. We have an established process for collaboration and we have some forms if people would like to contact me later in which the investigator provides us with some information, some specification on what they would propose to do. Then, the proposer, proponent then works with the PIs to develop the proposal, Cindy and I helped develop that. Then, the proposal is presented on a conference call, which includes the co-investigators on the team. This process has worked very well. This is a list of the co-investigators currently involved in the project and I would also like to mention our operations partners including Dr. Predunk Sebring (PH), Sally Haskell’s of Women’s Health and Ben Kligler and for information there is a dedicated website for the project at HSR&D which goes over the PRIME, the CREATE, and the specific projects including the MSD Cohort in there. So, I will take a breath and answer any questions if I can. Thank you. 

Heidi:	    It sounds like Robin is having some issues connecting to the calls so Bob Kerns is here to help out with questions. Bob do we have you on the line? 

Bob:	Yes, can you hear me? 

Heidi:	    We can hear you, yes. 

Joe:	  Yep. 

Bob:	  I hear an echo. So, let me see I had the questions. I know that Steve Dobscha was asking about, he said he was little surprised to see that only 15% of Veterans in the MSD cohort had multiple MSD and I wonder if you could comment on that. Is that an artifact in some ways of the way the cohort is developed or something else? 

Joe:	 Well, again, the multiple MSD was at or around the time of the MSD index date so those Veterans will only one diagnosis say osteoarthritis, may go on to develop multiple MSDs later on in time. So, in a way it is kind of an artifact of just looking at that cross sectional. What did you look like when you entered the cohort, very recently, very small chunk of time? Again, in order to accumulate it over time I would suspect more people develop more conditions. 

Bob:	All right, thank you very much. Heidi, I am having trouble locating the questions now. 

Heidi:	     Okay, on that dashboard on the right hand side of your screen there should be a portion that says questions, if you click on the plus sign next to that, the questions would be in there. 

Bob:	Yeah, it was there but now it has, let’s see. I was looking at them, then I closed it out, and now it is not there.    

Heidi:	     Okay, I have got a couple of questions here. Let me ask what I can see here. 

Bob:	  I am very sorry. 

Heidi:	     No, it is okay, it happens. Are there pain specific ICD-9 codes? 

Joe:	There are very few ICD-9 codes, which specifically mention the word pain in them. There are a few such as joint pain NOS. That is in the AHRQ grouping for non-traumatic joint disorder but very few that mention pain specifically. 

Heidi:	    Great, thank you. The next question, great work and trusting city uptake in less than 40 year MSD at onset of worsened economic climate nationwide. Any other confounding factors? 

Joe:	Well again, a lot of the younger folks entering not necessarily all of them but I don’t even know the proportion may be serving in the recent conflicts overseas. So, we have never been sure at least none of the groups that I have been working with who has seen combat who has served overseas. We do know who has served in service of operations during Freedom Iraqi Freedom and the new one OND, which is Operation New Dawn, but serving and providing service in those eras did not necessarily going overseas and especially not combat. So, there may be some relation of that of recent service and the type of service. 

Heidi:	    Okay, great thank you. The next question, could you speak about the pain distribution you observed at cohort entry and how it would best be analyzed statistically?

Joe:	 Yeah, actually, sorry about that. We just got a paper published off of the Warwick’s cohort looking specifically at this. So, yeah, statistical methods for the analysis of pain intensity, numeric rating scale data. So, again, as mentioned before, the NRS scores are recorded are discrete values 0, 1, 2, 3, up to 10 and in this particular example they display a really high proportion of 0s and a right skew. So, we compared a number of statistical models to analyze this type of data that aren’t very commonly used in the medical literature. They are more often used in like economics. We compared linear regression of typical OLS models, generalized linear models such as plus on, negative binomial models and a couple of unusual models called zero-inflated hurdle models. We compared in contrast of these various models were describing analysis, which might want to use the full distribution of NRS scores of the outcome. People often dichotomize them to you know 4 or above, 1 or above, sometimes they may limit the sample to people with 1 or above but when you do that you lose a lot of information especially here you see that over 40% of people reported a 0. If you limited to only those 1 or above, you lose quite a few people and think some important information. So, this next slide, really colorful but a little busy and what we are doing here is we are comparing distributions to the actual data and trying to determine which statistical distributions best fits the data. The best fitting distribution and hence the model that goes along with it is called a hurdle model. A hurdle model is really kind of a two-part model and this is a very kind of really abstract 50,000-foot description of that kind of a model. In a hurdle model, which you are interested in is what variables distinguish between going from 0 to not 0 and then within not 0, the 1 and 10 what the association is there. So you can actually end up with a situation where say women were less likely to report 0 but women were more likely to report lower scores so that association or those parameter estimates can actually have two different interpretations depending upon where on the scale you are. This paper has just been published so I can share that for some more detail. 

Bob:	So, there’s  another question I can, if you are done with that. 

Joe:	Yep. 

Bob:	This is from Michael Saenger, Atlanta, what was the timing between the first visit or complete H&P and the first diagnosis of MSD? 

Joe:	Can you say that again Bob. 

Bob:	He is really asking about more about your speculation about what could account for the high proportion of 0s on the date of the MSD diagnosis. In other words, I think he is thinking that maybe there is information that led to, that could help understand the diagnosis of MSD and the absence of pain on a visit in for example, earlier notes when a more complete history and physical was done or something like that. 

Joe:	Oh, right, yes, indeed. I think I would suspect that some of these diagnoses are also, they are really not the incidence date. So, for instance, a fracture. I am not a clinician but I would expect that most Veterans who have a fracture don’t present at the VA with the fracture in the ED. Most likely, they would present at their local emergency department and then they come into the VA. Some care is provided by the clinician and so they note it in the record that the patient has a fracture. She comes in. She has a cast on her ankle. You address that issue. You appropriately put that down in your notes as the patient has a fracture but the patient perhaps had the fracture for 6 weeks ago, it is healing, it is doing fine and so she reports a 0. I mean that is a hypothetical situation and again with situations like gout and some of the other not persistently painful conditions, the patients may report a 0. Of course, as Steve Dobscha and others have detailed here Karl Lorenz and Erin Krebs there are issues with the administration of the NRS score, not administered consistently so we know there is some lack of reliability but again the graph that I displayed of the average scores by the specific MSD diagnosis at least give us some face validity to that measure. But, I agree, there could be ancillary information prior to the actual index date or the actual time that the diagnosis was recorded. 

Bob:	Okay, thank you. I don’t see other questions popping so I will take the liberty of asking one that I think could be a, I mean it is certainly something we have talked about a lot and I think it could be of interest to others. That is really using an observational cohort like this to be able to examine I guess outcomes of specific interventions. I am becoming aware myself about use of propensity scoring as an alternative to randomized controlled trials. Anyway, I wonder if you could just talk a little bit about the potential for using this kind of data, observational data for examination of outcomes. Do you think it is a worthwhile enterprise or are the limitations too great to really encourage that? 

Joe:	Well, yeah, of course, I think that it is definitely a worthwhile endeavor but like with any of the other analysis we do, I think it has to be very careful about definition, time frames, for instance with the spinal cord stimulator implant, one of the things that we found when we were first looking for people who received that. At first pass, you look at the surgical procedure codes. You see a lot of people when you actually look at the notes. You see some of those were actually trials and the device was never  implanted. Right, so some people had X plants, implants and so then to do a follow up on that if you are interested in looking at subsequent opioid dispenses, again, you are going to get opioid dispenses from the VA only. You don’t know if the patient is getting them from the outside. Again, I think it is a worthwhile endeavor if really carefully and cautiously done in a very specific way. I would never do an outcome study on this whole MSD cohort. It would be very limited to a specific disorder like the TKA, which was osteoarthritis, Veterans age 50 and older and highly articulated. So, yes, I agree be cautious but it is definitely a worthwhile endeavor. 

Bob:     And I am aware of the time but let me ask one more question that I think could be of interest. There are a large portion of participants on this call, listeners on this call who are researchers. Over 20 co-investigators already involved in this project but can you say something to others who aren’t already involved or maybe some that are involved but haven’t specifically pitched any specs, projects. What are a couple or three of the low-hanging fruit from your point of view that could be opportunities for others to become engaged and how are you currently thinking about the involvement of people that, investigators who haven’t otherwise been involved? 

Joe:	Well, since the Cyber Seminar was announced a couple of days ago, I have actually gotten several people emailing me. I actually have a call right after this with one investigator who is very interested in looking at postsurgical outcomes including opioid use. Yeah, I mean there is just so many things that I have in my mind as to like you said, low-hanging fruit. The aims of the project are so broad. Yeah, I could have just _____ [00:52:41] somebody in my mind. I guess the easiest thing to say would be to contact me with your ideas and we can develop things. The collaboration and co-investigators is wide open to people.

Bob:	That’s fine. I think you know I want to reinforce that. I mean there are lots of opportunities, of course, the available resources through this funding mechanism are a rate-limiting step but I want to encourage people to be contacting Joe with their ideas and see where things can go with that. So, there is one more question, Joe. Back to the 0 NRS pain ratings, are there possible administrative explanations for the high proportion of 0 NRS pain ratings. Has this been explored patterns of the 0 pain ratings by clinicians or centers? I guess the question is, is there a facility variance, I think you already mentioned that and has anybody really explored the possibility that some of this is actually not at all a clinical issue, it is an administrative issue. 

Joe:	Right, I think you are a 100% right and that is one of the many, many projects or studies that we can do. I kind of get stuck there but yeah, in some places 0 might be put in as a patient wasn’t asked instead of saying they put in a 0. We have not done that. I don’t think anyone else has done that on looking at variation. We did write a paper a few years back from the Veterans aging cohort study looking at the, what we did was they have a patient survey and we asked patients their NRS score on the survey on their way out of clinic and we then compared it to what was recorded in the clinic visit in the vital sign. It was highly correlated but it was pretty consistently about one point lower in the EHR than it was with patient said on the survey. Again, we didn’t dig too deeply into that because there may be other issues, you know the patient reporting to the physician and the physician’s authority and all that stuff. We don’t know a lot about why that discrepancy is there. In the same year, that would be a perfect project to do. 

Bob:	I think Karl Lorenz and his group, maybe as many as 10 years ago did a little bit of  work on this effort, on this front in some settings around Los Angeles and found in fact that there is a significant minority where a NRS rating was entered without really asking the question or the question was asked in an idiosyncratic way. So, I think you know the sense that the limits of I guess were concerns about the reliability of the NRS ratings you know stands. 

Joe:	Right and there are other issues with the NRS. I think Steve Dobscha detailed that too which is that the NRS score is simply what is your current pain. It isn’t about your specific disorder so a patient with knee osteoarthritis is asked what is your current pain, he or she may have a high level of pain somewhere else that has nothing to do with the knee and that’s what they are reporting on. I don’t think we know how patients especially with multiple morbidity report their pain. Whether if I have a 7 in my foot and a 4 in my hand, do I report 7, 4, or something in between. I think there is a lot to be don’t with that. Again, it does seem to map but I think there are details in there that we can really dig into. 

Bob:	So, we are about at the top of the hour. I don’t know if Heidi or Robin are available to kind of wrap this up. 

Heidi:	    Yep, I am here and I can wrap this up. I want to thank everyone for joining us today. Our next cyber seminar in this series will be presented by Drs. Stephanie Taylor and Patricia Herman. The subject is the use of complimentary and integrative health in the OEF, OIF, OND Veteran population. The session will be scheduled for Tuesday, January 10th at 11:00 a.m. Eastern. We will be sending out registration information for this around December 15th. Just keep an eye on your email; you will see that come out there. Thank you everyone for joining us for today’s HSR&D Cyber Seminar and we look forward to seeing you at a future session. Thank you. 

Bob:	  Thank you. 
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