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Robin Masheb:
_____ [00:00:11] everyone. This is Robin Masheb, the Director of Education at the PRIME Center. I will be hosting our monthly pain call entitled Spotlight on Pain Management. Today's session is The Use of Complementary and Integrative Health In the OEF/OIF/OND Veteran population. I would like to introduce our presenters for today; Drs. Stephanie Taylor, Karl Lorenz, and Patricia Herman. 


Dr. Taylor is a Study PI, and Associate Director of the Greater Los Angeles HSR&D COIN. She was trained in medical sociology and experienced in health services and implementation research and evaluation. Her recent work focuses on complementary and integrative health. She currently leads VA's national complementary and integrative health evaluation center. 


Dr. Lorenz serves a Section Chief for VA Palo Alto-Stanford University palliative care programs. He is a general internist whose work ranges from primary to palliative care, including measures, population health, evidence synthesis, quality of care, and applications for informatics. Dr. Herman is a Senior Behavioral Scientist at the RAND Corporation. She is in NIH NCCIH trained methodologist, a licensed naturopathic doctor, and a resource economist with more than 30 years of experience conducting policy and cost-effectiveness analyses across a number of industries including healthcare. 


We will be holding questions for the end of the talk. If anyone is interested in downloading the slides you received from today, please go to the reminder email you received this morning. You will be able to find a TinyURL link to the presentation. Immediately following today's session, you will receive a very brief feedback form. Please complete this as it is critically important to help us provide you with great programming. 


We have several discussants on the call with us today to assist us with questions. Dr. Friedhelm Sandbrink, VA Deputy National Director for pain management. Dr. Benjamin Kligler, the National Director of Integrative Health Coordinating Center, and the Office of Patient Centered Care & Cultural Transformation; and Dr. Bob Kerns.


Now, I am going to turn this presentation over to our presenters, Drs. Taylor, Herman, and Lorenz.

Participant:
Thank you, Robin. Hi everybody. Thank you for calling in today. This is Stephanie Taylor. I wanted to start off before I get into the slides by saying just a few things. You will see from the first slide that we are presenting a work in progress. Our study will not complete. We were asked to prevent now even though our cost-effectiveness results will not be complete until the end of the year. 


What we are going to be presenting today are our methods and the results that we have on CAM use. I also wanted to say that were asked by, as you know, the pain group to talk today. But HERC, VA Health Economics and Resource Center, also asked us to present our work in progress next month on February 15. The talk today is just going to touch on our cost effectiveness approach. If you guys and if anybody in the call is really interested in the details of our cost effectiveness approach, we will not be offended if you sign off today and sign into that call in instead. I also wanted to say that again, this call obviously was organized by the pain research group. But the announcement was widely circulated to all integrative health clinicians in the VA. 


I expect there are a large number of people on the call who are not necessarily familiar with pain. We modified our talk just very slightly to introduce the pain concepts. For anybody on the call who is a researcher at the VA interested in integrative health research, and who wants to join our interest group. Who is not already part of it? Just shoot me an email. We can include you and bring you up to speed. Okay. 


That is enough of that. Let me jump in. I want to start by acknowledging we have a large number of researchers on our research team. They span a few VAs. I want to give a shout out to Bob Kerns, and Cynthia Brandt, and Joe Goulet for accessing or allowing us to access their fantastic musculoskeletal disorders study cohort. That is what used for this study. 


Alright, so a little bit of background on pain and opioid use. They are very prevalent among Veterans. Toblin and all of the great studies a couple of years ago; so, these numbers are a little out of date. But in general, about a quarter of the general public is in chronic pain. But, if you look at U.S. Military after combat and deployment, 44 percent have chronic pain. The same with opioid use. A small percent have opioid use of opioids in the past month. But look at the numbers for the military, much higher. 


If you look particularly at the OEF/OIF/OND Veterans population, 62 percent have musculoskeletal disorders. Most of those also have pain, and 58 percent have mental health conditions. Pain comorbid conditions include a wide range of things like anxiety, depression, and PTSD, and sleep, and TBI. There is a strong need to identify cost-effective non-pharmacological approaches to addressing pain and comorbid mental health conditions. Some complementary and integrative health or CAM approaches have some evidence for treating pain and these mental health conditions; and are currently being offered widely at the VA. 


Now, I am going to…. Integrative health, its new acronym, CIH is a little cumbersome to say. I might flip back and forth between integrative health and CAM terms. What I mean by that is things like acupuncture, yoga, or meditation. When I say that these things are being widely offered at the VA, I am referring to the 2015 VA HAIG report that examined facilities. It did a survey on what they provide for integrative health. But again, this is at the facility level. There is very little information across the VA on utilization by individuals, individual Veterans in integrative health. 


Integrative health, it has not been well documented in the medical records. The Central Office overseeing integrative health has made huge strides to work with individual facilities to help get integrative health documented. But we are not there yet. It is a work in progress. This study, what we did is we leveraged VAs existing database to measure the extent of integrative health use in the population of OEF/OIF/OND Veterans with musculoskeletal pain. We measured its impact on pain and opioid use, its total cost and its cost effectiveness. 


Our study has four specific aims or research questions. The first is to determine the resources used involved and the cost of integrative health services to the VA. As I had just mentioned, the big challenge here is identifying who used integrative health? Our second aim is to determine the cost-effectiveness of integrative health and pain. The third aim is to just do the same; determine cost effectiveness integrative health, but for pain mental health and comorbid conditions. Finally, we are using an Advisory Board to help us interpret the results and integrate the findings into recommendations. I think that is it for me. I think we can turn it over to Karl or Patricia.

Participant:
Okay. I am assuming you can hear me. Let us see. Let me clean up here. Hold on, there, can you see my screen?

Unidentified Female:
Yes, we can.

Participant:
Good. I will get going. Well, let me get caught up to where you can see. Okay. Karl is in traffic. I am going to present_____ [00:08:44] slides. But, I am going to also refer to Karl to make some comments. Because he is quite the pain expert. We would like to get his two cents in here. Our cohort, as Stephanie says. We started with the musculoskeletal disorder cohort that what is passed on to us by Bob Kerns, and Cynthia Brandt, and Joe Goulet. We started there. But then we wanted to slice out the OIF/OEF/OND Veterans. 


We have a cohort that is mostly these Veterans. But it is a little bit difficult to identify them exactly. But we mostly have those type of Vets in our cohort. We are focused on the time period of 2010 through 2013. There were a number of reasons for that. But we wanted to also find within this cohort those with chronic musculoskeletal pain. Now, a lot of you know that the definition of chronic musculoskeletal pain is very difficult. Is someone making noise in the background? Anyway, the definition of chronic pain one of the things we have to remember. 


I am involved in a number of studies on defining this. You have to remember why you are wanting it defined in this case. We wanted a definition of chronic pain that was very specific. We wanted to make sure this population had this. Now, it is a different reason than if you were going to define chronic pain to just say what is the prevalence in my population? We have a very specific chronic pain definition. We approach it. We use two different definitions. If somebody had either one of these, they ended up in our cohort. 


The first one comes from an article that is referenced below there beside Terrence Tian and his colleagues. They worked with…. They did a really good study working with electronic health records database and came up with a way to best identify chronic pain. We got this first bullet from them. You have two or more MSD ICD-9 codes. Musculoskeletal ICD-9 codes that were defined in their article as likely to represent chronic pain. 


We will be talking about those here in a second as to what they are. That those two codes that are separated by at least 30 days. They had to both have happened within a year. That was one of our definitions. Then the other definition uses the pain scores. It has two musculoskeletal disorder codes that were within ninety days, but then pain scores of four or more again within the 90 days. Karl has reviewed this study by Tian. He had some comments on that. Karl?

Participant:
Sure, thank you, Patricia. I just wanted to say that I think a couple of things that were really particularly appropriate about using this particular definition for chronic pain was that the Tian study was drawn from a rather large population, a statewide sample; so, improving its generalizability. In addition, the population from which it originated had many characteristics that were similar to the Veteran population in that it was relatively poor. There was a good representation of situations such as homelessness; and also a quite a bit of diversity. There are a lot of conditions people may consider for various reasons; but particularly given our broad goals. That is supported by this particular source of chronic pain definition. 

Participant:
Great, thank you, Karl. Am I back. I hope so. Okay, let us go on. These next two slides give a little more information about what goes into these two definitions. The first here or these ICD-9 code groupings come out of the second definition of chronic pain. These are the types of musculoskeletal disorders that were included in the musculoskeletal, the MSD cohort. We will be giving you an idea of how our cohort breaks down across these. Those first two bullets define the first step. 


The second definition of chronic pain that we used. We did those ICD-9 codes, two within ninety days plus pain scores of four or above; again two within 90 days. That got someone into our cohort. But we also used this other definition. This is from Tian. This again diagnoses most likely to represent chronic pain. These are examples. They gave a specific list of 69 ICD-9 codes where chronic pain was highly likely associated. 


As all of you or most of you probably know, it is very difficult to identify chronic pain in administrative data and using ICD-9 codes. Because there does happen to be one ICD-9 code for what is called chronic pain. But it is almost never used. Because there is much more interest in the clinical population to look for reasoning behind where is the pain located? Or, what is causing it? We have to depend on the ICD-9 codes and interpretations of it. 


This gives you an idea of what we are using as far as ICD-9 codes likely to represent chronic pain. I am doing little quote marks here. You cannot see that. But that is what I am doing there. This is what we ended up with. These are the pain types to the right. There are the categorizations of general MSD, diagnoses. Our total cohort down there; we have 540,000 of the Veterans that have pain. I am just going to call them the younger Veterans. Because it is easier than saying OEF/OIF/OND Veterans. 


We have 540,042. Then, of those over half have back pain of some kind. As you can see, the next big thing is joint pain of different types, almost 40 percent there. Then, the neck pain is the next thing. Then, it goes down from there. Now, these percentages if you are quick at math as you try to add them up. They add up to more than 100 percent. That is because almost 20 percent of our cohorts have more than one of the types of chronic pain. That is kind of what are our cohort looks like.


Now, I am going to go on and talk a little bit more. Stephanie introduced our four aims. I am going to talk a little bit more about how we are going to accomplish or are accomplishing these four aims here. Again, so Aim 1 was identifying the nine type. We are able to look at nine different types of complementary integrative health approaches. We are going to be using a combination of ways to identify those and including this natural language processing, which I will talk a little bit more about. Then, one of the other parts of Aim 1 is that we are going to not only try to identify which individuals use these; but also to try to come up with a kind of total estimate of approximately what is the resource use going into to providing these interventions? 


We do that by applying unit costs to each one of those. How much is a visit to acupuncture? How much does that usually cost? How much does a visit to a chiropractor? Or, how much – et cetera. We are going to get these costs from a variety of places. If there is a CPT code, we are going to use where we will be able to extract what the average cost is out of the VA system data. But if not, we have plans to do informal…. Well, we are going to do kind of a multi-approach to that. We are going to talk to the two facilities that offer the most to CAM across the VA; and find out what their costs are for providing these. We are also going to informally kind of survey the communities around the area to try to get an idea. 


Again, things with CPT codes like a chiropractic business, there has actually been something published on what that costs. But what does a yoga class cost? We need to have that to be able to value these resources. The final step though is we will use the Advisory Board to comment on and choose what we use for unit cost in these cases. But, that is a minor core part of our analysis. I will be talking mostly about Aim 1 today. Aims 2 and 3 are cost effectiveness and cost comparison analyses. There we are…. I will talk a little more about those methods I will talk a little bit about them today. But again, the big focus of our February 15th HERC Cyberseminar is to drill down on the these methods a bit. 


Then finally, Aim 4, which Stephanie added. I think it is brilliant. We are going to be using this Advisory Board to help with inputs. We had a meeting with them all in April. We have incorporated already some of their comments; so, they are also. That is very valuable. But on the other side, there are going to be essential…. This Advisory Board is going to be essential to make sure we interpret the results and get them integrated into care at the VA.  


It is nothing more frustrating than to do a big study and have the result sit on a shelf somewhere. How are we going to identify complementary and integrative health approaches in the VA? Nobody should be surprised that we have a CPT codes. there are five types of CAMs. Like Stephanie, I find it easier to say CAM than CIH, or however you would say that. Anyway, so there are five types the CAM that has CPT codes. Those are no-brainers to find that information in the administrative database.  


There are advantages and disadvantages to all of these. I will talk about that in a minute. Then there is also what is called CHAR or CHAR4. They are four character code that identifies these in visits. This is something that the Central Office has been working toward; or the various groups within the VA who are trying to get this better documented in the in the administration of database. They are working toward getting this system more widely used. Then there is natural language processing. I am going to talk a little bit more about that here in a second. But there are advantages and disadvantages to each one of these ways to identify complementary and integrative health. With CPT codes, one of the big disadvantages is there are not – they only cover these five types of CAMs. But another disadvantage is that sometimes they are not applied consistently. There are cases in different health systems where certain types of acupunctur,  like ear acupuncture, are being allowed to be done by clinicians that do not have coding power. They cannot code. 


That it is missed. With biofeedback, any kind of a practitioner who uses biofeedback as part of an interaction with a patient; and maybe with some psychotherapy approach. It has the choice of whether they code it as biofeedback or code it as psychotherapy. But you cannot use both. We miss a lot that way, too. There are different reasons why we would not have all of the CPT codes. 


I did also want to comment down there on chiropractic. The asterisk is because we also captured whether or not the visit was via chiropractor, a provider. It is with using the provider type code. But, that was the only one we could do that for. With the chart codes, as we have mentioned before. They are just not widely used yet. They have great potential. But there are very few places that they are being used. 


Then, with natural language processing; again I am going to talk a little more about how this is done. But one of the biggest issues about natural language. Well, there are two big issues. One big issue is that it is subjective. You are doing. You teach the…. You do machine learning to teach the program how to identify the uses of these various different types of CAM. But one of the things that are really interesting about natural language processing is they pick up anything about use of CAM that is in the medical record. 


For example, with acupuncture, it does not mean that the…. If someone says, yeah, I am doing acupuncture; it does not have to be being offered in the VA. Whereas, the things that are coded are being offered in the VA. The things under natural language processing are going to pick up both what is offered within the VA as well as to what is offered without – outside of the VA. That is something that is to keep in mind as we as we look at NLP. 


Let us talk a little more about how you do natural language processing. You guys can read this. But there are like five steps to this approach. You start off with keyword identification. You put in there all the different terms that could be used to identify. Let us see. I know, meditation, for example. There are a lot of different kinds of meditation. You put in those as key words. You put in just the word meditation of course; but mindfulness and a lot of other things. You create first this set of keywords to look for. 


Then you create. Then, you get yourself a sample of your data so that you can test on that. You go look for the keywords in that data. Then you capture not just the keywords, but a certain number of words around that. That is called a snippet. You are capturing these snippets. Then you take the snippets to human beings and have them sit down and go this is the use of this meditation. This one is not the use of meditation. You are marking all of the things. 


The categories are yes. This is definitely somebody using this. Probably yes, which is pretty close, but not quite, for sure. Then, there is kind of this very vague uncertain area and then and no area. Each of the snippets gets defined as one of those four categories. Then you put all of that together. You start training the program until it can start to pick these things up correctly. Then after you have that trained so that is a certain amount of accuracy; then you take that program, and you apply it to the whole cohort – to all the medical records in the cohort. Again you are first grabbing the snippets around the keywords. 


Then, they get allocated to yes, probably yes, uncertain, and no. One other thing I want to say about this. I am going to jump back here a second. It is that we have several layers of analysis we are going to do within the cost effectiveness. Our primary analysis will be dependent on codes just because that is the place where we know for sure that somebody is using CAM. We will do the analysis only using those individuals who have a code for CAM use. Then, we are going to also do a secondary analysis those that have a code and have a yes on an NLP, okay. Then, that is going to take the step of allowing use outside of the VA or not. 


Then, with the third, which is more of a sensitivity analysis, we are going to allow any…. CAM us will be defined by any codes; any yes NLP and any probably yes NLP. Just know we are going to hierarchy a hierarchical…. I am not saying that word right – hierarchically stratify are our analysis. The cost-effectiveness analysis; and this is the one slide you get on it now. Again, if you want to come back and for the February HERC Cyberseminar, we will be able to give you a lot more detail. 


The basic approach for any cost-effectiveness analysis is the change in costs between two alternatives divided by the change in effects between two alternatives. How much more does it cost you to get that change in effect that you are looking for? The two groups we are going to be comparing here are Vets that use – that have – well, all of our cohort has this chronic musculoskeletal pain. We are going to compare between those that are using complementary and integrative health approaches versus to who are not. 


There are these uncertain people we are pulling out of the middle. They are not in the analysis at all. Because we want our group that it is not using CAM to not have any snippets or anything. They are going have to be clean. We are going to compare these two. Now, these groups are self-selected. We need to do some kind of analysis to make sure we are not doing a biased analysis. You need to do something to try to make these two groups that comparable pots of as possible. 


Most of you have probably heard of propensity scores. Most of you have probably seen situations where regression analysis is used to adjust for confounders or differences between the two groups. What we are going to use here is more of the kind of, the next step past those two called double robust, or doubly robust. Sometimes it is called that, methods. It is a combination of propensity scores and regression, which tries to maximize the benefits of both and minimize the biases that are potential in both. 


Now, remember I said this was change in cost over change an effect. The effects that we have available to us is our pain scores according to the numerical pain rating scale. We will be looking at the change in cost to get a change in these Vets' pain across the year. We are also going to look at opioid use as one of our side analyses. The perspective of our analysis because you always have to talk about the perspective of a cost-effectiveness analyses. Because that determines which costs are counted. We are going to do a VA perspective. Basically, because we do not have patient out-of-pocket costs or costs to employers of the chronic pain in this population and so on. 


Then as I said before, we are going to do some sensitivity analyses. We are going to do sensitivity analysis both on whether or not we include the NLP yes and probably yeses or not. Then also, we are doing sensitivity analysis on our various matching techniques that we are doing under the double robust. What do we have so far here? We definitely have our cohort to find. I would like you to realize here and look at that. But we had those two definitions for chronic pain. 


As you can see, using either one would have gotten us almost the whole cohort. The one using ICD-9s that were defined as likely for chronic pain; 99 percent of our cohort, it was found that way. We only got an extra one percent by adding this pain score addition. Either one would have worked. I also want to reemphasize that our emphasis here was to get and make sure that everyone in our cohort had chronic pain. 


When you are doing this type of very large analysis, you want to do as much as possible to be able to pull to signal out of the noise of all of the random variation. This will help us. Because we are we have got a very targeted population. In that Tian article, this particular definition was identified as having 99 percent specificity. We are pretty sure. We have got a good chronic pain cohort here.


We do have the NLP results. This has been just obtained. It has been awhile now we have had them. But, I think when we are writing the slides originally, we were very excited to have them finalized. We can talk more about that. Then, we are also in the process of identifying this cohort in terms of demographics; and well definitely finding who is using complementary integrative approaches in this.


What did we find? This is across our cohort and down there at the bottom. You can see across our cohort, 27 percent. A bit more than a quarter of the population, we could find evidence that they are using complementary and integrative health approaches. That is the bottom line answer here. 


As you go across these, it is interesting. The biggest use here is in meditation; so 16 percent of our cohort is using meditation. Just know that the 27 – if you add up all of the numbers above, you are going to end up with more than 27 percent. Because people are using more than one type of CAM. Not everybody, it is not…. It does not happen all the time; but for example within the NLP results, half of the people had NLP evidence of using more than one type. 


I am going to let you look at this a little bit. Also, I am going to look…. Also, I will say down at the bottom; if you do not want to do the math in your head. We have about one 150,000 Vets in our cohort that are using. We have evidence of some sort of CAM use. These percentages. Include codes. They also include NLP yeses and NLP probably yeses. All of those together gives us this. Just for comparison, codes alone show that eight percent of the cohort is using complementary and integrative health approaches. It is just to show you that. 


The challenges so far? As I said before NLP is subjective. It is subjective interpretation of the notes. One of the things that we ran into is, and again you have to be really clear if you are going to use NLP. It is a big difference between any_____ [00:36:21] use for example of acupuncture versus current use. We wanted current use. That is a little harder to find. We really worked hard for that. But just know, if you are going to use this approach, you have got to be really clear on when you annotate that snippet as to what you are looking for. 


Then also, as I said before, it is not clear as to whether the complementary and integrative health approach is being used within or outside of the VA. Then, let us see. Of course, I said before too. Almost no one is using the CHAR codes yet and the CPT codes. We have got the limitations that we mentioned. I am going to switch it over to Stephanie.

Participant:
Thank you, Patricia. Heidi, I do not know. Let us see. Here we go. Let me go scrolling down. Okay. I am just going to wrap it up. I am aware that we are almost out of time. Let me just make a slight modification to something that Patricia just said. When we looked at the medical records for the 2010 and 2013 period, at that time almost nobody was using the CHAR code. 


As I mentioned at the beginning of the talk, since then, Central Office has made a huge effort. Most of the facilities are in the – and have been transitioning to using CHAR codes. Now, many more are, but it is still not uniformed. There is still lots of work to be done. But it is a much better situation than when we looked at these medical records from three years ago. I just want to be clear about that. The payoff to the VA for this research; we are going to be calculating in the process of doing this, several estimates. 


Clearly, we just presented a multi-method measure of overall integrative health use. We are going to be presenting it at…. We are going to be calculating the estimate of the cost of an integrative health use; which can represent the VA investments. The impact of integrative health use on healthcare utilization; and also, the impact of integrative health use on opioid use pain. 


How can these results –? What can be done with these results? Well, we envisioned that they could affect the offer and level of funding for integrative health for the use of chronic musculoskeletal pain in the VA; which of course then can improve Veterans health and potentially reduce their opioids. All of this, the goal is to allow for a more efficient use of VA healthcare resources. 


We obviously do not have unlimited resources. It just makes sense to focus our efforts on what the most cost effective approach is. Because integrative health is a wide compendium of approaches. Then finally, the stay tuned, our next step as Patricia mentioned. We are now in the process of examining the demographic characteristics. 


We are going to be presenting those and our details of the cost-effectiveness analysis on the 15th at 11 o'clock CST, or 2 o'clock EST. This summer, we are going to have preliminary cost-effectiveness results with the final results in December when our project is over. We would love to collaborate with anybody who is interested. There are lots of applications for our work. Please let us know if you are interested in any way. Robin and Heidi, I think that is it for us. 

Robin Masheb:
Thank you very much. That was a great presentation. We have a few questions. What I think I will do is give you a few questions to take. Then, I would love to hear from our discussants about their thoughts about their preliminary findings. 


A couple of questions first about specifically how you came up with the cohort. One is that there is a third criterion by Tian related to long-term opioid therapy. Could you talk a little bit about that? What the reasoning was; and not including that as one of your criteria?

Participant:
This is Patricia. Should I jump in? Or, do you want to take it, Stephanie? 

Participant:
Go for it. 

Participant:
We saw that criteria. There are two reasons we did not include it in the cohort. It is one of our outcomes. Therefore, to use it to choose the cohort would defeat the purpose. We wanted to know what opioid use was within the cohort. The second reason was again that this emphasis on wanting to have a high specificity was our biggest focus here. 


We were getting – let us see. I am looking here. On the codes like the first approach. I said 99 percent specificity. To take it up to 100, which is what you get with the_____ [00:41:45] chronic opioid use, we were going to lose some information there. We were not going to be able to say anything about opioid use, if we defined our cohort that way. 

Robin Masheb:
Great and thank you. Could you tell us a little bit more about how you went about selecting the different approaches that you chose? We got one specific question about other approaches that have ICD-9 codes; things like osteopathic manipulative therapy?

Unidentified Female:
Yeah. We did a talk to our advisory group at the beginning of this project on which integrative health modalities they thought we should use? Because there are so many. The evidence is nascent in a lot of the areas. We did include actually chiropractic work. Spinal manipulation would fall underneath that. 

Participant:
_____ [00:42:51].

Participant:
Yeah., go ahead.

Participant:
No, go ahead. You can continue. 

Participant:
No. I was just going to say that Stephanie handled it. She said what we need to say. I am done.

Participant:
Will you be able to with your data compare across VA medical centers who is using what complementary integrated health approaches? Perhaps which facilities are high utilizers versus low utilizers? 

Participant:
No. The results from this study are not…. We do not feel confident that we can make estimates at the facilities level just because of the variations in coding. But we will have an answer to that information with a different effort that we are doing. For the VA Office of Patient Centered Care and Cultural Transformation, we are currently serving all facilities to find out exactly what is being provided. How it is being provided. We are also serving a large sample of Veterans to find out what they are using. What they want to use. No. This particular study cannot get at that. We can only make more accurate estimates across the VA and not within the facility. 

Robin Masheb:
I also have a few questions about the mindfulness approach because that was the approach that was endorsed by the most people in the cohort. I I have a feeling that you are not able to drill down to this level. But maybe you could just talk a little bit more about what you did find? One question was about Veterans using the Mindfulness Coach app. Or, whether you found that? Another question was specifically that perhaps meditation was identified as the most utilized because it is kind of less specific than other approaches. 

Participant:
Right. Definitely not, we cannot drill down to different types of meditation. We really wish we could. Because although somebody – we found lots of instances where somebody. For example, they used a particular type of meditation in one code. We found something else in a different code. 


In other words, if they used MBSR, Mindfulness-Based Stress Reduction in the text, we found that it, the code for it was just meditation. We thought it best to not try to drill down to specific types. We do not. We are not that confident. We are more confident in saying that they just did some sort of meditation. I am sorry, Robin. I cannot remember the second part of that question?

Robin Masheb:
I mean, just generally, we were curious. If you could drill down any more about the meditation? I did not know. Because I was specifically asked about that meditation is less specific. But also that there is the mindfulness app. Whether doing the NLP searches; you actually tried to pull for the mindfulness app?

Participant:
We tried to pull for mindfulness. I do not know if you are saying mindfulness act – A-C-T _____ [00:46:26] therapy; or an Oapp, an app?

Participant:
No, yeah, no, we cannot be that specific at all. I do not think the NLP Is there yet.

Participant:
Well, and also, remember that – 

Participant:
We wish….

Participant:
Remember that what NLP does is it pulls out of the medical record, which sometimes in most cases is just documentation of what people said. Or, what the doctor heard. They may say I use the mindfulness_____ [00:46:58] – app. The doctor wrote down meditation. That is what we are stuck with. We really cannot do that right now.

Robin Masheb:
I have a feeling you also were not able to look at this level. But I have a participant who was just curious about whether you have thought about this as a future direction comparing the use of one of these approaches as complementary to more traditional approaches like medications versus solely using this complementary approach by itself. 

Participant:
Yeah. No, we had thought about that. That is a very appealing and very natural direction for this work. Because that is ultimately the question, right. Meditation may work for some. It does not work better than other approaches. It might for some. It might for others. That question has not been answered yet. I know there are several in the VA who are currently doing studies on that, a couple of the PCORI trials. We too are interested in doing that. That is not part of the particular study. But, we are certainly looking at the possibility of extending our study to do that.

Robin Masheb:
Yeah. That would be great, too. I had another comment from somebody who is attending and talking about using a music therapy in combination with surgery. 

Participant:
Right There are lots of combinations going on. The scientific literature just is not there yet. The studies cannot happen fast enough.

Robin Masheb:
That is great. Let us see. Now, I have to say….
Participant:
Can I just_____ [00:48:43] ….

Robin Masheb:
As you said at the….

Participant:
This is Ben. I am sorry, Robin.

Robin Masheb:
I just wanted to mention one last thing, Ben.

Participant:
I was just….

Robin Masheb:
I was just going to say; Karl Lorenz was the third speaker in this. Patricia graciously handled his slides because he was stuck in traffic. If somebody has a very specific pain question that they want to ask him, we are happy to take that and get back to you there. I just wanted to make that mention.

Participant:
Okay. I am sorry, Ben.

Robin Masheb:
Thank you. You know what? This is Robin.

Participant:
I just….

Robin Masheb:
I was going to…. Let us go ahead and open it up to our discussions. That would be great, Ben, if you could jump in.

Participant:
Sure, and I am sorry to interrupt. I just wanted to kind of set the context. Because all of these questions are great. But I just wanted to make the point that some questions can be answered by this kind of retrospective record extraction. Other questions have to be answered in trials or in other methodologies. I wanted to reassure people or make sure people know, anyway. This is only one of the efforts going on to sort this through. Although, this is incredibly important to laying groundwork, right. 


The degree to which we can drill down to specific cause and effect relationships relating to specifics CIH therapies is going to be limited. But just the nature of this work is really groundbreaking. Also, the presenters are quite modest. This is work that has not been done in the world, being able to evaluate the impact of CIH therapies and chronic pain in this kind of a size of a cohort. I also just want to make the point to the people listening that this is important for VA; and very important from this sort of program office point of view in terms of how we prioritize? Which integrative health therapies we want to support most vigorously? 


But also, just really important for the whole healthcare field; and Patricia and Stephanie are really just leading the way with this. Without getting too dramatic about it, I just was so excited when I saw the numbers that we have. Of course, the pain cohort is big. But, the fact that we were able to find with that combination of coding and NLP, a pretty high proportion of people using it. We are talking about an analysis of over 100,000 Vets using complementary integrative health for the treatment of chronic pain. 


This is really groundbreaking. I am just incredibly excited to see what comes out of this. I am sorry if I jumped in prematurely. I just was so excited by what we are finding so far in terms of creating the cohorts. Because that is the hardest part. In some ways, the next step will emerge naturally out of that part. I wanted to just share my excitement about that.

Participant:
Well, thank you, Ben. That was_____ [00:51:34] nice words to hear. 

Participant:
Go team.

Participant:
You_____ [00:51:38] ask, right?

Participant:
Thank you, Ben. 

Participant:
_____ [00:51:42].
Participant:
We did not pay him to do that.

Participant:
_____ [00:51:44] we would have here.

Participant:
We did not pay him to say that, either. 

Participant:
We did not even pay for this study, so hurray. 

Participant:
This is Friedhelm, here Friedhelm Sandbrink. I think you can hear me. First of all, I really – and similar to Ben. I mean, I was I think very much impressed by the scope of your endeavor. I mean, the kind of work that you were doing, and outlying of the not just the extent of use of these modalities, CIH or CAM modalities in patients with musculoskeletal pain. But then, extra even attempting to document the impact on the cost-effectiveness. It is just I think a huge scope. 


We are certainly looking forward to the results of that. Now, I am wondering as I was looking at this. Can you with your data analysis; and maybe you have mentioned it already? But maybe, can you give us some indication? How much of his CIH care modalities are used outside of the VA? I mean, or inside of the VA? I know you indicated that there are about 27 percent in the cohort. But I am just…. Even with the natural language processing, I might imagine that if a patient does not have, for instance, a follow-up visit at the facility and does not mention their use of CAM outside. 


It would still probably underestimate it. But still, I am wondering whether you could indicate that? Then the other question that is somewhat related to that. Although, our population has chronic pain, and chronic severe pain possibly, we do not necessarily know if they were using CIH specifically or only for pain. They might have used it also for many other conditions such as headaches, which is a pain condition. But it is not necessarily in your MSD cohort.

Participant:
Should I start on this, Stephanie, or?

Participant:
Sure, go for it. 

Participant:
Okay. As far as the number inside and outside of the VA, you are right. That it is a little bit uncertain and hard to figure out. The only indication we have is hints. Like I will give you some more detailed numbers for acupuncture for example. The NLP picked up 5.6 percent of the population using acupuncture whereas the codes themselves picked up 3.6. You can tell that there is about a little less than maybe two-thirds of the ones we know are code. Codes are definitely within the VA. That got added by NLP. 


Now again, there are some reasons why some of those people still could be getting it within the VA but others could be getting it outside. You mentioned that people could be getting it outside of the VA and then not mentioning it. Well, that is possible, too. But we are, as I said. If the word acupuncture got measured and mentioned any time in their medical record; even if it is just a casual comment. Those people are pulled out of our control group so that we have the most certain CAM use group and the most certain did not use CAM group as possible here for comparison. 


Then, as far as whether or not they are using a complementary integrative health approaches for pain or for something else; we do have criteria. We are counting pain use only after they get MSD diagnosis. We are counting, did I say pain use? CAM use only after they get an MSD. It is after they get into the cohort. They still have to have that diagnosis code going when they start their CAM use. That as best we can do is to look at it on a chronological level to make sure that it is at least plausible that they are using a complementary integrative health for pain. 


But, all of you also know; or anybody who is interested or informed on complementary and integrative health approaches. Even if somebody uses it for their back pain, they also get other benefits from it. There is always this slosh over effect into other health conditions. It is wonderful to have some interventions whose side effects are all positive or almost all positive. I hope that helps to answer the question. 

Robin Masheb:
Thank you. Thank you, Patricia. I am so sorry that we are running out of time. We are getting to the top of the hour. In just what is the last few minutes, a whole bunch of other questions have come in from our attendees. I just want to thank you so much for presenting this great work. We are really hoping that you will return to Spotlight on Pain Management really soon to share some more of your results as the cohort becomes finalized and you begin to do your analyses on the cost effectiveness. 


Thank you to our audience for writing in with some great questions and making it a really interesting discussion today. Just please hold on for another minute or two for the feedback form. If anyone is interested in downloading the PowerPoint slides from today, you can go to the reminder e-mail you received this morning. There is a TinyURL are you are a link for the presentation. You can also download slides from past sessions by doing a VA Cyberseminar archives search. 


If you would like confirmation of your attendance, please send an e-mail to the Cyberseminar mailbox immediately following the session. Our next seminar will be by Dr. Jack Ginsburg. It is entitled Integrative Management of Centrally Amplified Pain Using Autonomic Self-Regulation. This will be on Tuesday, February 7th. Registration information will be sent around on the 15th of the month. I want to thank everybody for joining us at this HSR&D Cyberseminar. We hope to see you at a future session. 

[END OF TAPE]
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