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Robin Masheb: Good morning, everyone. This is Robin Masheb, Director of Education at the PRIME Center, and I will be hosting our monthly pain call entitled Spotlight on Pain Management. Today’s session is Non-Pharmacological Approaches to Chronic Musculoskeletal Pain Management: Recommendations from the State-of-the-Art Conference. I would like to introduce our presenters for today, Drs. Robert Kerns and Erin Krebs. 

Dr. Bob Kerns recently retired from VA after 37 years of service where he previously served as founder and Director of the PRIME Center of Innovation prior to a long tenure as chief psychologist at VA Connecticut Healthcare System. Bob retains a Without Compensation appointment as a research psychologist and director of mentoring and career development within the PRIME Center and is a Professor at Yale University where he holds academic appointments in psychiatry, neurology, and psychology. Bob is a clinical health psychologist, a widely-recognized expert in the field of pain management, and a leading advocate for improving pain care for Veterans.

Dr. Erin Krebs is a core investigator at the Minneapolis Veterans Affairs Center for Chronic Disease Outcomes Research and Associate Professor of Medicine at the University of Minnesota. She is a general internist with an active primary care practice and also serves as women’s health medical director for the Minneapolis VA Healthcare System. Her research focuses on chronic pain management and primary care and on the benefits and harms of opioid analgesics.

Bob and Erin co-chaired the VA HSR&D sponsored SOTA Conference on Non-Pharmacological Approaches to Chronic Musculoskeletal Pain Management, which is the focus of today’s presentation.

We will be holding questions for the end of the talk. If anyone is interested in downloading the slides from today, please go to the reminder email you received this morning and you will be able to find the tiny URL 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. Dr. Friedhelm Sandbrink, VA Deputy National Director for Pain Management, will be on our call today, and he will take questions related to policy at the end of our session. 

With that, I am now going to turn this over to our presenters, Drs. Kerns and Krebs. 

Dr. Robert Kerns: Can you hear me okay?

Heidi: We can hear you. Yes. 

Dr. Robert Kerns: Okay, great. So Erin and I are going to do a little bit of a tag team. Let’s see if this works. Alright. I am not sure how to advance my slides. Yup, there we go. So what we're going to do today is we're going to provide a little background and context for the State-of-the-Art Conference, provide an overview of the Conference objectives and the processes that we held during the conference, provide a summary of the SOTA findings and next steps, and then do some Q&A. 

So the rationale for this State-of-the-Art Conference was really multifold. It’s widely recognized that pain management is a challenge for patients and health systems more broadly, VA and outside the VA. And no health system in the US integrates the full spectrum of pain management interventions to provide care that is comprehensive, evidence based, coordinated, and seamless for eligible patients and their providers. An integrated health system with loyal patients, such as VA, is ideally suited to develop this integrated approach.

So really starting in the fall of 2015, there, President Obama, former President Obama held a White House summit on prescription opioids and prescription opioid crisis. This actually was attended by our then secretary for the Department of Veterans Affairs, who volunteered the VA to take a specific focused interest in promoting efforts to address the opioid crisis by integrating complementary and integrative health approaches and other approaches that we might consider as opioid sparing, if you will, to address the problem. Of course, this is much more broadly in the context of the publication of a national pain strategy, and almost simultaneously the CDC guidelines for prescribing opioids for chronic pain that was published, that were published in March, 2016. 

In April, 2016, we held a complementary and integrative health approaches to management of musculoskeletal pain expert meeting in Washington, that Erin and I and many others attended, that really set the stage or took the first step in meeting the Secretary and President's expectations about the VA's effort. At that time, and immediately subsequent, there was agreement to extend the scope beyond complementary and integrative health approaches to the, and specify the objectives for a SOTA conference that was held last fall. By that time, the Comprehensive Addiction and Recovery Act specifically related to the opioid crisis and pain management was signed by President Obama providing a further context and emphasizing the importance of the work that we were doing. And I would say, complementing all of this was a partnered request for applications involving VA HSR&D, the National Institutes of Health, particularly the National Center for Complementary and Integrative Health, and the National Institute of Drug Abuse, as well as DOD, that were published actually at the end of 2016. And now actually the applications are in, the deadline just passed.  

So the burden of pain among Veterans is not new to any of you on this call. About 20-30% of US adults report chronic pain. This is civilians, not Veterans specifically. With low back pain, neck pain, and other musculoskeletal disorders, being recognized as, three of the top five causes of disability in the United States. And according to the Institute of Medicine report that was published in 2011, this is all related to a cost to society of at least half a trillion dollars. There were earlier reports from my group and others that really documented that as many as 50-60% of Veterans in VA primary care report chronic pain when presenting for care in VA primary care centers. 

From recent data from Goulet and others, mostly from our group at VA Connecticut, we’ve estimated, he's put together, Dr. Goulet has put together a cohort of all Veterans with musculoskeletal diagnoses from 2000-2011 with more being added each year, and the cohort currently has about 5.4 million Veterans. The most common of the musculoskeletal conditions are non-traumatic joint disorders, back conditions, and osteoarthritis. Interestingly and importantly, women often report more, are more likely to report moderate to severe pain, establishing what is broadly known in the pain management literature about a gender difference and frank disparities in pain care. And also documented in the Goulet paper in pain in 2016, was the high co-prevalence of medical, mental health, and substance use disorders.

Of course, we're all simultaneously aware of the burden of opioids harms with approximately 28,000-plus opioid poisoning deaths in 2014, and nearly every aspect of the opioid overdose death epidemic was escalating with each passing year including up to 2014. And here in this slide actually are, it’s a slide that really shows the trajectory of drug overdose deaths involving opioids and then breaking it down by specific classes of opioids, synthetics, semi-synthetics, methadone, and heroin. 

VA patients have approximately two times the rate of accidental poisoning deaths as in the US population more generally, and opioids appear to be the most common drug involved. Among Veterans with pain, higher prescribed opioid doses are associated with higher risk of accidental poisoning death and suicide death. And among recent Veterans from Iraq and Afghanistan and Operation New Dawn, Veterans with pain, mental health conditions, in particular, are associated with higher opioid doses, inconsistent with guidelines that would suggest mitigating, you know, dampening down on prescribing opioids for these persons with pain, with high rates of comorbidities. And particularly alarming are more likely to be co-prescribed benzodiazepines. And of course, these higher doses of opioids and co-prescription of benzodiazepines are known to be associated with higher rates of opioid harms.  

So it’s in this context that we established the goals for the SOTA Conference that was held in November. The first objective, or goal, was to describe the evidence sufficient related to specific non-pharmacologic approaches that would encourage or support their move to implementation in VHA. I should say that Erin and I are going to go through recommendations that emerged from the SOTA work groups, but they are importantly still a work in progress.  And we’ll summarize the steps that are being taken now, but really, I think it’s important to know that this is all a moving target, both in terms of recommendations about policy, and then the second, or the third question here is what really needs to be done related to research. So the second question was what important questions do not, do not have sufficient evidence to guide practice and policy? That is what could be conceptualized as the foundation for recommendations for research. And what issues or new developments are, that are on the horizon that need to be considered in research, planning, and policies, and to develop some prioritization for future consideration. 

So Erin and I were actually appointed by Dr. David Atkins, who is currently the interim deputy, CRADO, Chief Research and Development Officer, formerly and soon to return hopefully to the position as director of VA HSR&D. So we convened a planning committee, we refined our key questions, we identified subject matter experts to lead four working groups, and then we selected pre-conference readings and worker questions to address the SOTA objectives in partnership with those 12 leading subject matter experts. 

The experts are identified on this slide. They were divided into four work groups and leads. We decided, Erin really, I think had the insight to really try to break down some traditional boundaries between those strategies or approaches that have, you know, been thought about as increasingly mainstream approaches in pain care like, things like cognitive behavior therapy or structured exercise or spinal manipulation done by chiropractors or physical therapists and others. And those strategies that had, you know, kind of grown up as being complementary and alternative approaches. And so we divided the work groups in a cross-cutting way around psychological/behavioral, exercise/movement, and manual therapies, with a fourth group, work group, focused on models of care, or models of care delivery. And you see that the wonderful people that agreed to participate as leads for each of these work groups and two other persons who agreed to share responsibility for organizing and directing the work of a larger number of people who we won’t, unfortunately, site today, many of you, I assume, who are on this call. So a special thanks to these twelve individuals, particularly Alicia Heapy, Sarah Krein, Tony Lisi, and Matt Bair. 

So the meeting was held. Day one was really, so it was a day and a half meeting or a little more than a day and a half. First day started with presentations by Kurt Kroenke, also a leading expert in the area of non-pharmacological approaches to pain management inside and outside the VA. He is based at Indiana University, Purdue University at Indianapolis, and the Richard Roudebush VA Medical Center. And Adam Anicich, a Veteran who has become quite involved in representing Veterans on stakeholder advisory groups like the PRIME Center's Executive Steering Committee and the Steering Committee associated with CCDOR, the COIN, Center of Excellence, the Center of Innovation at VA Minneapolis. And these persons gave wonderful introductory comments that helped frame our discussions that day.

Then the work group lead facilitated a discussion of key questions. So largely what happened, that first day was that the work groups met. There were about 60 attendees at the conference, so there were about 15 participants in each of the groups. The work groups worked that day to reach consensus on priority research agenda, policy recommendations, and implementation strategies, and they developed a summary of the work group deliberations. In fact, many of these persons, the leads, worked into the evening to pull together the summary of their work group deliberations.    

And day two started with presentations by each of the leads that I just sited at the four work groups so that all the SOTA participants could hear them. That was followed by an opportunity for a couple of panels to really reflect on the recommendations and an opportunity for all participants to clarify questions and discuss the summaries. And ultimately even after the conference ended, a smaller group, the original planning committee, met to further try to consolidate and integrate the findings and develop a path forward.

The work groups themselves had a more specific charge. They had a, they were encouraged to use a collaborative process to mine, align, and refine ideas; use work group-specific questions to guide the discussion; refer to specific evidence to support their statements and conclusions, keeping in mind the larger context of an integrative framework for pain management in the VHA, and ultimately agree on the presentation that would be delivered to the SOTA group. And as I have already said, day two really followed upon the work of the first day where the work group leads presented the summary reports, and that was followed by the full SOTA group discussion.

So we really, in work leading up to the conference, we had really framed four, excuse me, five, and wouldn’t you know it, I just lost my internet connection. And I am going to have to stop. Actually maybe Erin, if you can hear me and…

Dr. Erin Krebs: Shall I take over?

Dr. Robert Kerns: Go on. Yes. I am going, it’s going to take a few minutes for me reconnect.   

Dr. Erin Krebs: Alright. This is a great example of why it’s always nice to have co-chairs instead of just one chair of an event. So I have a print out in front of me. I think we were looking at, let’s see, we were looking at Bob’s slides. I am going to put the same slides up here, which just might take me one second.

Dr. Robert Kerns: Actually I think maybe I’m back. Can you see that same slide?

Heidi: Well, like, we took access back from Rob, from Bob but we can give get it back to him. 

Dr. Erin Krebs: Go ahead, Bob.

Dr. Robert Kerns: Do you see them? So the four, the five questions for the, that helped focus the discussions in the work groups were really discussions of the effectiveness of therapies for chronic musculoskeletal pain, deliver... 

Heidi: Bob...

Dr. Robert Kerns:  ...and dosing strategies…

Heidi: Bob, you need to click on the button to, you need to click on the button to show your screen again.  

Dr. Robert Kerns: I am not sure how to. So I am in full screen and I don’t…

Heidi: Hit your escape button so you can see your task bar on the bottom. And it should have popped up.

Dr. Robert Kerns: No. No, I’ve lost that connection. So I am sorry. So I guess, Erin, you’ll have to…

Heidi: Okay, so we’ll just make Erin the presenter so we can show her screen. 

Dr. Robert Kerns: Yeah, I’ve lost, I’ve lost the, I’ve lost the webinar interface.

Heidi: Okay, so we’ve made Erin the presenter, so when she has the slides, she’ll show them and then we can move on. Sorry to the audience. We try to work out the technical issues in advance, but sometimes weird things pop up during the session. But it looks like we are good to go.

Dr. Erin Krebs: Are you seeing my slides now?

Heidi: We are seeing your screen now, yeah. 

Dr. Erin Krebs: Excellent. Okay. Bob, can you see my slides?

Dr. Robert Kerns: Not while I’m, that's, just go ahead.  

Dr. Erin Krebs: Okay. Well, I will go ahead. So these are the, this is just a summary of the focus of the workgroup questions that were addressed. And the next thing we are going to do is just run through the workgroup reports. So Bob was going to do the next workgroup, but I’ll take it over, so forgive me if I stumble a little bit on this. 

So the first workgroup that we are going to talk about is the psychological/behavioral therapies workgroup. And as Bob mentioned, this workgroup includes both what we would consider potentially conventional and perhaps more complimentary or integrative approaches to pain therapies. So, for example, both cognitive behavioral therapy, which is typically considered a conventional approach, and mindfulness or meditation, which would be traditionally considered a complementary approach. And what you are seeing now is just a list of the workgroup members. 

So our first question really related to effectiveness of treatments. And the behavioral and psychological therapies workgroup felt that all of the treatments that they discussed had at least promising evidence for effectiveness and that many of the gaps that they found were common across the treatment approaches. They thought, they concluded that the three approaches that had the strongest evidence really being almost ready for implementation or prime time with adequate evidence of effectiveness were cognitive behavioral therapy for pain, mindfulness meditation, for example, specifically mindfulness-based stress reduction was the approach that had the most studies. And then ACT, acceptance and commitment therapy, I believe. Bob, please correct me if I’m wrong on that. The four approaches that they thought were promising with some preliminary evidence but needed more research focused on effectiveness were meditation approaches other than MBSR and MBSR-like interventions, biofeedback, hypnosis, and relaxation therapies. 

In terms of challenges, really they found, this workgroup found concluded that many of the gaps were related to real world effectiveness. So as is often the case, trials were somewhat artificial in terms of being relatively tightly controlled. And so additional research establishing evidence in more real world settings was needed, as well as questions about specific delivery of the therapies including things like dose, treatment frequency, intensity, length of session, that kind of thing. How therapies would be developed whether effects would be similar for telehealth versus in person or group versus individual delivery modes. And then whether these approaches were effective for patients with comorbidities, mental health, and medical comorbidities, how to combine therapies or sequence them, really many of the questions that come up when you are actually trying to implement a practice into care.

So this workgroup, again, these are preliminary recommendations, but the workgroup really felt that these behavioral and psychological non-pharmacological pain treatments should be well integrated into primary care settings in VA. You know, the workgroup identified as a gap actually that, we don’t have great ways of tracking how often these are used. So for example, you know, we may see that a patient has seen a mental health provider, but it may be difficult to determine from administrative data whether they received an evidence-based treatment like CBT, ACT, or MBSR, or whether they received some other psychological service, and also whether it was specifically for pain or for a mental health condition. So they recommended identifying and investing in more effective strategies for tracking use of these therapies. And then this is a theme that was carried really through all of the workgroups, that they all felt that more work was needed to determine a consensus set of outcomes that should be used in prospective research focused on these questions in the future. 

We asked each workgroup to provide initial research questions and then to go back and prioritize those in terms of what were really, what they saw as the most important research questions related to their area for future investigation. And these are those questions for the psychological/behavioral workgroup, really asking about the effectiveness of integrated treatments for pain and common comorbid conditions, the appropriate mode of therapy and the effectiveness of these, differential effectiveness of these modes, incremental benefits of combining approaches. So, in particular, potentially combining a psychological/behavioral approach with an exercise or movement approach. More research on sequencing treatments, whether tailoring or including patient choice, is important for outcomes, and then comparative effectiveness of different psychological or behavioral interventions relative to each other and to other non-pharmacological approaches.

The next slide, this just summarizes the members of the exercise and movement therapies workgroup. So I am going to…

Dr. Robert Kerns: Erin, by the way, I just think, I think it'll best if you just keep going. I am still having problems.

Dr. Erin Kerbs: Okay. I’ll check in with you again, Bob. I’ll run through the workgroups and check in again at the end. How’s that?  

So these are the members of the exercise and workgroup therapy, or exercise and movement therapies workgroup. This group, again, remember the first question was really about what do we know in terms of effectiveness of the therapies and where is that evidence sufficient to move forward with implementation versus promising and in need of further study. So the exercise movement workgroup felt that there was sufficient evidence to support really implementation at this point of three categories of exercise or movement therapy. And those are tai chi, yoga, and exercise. And here acknowledging that exercise therapy is an enormous bucket. So here talking about all these different exercises approaches that have been studied for decades, really this workgroup thought they could be broken into some categories. Unfortunately, prior research hasn’t always been consistent in terms of how these types of exercise therapies have been categorized or defined. But broadly the ones with the most evidence would be coordination or stabilization exercise, strengthening or resistance exercise, and aerobic or cardiorespiratory exercise. 

Another category, that of balance or proprioception exercise, was thought to be in need of additional studies, so promising but not yet with sufficient evidence. And then similarly, aquatic exercise has, you know, has maybe more evidence specifically for osteoarthritis, but especially for back pain and fibromyalgia, two conditions where this is a popular therapy, the workgroup felt that additional research was needed.

And really across the therapies, the workgroup concluded that more research was needed to examine effective dosing, frequency, intensity approaches, effective strategies for improving adherence, and for maintaining benefits over time. And then really understanding how these therapies are best delivered and how delivery affects the outcome. So for example, supervised versus unsupervised. You can take a yoga class with an instructor on a weekly basis or perhaps you could have a video tape at home that walks you through doing this same yoga. Intervention, does it matter if you have someone else with you? Group, individual, or telehealth delivery. And then important for a lot of these, what is the background and training of the people teaching the classes or providing the intervention? That can be difficult in VA in particular. And again, benefits of combination and sequencing of therapies.

The workgroup identified a number of implementation challenges with evidence gaps related to training and background, again, of those delivering the therapies, location of the delivery, and again, mode of delivery. In particular, a common theme is that really we generally lack standardized protocols to ensure that therapies are delivered in a way that is safe and effective for the given population and consistent with the evidence that was, or the protocol that was tested in research.

So in terms of the priority research questions for this sub-group, the questions where what is effectiveness of different delivery strategies? Again you are seeing some common themes with the psychological/ behavioral workgroup. What are effective implementation strategies to assure adoption of therapies in clinical settings? What are effective strategies to engage patients and sustain benefits? And similar to the behavioral/psychological group, does patient choice matter in terms of engagement, adherence, and outcomes?

Again, questions about sequencing or combining. And then an important question of what defines an optimal evidence-based intervention package in clinical practice? In particular, you know, we thought that the issues around yoga and tai chi were high priority for defining elements that really should be considered active ingredients that must be delivered in any intervention that would be considered evidence based. And a question about patient characteristics and predicting a response to treatments. 

We'll move on to the manual therapies workgroup. These are the members. And again, manual therapies include treatments considered conventional therapies and complementary therapies. So this includes acupuncture, massage, and manipulation is probably the main approaches. So this group found that really there was sufficient evidence for three types of therapies. And you know, each workgroup process was slightly different. So the manual therapies group broke it down a little bit in terms of the specific approach for the specific condition, whereas other groups were maybe a little broader in terms of their assessment of specific approaches. 

So the manual therapies workgroup felt there was sufficient evidence and that, for implementation, for manipulation, specifically for back pain, low back pain and neck pain; for massage for low back pain and neck pain; and for acupuncture for low back pain, neck pain, and mild-to-moderate knee osteoarthritis. The group found that really it’s the same conditions but for different, or the same treatments but for different conditions. They found the evidence was less robust and needing further study to determine effectiveness. For manipulation, for extremity conditions, thoracic back pain, and cervicogenic headache.  Massage for extremity conditions and for fibromyalgia, and acupuncture for extremity conditions other than mild-to-moderate knee osteoarthritis.

So this group actually found sufficient evidence for some dosing delivery strategies, specifically suggesting that there was sufficient evidence really for all of these therapies to start with an initial trial of up to six visits to access initial response. For massage, the 60-minute duration was probably optimal. And for all therapies, that these manual therapies, which could be considered somewhat passive on the patient's part, ought to be combined with active approaches and self-management as well. For manipulation, they felt there was sufficient evidence that it should be combined with exercise in the context of neck pain and with behavioral therapy in the context of back pain.

In terms of evidence gaps, for most therapies, further research was thought to be needed related to the minimum effective dose, the duration of beneficial effects, optimal delivery for chronic pain management over time. So beyond those, that initial six sessions, is it helpful to have access to booster sessions? Should those be scheduled or optional? And then questions related to combination and sequencing of therapies, so specifically within visits, treatment combinations. So for example, so if you were seeing one healthcare provider who is providing manipulation and then also advice on exercise or self-management, combined care pathways that might involve different providers or therapists, and then combining manual therapy with self-management strategies. So those are all areas that need additional research.

In terms of implementation challenges, gaps that were identified include knowledge of the value and effectiveness of manual therapies. This group really felt that overall evidence was stronger than was commonly recognized, and so that is a gap to implementation, and that there is really a variation in availability of services and also in referral processes that create burdens. If you don’t know how to get somebody to acupuncture, that’s a problem. Or if it’s really difficulty or requires multiple approvals, and then on the patient level, you know, additional barriers. Most of the barriers for this group were most systematic or administrative. 

And these are the priority research questions developed by the manual therapy group. What are optimal care pathways to guide timing of referral? What is the optimal dosage of manual therapies with respect to both initial and booster treatments? Are outcomes improved by combining therapies with manual therapies with self-management? Are they improved by combining manual therapies with other non-pharmacologic, active non-pharmacological therapies? And what would be optimal sequencing strategies?

Okay. Bob, do I see a note from you saying you might be able to take it over here?

Dr. Robert Kerns: We can try. 

Dr. Erin Kerbs: If you want to say next, I’ll advance the slide.   

Dr. Robert Kerns: Alright, that sounds good. Let’s see. Alright, so this is the, you should see the slide with models of delivering multi-modal pain care and the various members of that group. This was a really challenging group, probably in part because of the limited data that there are about specific models of pain care from an empirical point of view. Next slide. 

So this group discussed multiple models of care, step care, collaborative care, care management, within the concept of collaborative care, you know, co-located versus models of integrated care across setting. Telecare, technology facilitated care, care delivered by peers or informal caregivers, and then the concept that’s really being promulgated by the, really broader health community I think, but within VA, specifically by the Office of Patient Centered Care and Cultural Transformation, the concept of whole-health care.

We had the advantage, such as it was, of the result, or preliminary findings of an evidence synthesis project, an evidence brief, on the effectiveness of models of care for chronic musculoskeletal pain. This is a process I won’t get into in detail, but many of you know about the ESP program, which is a partnership between a segment of HSR&D and Patient Care Operation Partners. Ten articles were found that were relevant to this topic. And the articles focused on five diverse models of multi-modal chronic pain care. There were generally good quality randomized controlled trials with a mean duration of the observational periods in these studies of between nine and 15 years. And there were, you know, some kind of summary of findings at this point with clinically significant improvement on pain intensity and pain-related function over nine to 12 months. Number needed to treat with a range of four to 12.7. And four models showed improvement on some other outcomes including quality of life, depression, anxieties, sleep measures. Very importantly, some of the best work in this area is coming from trials that have been published in VA, particularly trials with people like Kurt Kroenke, Matt Bair, Erin Krebs and others, and their colleagues.  

And now I’m, okay, so really, I think, you know, with all the caveats that I tried to say earlier, there were some policy recommendations. I think the bottom line here is that the group felt that there was emerging, enough support for essentially the VA's existing policy of a step care model overall that emphasized, in a model that emphasized this collaborative and integrated care. Specific recommendations were that among the components, if you will, of the model that seemed to have the most empirical support were models that involved the actually use of care coordinators or "coaches," especially for Veterans, and we’ll use the term, I’ll use the term high-impact Veterans. That is Veterans with not only chronic pain, but chronic pain that is seemingly associated with declines in functioning, significant emotional distress, maybe frank mental health diagnoses. 

The evidence, the recommendations were to leverage current telehealth resources in part to support this, you know, building of capacity around care coordinators or coaches. And the TIDES model that has been promulgated in other areas, particularly, I think, depression might be an appropriate model for thinking about chronic pain care. 

It was important, according to this group, to really address issues that really are, you know, almost any variable you want across VA. That is variance across the system that, in part, needs to be addressed; that is, reducing the variance. But it’s also important to recognize, at least at present, current differences in facility leadership, staffing, structure, and maybe even the case mix of Veterans at one facility versus another. 

I think the group was very interested in the emerging evidence to support the use of the PEG3 as an important measure of outcome potentially to replace or at least supplement the existing pain as [xxxx 44:02] sign in CPRS so that this measure could help address concerns about the limitations of a simple pain intensity rating by building in measures more about the impact, I guess, or context of pain. And include that if that was available, it could be included in not only decisions that affect clinical care but also included in data systems like CDW that could facilitate research and expand VA data in an important way. And it was also important to this group to address the challenges of differences as we build our capacity at VA, differences between what we are doing in VA and DoD and to coordinate, especially measurement approaches across VA and DoD.

Among the many research questions, they really sound very similar at this point to those that you’ve heard from the other working groups. How do we optimize the treatment effects? How do we target the right patient with the right model of care, right approach at the right time? And particularly this interesting and emerging issue really, and we could talk about this in the context of the National Pain Strategy, this concept of high-impact chronic pain seems to be gaining momentum. So is it possible to specifically target in a more cost effective way our care models to specifically target that group? There is an issue about our tailored interventions based on patient complexity more effective. I think this is, this idea has been around for a while, but it hasn’t, the support thus far has really not been all that compelling. Does sequencing or combining of interventions improve treatment? Some of the work from the trials that were considered in the context of this models of care group really were combinations of interventions, but they didn’t specifically address in a way that was powered to answer the question about whether sequencing or specific combinations improved treatment outcomes. And this important issue about which patients are most likely to benefit from these models of care based on key patient characteristics, including probably sociodemographic and clinical characteristics, and you see a few here.

So where are we, so that really summarizes the findings of the workgroups, and I am going to stop after this slide, I think, and we will try to address questions. And so where are we headed? We did almost immediately try to provide some feedback, some input I guess, to Dr. Ben Kligler and Friedhelm Sandbrink, who were responsible for certain sections of the Care Act and their initial plans for implementation of provisions of that act in VHA. But I think the broader, you know, a longer and more important discussion will still continue about where to go in terms of policy recommendations. 

And then in terms of the research agenda, this will be, of course, grist for the HSR&D and maybe other services within ORD based on these workgroup finding to potentially help articulate specific priorities for research and maybe even ultimately funding initiatives. And of course, this was happening at the time when the RFAs related to non-pharmacological approaches for Veterans, service members, military service members and their families was already close to being finalized and was, you know, soon to be published. But I don’t think that’s the end of that kind of partnership between NIH, VA, and DoD. So I think, you know, the results, you know, putting together the findings of these workgroups, and the SOTA more generally, into a coherent research agenda will be forthcoming and important work. 

Probably most but maybe not all of you know that Erin and I are actually going to be co-editing a special issue of the Journal of General Internal Medicine that will focus on this topic. Many of you were invited to submit abstracts, and in fact, we recently extended the deadline for empirical papers, abstracts. But we’ll do a preliminary review, then we’ll invite a subset of those who submitted abstracts to submit full papers for the supplement that will be due in July, and then the journal will be published several months after that. And then the other important outcome that was really on everybody’s minds, I think, all the workgroups, had issues and need, suggested that we needed a workgroup that emerged from this conference that focuses on measurement issues to outcome measures but probably process measures as well, and so that group actually has been organized. Kurt Kroenke has agreed to chair that group. The group has yet to meet, but you know, is starting to get organized with a plan actually for a meeting in September. 

And I think I’ll stop there. I know we went a little longer than we expected. Hopefully there's still some time for questions. So I guess I’m turning things back to Robin. 

Heidi: Robin you’re muted if you’re still on the call.

Robin Masheb: Can you hear me now?

Heidi: We can hear you now, yes.

Robin Masheb: Oh, great. Thank you, Bob and Erin. This was a wonderful presentation summarizing the HSR&D SOTA. We have quite a few questions that have come in. I’m going to try to focus on some high-level questions or ones that would address maybe things that a lot of people are thinking about. One of them is that I know that your workgroups reviewed a tremendous amount of literature before coming together for the in-person meetings. Do you have a master list of this research, and is this something that can be shared with the audience?

Dr. Robert Kerns: So I think that there are, you know, mostly the group, the groups likely relied on the published systematic reviews and meta-analyses and some evidence synthesis reviews that were done in VA. I don’t think that any of the groups formally were charged with a further synthesis or integration of that work. Erin, would you agree with that?

Dr. Erin Kerbs:  Yes, and there were lists of readings which were heavy on prior systematic reviews and guidelines. I’m not sure that those are available online though.

Robin Masheb: Actually, now that I think about it, the literature that you did review, even the reviews, will be included in the JGEM supplement when that comes out. So maybe people should be on the lookout for the publications that come out of the SOTA.

Dr. Erin Kerbs:  That makes a lot of sense. And I think the idea is that that supplement would be published at least online about a year from now and probably in print in June of 2018.                 

Robin Masheb: Great.  So people can be thinking about that. 

Dr. Robert Kerns: I think, you know, we could, I am sure we could talk to, and Heidi, you may be able to say something about this, you know, maybe there’s a way. I think the papers, the background papers, may have been on a more limited distribution site, SharePoint site or something for the workgroups. But maybe those papers could be put up more generally. But, you know, that’s, so thanks for the question. Maybe we can follow up and see what we can do.   

Robin Masheb: So in your discussions, in terms of developing some of these real-world studies that could be helpful to move the interventions further along, were there some specific things that you can share and ideas that people came up with in terms of proposing studies that would address this real world utilization of non-pharmacological therapies? 

Dr. Robert Kerns: I think, I’ll take a first crack. I think, I think it's two different ways. I think many of the members in the, you know, the participants in the SOTA themselves were working at the interface between clinical practice and, you know, realistic goals in VA. And by the way, I should say there were, you know, I don’t think we emphasized this, but you know, among the list of the participants were people from NIH, from DoD, some non, you know, non-VA, non-DoD experts in the field of pain management. So it did have that broader context. So many of the people there are well aware of some of the practical challenges of trying to integrate these kinds of approaches within real practice settings, in VA, in DoD, or frankly, you know, the civilian world. And so that’s one answer. 

So I think there was a lot of very fruitful and rational discourse, constructive discussions about some of the challenges and probably even possible strategies for moving forward. At the same time, you know, more concretely, back to these RFAs, many of you, but maybe not all of you, are aware that NIH and VA partner and DoD partner in some, you know, publishing requests for applications in December, and now I assume a large number of investigator groups have submitted proposals for, you know, real-life pragmatic trials of non-pharmacological approaches that would benefit Veterans and military service members. Presumably, therefore, most of these studies would be conducted in VA and DoD settings, but maybe not entirely. 

And so already there are people that have put their heads together in design trials and some of those are likely, you know, will be funded. And in fact, I think, in terms of moving this field forward and, you know, trying to study some of the real-life challenges and find empirical, empirically supported solutions, you know, the investment is already being made. And from my point of view, I think this is incredibly exciting. So there are a lot of people thinking about all of this, but already there are merging opportunities to actually put some money where the ideas are to really advance the science.    

Robin Masheb: So I am realizing that we just we have about a minute and a half left. So just wanted to ask if you feel like we should wrap up here, or Heidi, is it possible for us to extend a little bit if Erin and Bob are available?

Dr. Robert Kerns: I’m available for a little longer. 

Heidi: Yeah, we can extend for maybe twenty minutes. That’s all that we would have time for in the calendar today. 

Robin Masheb: Oh, I think that should be plenty of time. 

Heidi:  Okay.

Robin Masheb:  That would be great. 

Heidi: Sounds good. 

Robin Masheb: So, you know, here’s kind of a policy question and we got quite a few responses about a lot of these interventions not being available and reimbursed from private insurance companies, and this is great that VA is able to offer some of these interventions. But maybe you could talk a little bit about the push-pull about trying to test and implement some of these complementary interventions that are, you know, maybe not considered traditional medical therapies, and what those challenges have been like for VA. 

Dr. Robert Kerns: Erin, you want to take this one?

Dr. Erin Kerbs: I don’t know, is that a question for Friedhelm, I wonder?

Dr. Robert Kerns: Oh, yes. 

Dr. Erin Kerbs: It’s almost more of a policy question or implementation. 

Dr. Robert Kerns: I would say that that, is he, is he on?

Dr. Frieldhelm Sandbrink: Yes, I’m on. Would you please repeat the question? 

Robin Masheb: Sure. We had a number of people commenting on the lack of availability of some of these interventions from private insurers, and in terms of reimbursement, and just kind of wondering about some of the challenges and push back about offering some of these complementary interventions in the VA setting and what it's been like in terms of research and implementation.

Dr. Frieldhelm Sandbrink: Yeah. Obviously this is a question that overlaps in regard to research and what is really the evidence to support implementation of such modalities within our system, ideally system wide. I think that SOTA is really informing us to set priorities. And I think that’s, you know, what Bob and Erin will probably help us further with, you know, as we're collecting the evidence about these different modalities, we can make better decisions about what needs and should be pushed and should be made available at facilities. Obviously not everything can be made available and certain, certain priorities have to be set. And not every facility maybe can choose or can easily implement even the highest priority ones. But I think we want to make sure that the different facilities have access to a complement of modalities that really sit with each other and integrate if possible. So at least one behavioral, you know, modalities, one, more exercise/movement therapy, and then, you know, complementary integrative modalities including chiropractic care and acupuncture. I think within the VA system, I think our priority will be to have cost effective modalities that have really clinical evidence for their benefits in the care of Veterans. The question of reimbursement that you brought up by outside insurance agency is certainly important, but it obviously, I think, to some degree, less important for us in VA.

Heidi: Thank you.

Dr. Robert Kerns: I think that’s a great response, Friedhelm. This is Bob again. I’ll just say that, you know, we’re hugely advantaged in integrative health systems, particularly in the VA, DoD, but you know, and there are a few integrative healthcare systems outside the VA, like Kaiser or Group Health or Geisinger, a few others. And of course, they also serve Veterans. And I think there is interest, actually, in some of those organizations in paying more attention to identifying Veterans and partnering, and I think with the current administration, that may be of considerable interest. But, you know, the broader private sector, fee for service environment is, and patients that are receiving care there, including Veterans, I think are at a major disadvantage because of the issue that’s being implied here. And so VA, I'm doing research to understand the incremental value of these interventions and how they, how they actually can be effectively, cost effectively integrated into care. Ultimately we'll set the stage for likely changes downstream in the private fee for service environment. But the fact that we’re investing now in research, in the settings that can make this happen, I think is exactly, you know, in terms of kind of a national policy scheme, exactly the right strategy. But that’s, you know, my opinion. 

I think, but I do want to emphasize that we, providers in the VA and the patients we serve, I think, are already greatly advantaged relative to those in the private sector.

Robin Masheb: So you touched a little bit on assessment of chronic pain and needing some better assessments, but we have a really interesting question from somebody in the audience that I think comes from the clinical perspective, which is how to assess and evaluate pain in a way that is sensitive to and validates the patient's experience but at the same time is standardized and objective and time efficient for the purposes of research. 

Dr. Erin Krebs: This is Erin. I think one aspect of that is really choosing measures that assess the means of interests to patients beyond simple pain intensity. And of course, individuals experience different implications of pain, so if you have, for example, 10-item measure, not all of those items may be of interest to a patient, but really ensuring that you are covering the domains that relate to their life experience and the influence of pain on their life beyond simple pain intensity as a number, I think is part of this. You know, one thing that came up in some of the workgroups was the idea of individualized goal setting and assessment of progress toward goals, kind of individual scaled assessments. And you know, I think some of those have been developed, but I'm not sure that any of the workgroups identified any measures that had been particularly well validated or were really ready to be used broadly yet. So I think that’s a round-about answer to your question, I hope. That typically it involves assessing multiple domains of patient experience.

Dr. Robert Kerns: And I’ll just say it’s complex, and I want to emphasize when, you know, people generally, I think, people in the field have moved in the direction of thinking "functioning," something about physical functioning or physical and emotional functioning is particularly, is more important, some would say, than pain intensity. However, just thinking about this, and I'd remind or I'd challenge people to think about this. You know, the bottom line is what’s important to measure in terms of physical functioning depends a lot on, depends entirely on, you know, a variety of sociodemographic and clinical characteristics. What’s important for a person with chronic pain who has multiple sclerosis and is wheelchair bound and having trouble with bowel and bladder control but also pain is very different than a high functioning young male Veteran who is, you know, trying to get back to work and is experiencing pain as a factor that interferes with work. So functioning isn’t functioning isn’t functioning. So finding the right tool or the right approach that can accommodate to the huge variance in a person’s experience, you know, even around this one construct, physical functioning, is not an easy matter. 

So I think this is a hugely important question. As you said, it’s interesting, but it’s also a very important challenge, not just for the VA or the field of pain management, but really more broadly as we move to thinking about functioning and quality of life and health, whole health, more generally. These measurement challenges are going to be, you know, on the radar screen and a high priority over the next several years at least. 

Dr. Erin Kerbs: This is Erin. And I just, one more comment is just what it, related to clinical practice, what I do is I use standardized measures and I assess their situation qualitatively, too. So, you know, I do use the PEG in my practice, and I also try to establish individual goals with my patient and then talk with them about their progress towards those goals. And that progress towards goals can be helpful for clinical assessment and treatment planning and is obviously very individually patient centered, just doesn’t make for a great, across-the-board outcome measure. 

Robin Masheb: Thank you, Erin. I think that’s very helpful for our clinicians who are listening in. I have another question going back to different alternative therapies. There are a number of different things offered in the VA and DoD like art, music, drama, dance, healing touch, journaling, poetry, rec therapies. Was this the topic of discussion at all at the SOTA? And was there some decision to include or exclude these types of therapies? 

Dr. Robert Kerns: Well, I think I could, I think generally it’s important to acknowledge that, you know, the broadest array of approaches was generally considered and acknowledged that, you know, there are, you know, no end to the number of strategies that are already being promoted in some VAs, although their availability is even more highly variable than some of the approaches that made it onto the, you know, radar screen with specific policy recommendations. And I would say, also importantly, many of, the availability depends at a specific VA, this is anecdotal evidence based on, you know, there's an individual who is doing X, Y, or Z as opposed to it being an institutional commitment to sustaining that regardless of, you know, who’s currently employed and what their interests are. 

So I think that was, that was true, but really this was a conference sponsored by HSR&D and was primarily focused on, you know, kind of the scientific context and bringing evidence to bear on specific policy recommendations, really thinking, and the whole concept of VA as a learning healthcare organization. So I think the primary focus of the workgroups, or I would say the focus of the workgroups, was really on looking at that fewer number of strategies or approaches that have known substantial evidence, empirical evidence through randomized controlled trials, quality observational studies as opposed to the broader literature where there is maybe some evidence or promising evidence, but still quite limited evidence. So science was really an important focus of what we were, the work we were doing.

Robin Masheb: That’s great. That’s really helpful. And what about in the discussion, was there more talk about sex differences and non-pharmacological pain interventions for woman and how that might differ and what needs to be done going forward in terms of potential differences between men and women.  

Dr. Erin Krebs: This is Erin. In general, the workgroups all looked at data related to patient characteristics and whether that might affect outcomes of these interventions. And generally speaking, I don’t believe any of the workgroups felt that there was any particular substantial evidence that these interventions were more or less effective for any particular demographic group. And generally, I think most of the workgroups felt, too, that the most important patient characteristics in terms of effectiveness might not be something like demographics but something more like pain characteristics or patient preferences in terms of treatment, those kinds of things. But I don’t, this wasn’t the major focus because there wasn’t just a lot of evidence related to that here. 

Dr. Robert Kerns: Yeah, I think even I would agree. And, you know, even some of the more well studied, my thing is CBT. I don’t think, I can’t think of one published trial that was powered to examine gender differences. So I think Erin is exactly right. I just don’t think the evidence is there yet, but it’s an important question and grist for the mill, but it's, you know, an additional challenge. 

Robin Masheb: Here's an interesting question…

Dr. Robert Kerns: By the way, I do have to, I do have to get off really, just in, like a minute.

Robin Masheb: Okay. Why don’t we do just this one last question, then. I really appreciate such a large portion of our audience has stayed with us. One question, one last question was about whether there are non-pharmacological interventions to reduce or eliminate pain medications or opioids and whether that was part of the SOTA discussion.

Dr. Erin Krebs: This is Erin.

Dr. Robert Kerns: I would say that was… Go ahead Erin. Yeah. 

Dr. Erin Krebs: In the prior, sort of pre-work to this conference, an evidence review was done. And essentially it was determined that there is just no evidence. I mean that’s not been a primary outcome of trials that have been conducted, and so, so this, this SOTA focused on pain outcomes and patient-related outcomes other than, not medication use outcomes, simply due to lack of evidence.

Robin Masheb: Did you want to add any last words before we sign off?

Dr. Robert Kerns: I, too, am appreciative of the large number of participants in this webinar. It shows a lot of interest in the topic, which of course, is incredible gratifying to me, so thank you. 

Dr. Friedhelm Sandbrink: You know, and just one last word from my side, I think that as we are looking for alternatives in regard to opioid therapy, clearly the importance of non-pharmacological as well as non-interventional therapies for pain management is so hugely important to all us. And I think one aspect that we should keep in mind is these kind of modalities as hopefully we can, you know, incorporate them to a greater degree into our pain management strategies, that they really will be available, both at primary care and specialty care. I think one of the goals is to make sure that these modalities are available at facilitates in a way that they are not siloed away at a certain facility, in a certain service, but rather that they are, you know, assessable from primary care already and also obviously from specialty care. And we really emphasize the importance of self-care and self-management in conjunction with these modalities guided by a well-informed primary care provider for outpatient care. So thank you very much for doing this, you know, Erin and Bob, for putting this data together. Huge interest in the field, huge interest for everybody, I think, both on the patient and the provider side.  

Robin Masheb: Yes, thank you so much, Bob and Erin, for doing this and getting some of the finding from the SOTA out there before the JGEM articles come out. I want to thank everybody for attending today and if you could just hold on for another minute or two for the feedback form. If you are interested in downloading the PowerPoint slides form today, if you go back to the email you received this morning, you will find the tiny URL link to the presentation. If you are interested in downloading slides from past sessions, simply do an internet search on VA Cyberseminars archive and use the filters to find our previous seminars. If you would like conformation for your attendance, please send an email to the Cyberseminar mailbox immediately following the session. 

Our next Cyberseminar will be by Dr. Joseph Ditre.  It’s entitled Pain, Alcohol, and Tobacco Smoking: Bidirectional Relations and Novel Treatment Considerations. This will be on Tuesday, April 4th at 11 a.m. Please look for the registration information that will come out around the 15th of the month. And I want to thank everyone for joining us at this HSR&D Cyberseminar, and we hope to see you at a future session. 

[END OF AUDIO]

