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Dr. Robin Masheb:  Good morning everyone and welcome to Spotlight on Pain Management for 2017-18 academic year.  This is Dr. 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 “Yoga for VA Patients with Chronic Low Back Pain:  A Randomized Clinical Trial.”  

I would like to introduce our presenter today, Dr. Erik Groessl.  Dr. Groessl is a principal investigator and health services researcher at the VA San Diego Medical Center.  He is also an associate professor of family medicine and public health at the University of California San Diego and is the center director of the UCSD Health Services Research Center.  He received his clinical psychology PhD in 1999 with a specialization in behavioral medicine/health psychology.  Dr. Groessl recently served as PI on a VA HSR&D funded four-year randomized clinical trial studying yoga for chronic low back pain among VA patients.  He is also PI on an NIH funded study of yoga for chronic back and neck pain in active duty military personnel.  His other areas of research include broader integrative health, health economics research, behavioral interventions and patient self-management.  We will be holding questions for the end of the talk. 

If anyone is interested in downloading the slides from today, please go to reminder email you received this morning and you will be able to find the 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.  And now I’m going to turn this over to our presenter, Dr. Groessl.  

Dr. Erik Groessl:  Great, can you hear me okay?

CIDER Staff:  Yes, we can.

Dr. Erik Groessl:  Okay, wonderful.  Well, good morning everyone.  It’s still early here in San Diego so bear with me.  And I did want to say that I have presented this material before.  I apologize to anyone who has seen the same material.  We presented at a Cyberseminar for the Integrative Health ListServ group just the other, last month.  But let me get started.  So I wanted to first start by acknowledging the VA Rehab R&D which funded the study and the wonderful staff which made this study possible.  Let’s see.  Slides are not advancing very quickly.  

And I wanted to start with a polling, a couple of polling questions.  So the first one is from what stakeholder perspective are you attending today?  Please pick one of the responses.  

CIDER Staff:  And our options here are clinician, researcher, administrator, patient, or other.  And if you’re in that other category feel, free to type that into the question box and I can read through that as we’re going through the results from the poll.  Reponses are coming in.  I’ll give everyone a few more moments to respond, and I will close it out and we will read through the results here.  And it looks like we’ve slowed down so I’m going to close that out.  And what we are seeing is 62% of the audience saying clinician, 24% saying researcher, 4% administrator, 1% patient, and 10% other.  And in the other category we have research compliance, registered nurse, counsellor on a research study for chronic pain, and a doctoral student working on dissertation proposal for CAM research for female vets.  Thank you, everyone.  

Dr. Erik Groessl:  Great, thank you.  And the second polling question:  Does your facility offer any yoga programs?  And I tried to structure these responses for VA and non-VA facilities.  So A, is VA facility, yes; B, VA facility, no or don’t know; C, is non-VA facility, yes; D, non-VA facility, no or don’t know; and E, does not apply.  

CIDER Staff:  And responses are coming in.  Again, we’ll give everyone a few more moments to respond before I close it out and go through the results here.  It looks like we’ve slowed down so I’m going to close that out.  And what we’re seeing is 66% of the audience saying they are at a VA facility and yes, it does offer yoga programs; 25% at a VA facility and it does not or they do not know if it offers yoga programs; 0% at a non-VA facility that does offer yoga programs; 4% at a non-VA facility that does not or they do not know if it offers yoga programs; and 5% does not apply.  Thank you, everyone.  

Dr. Erik Groessl:  Great, thank you.  So I think from those questions we’re seeing that there’s a lot of clinicians online, which is great.  We’re hoping to move yoga programs, continue to move them to clinical services.  And 66% at VA facilities said yes, which is great.  We do know from some of the surveys that, I think, over 70%, 70 to 80% of VA facilities do have some type of yoga, but often they don’t have yoga for low back pain or they have yoga programs that may be limited to certain kind of subgroups like inpatient substance use, for example.  So we’re hoping our research can help spread and implement more programs, especially evidence-based programs.  

So at this point I’d like to get into that evidence, a little bit of an introduction first.  We know that back pain in general is a prevalent condition, a highly prevalent condition, affects our society, is very expensive, and we know that veterans experience higher rates of chronic low back pain than the general population.  In the past, pain medication was often like the first line treatment, not only for veterans but many people with low back pain.  Yet we’re seeing our pain, chronic pain, and kind of opioid crisis today because this treatment was often ineffective and has very serious side effects.  We also know that our VA patients, compared to the general population, are more likely to have mental health issues.  And they often have fewer personal resources, fewer finical resources, also fewer kind of support resources, let’s say, interpersonal resources.

So the Patanjali’s Eight Limbs of Yoga were written about, almost 2000 years ago.  And the first couple limbs are Yamas and Niyamas.  These are personal restraints and observances.  These are sometimes viewed as yoga philosophy.  They may or may not be included in a current yoga program.  Limbs three and four, poses and breath, are what most people think of as yoga today, with small amounts of the additional limbs, sometimes larger amounts, it really varies by the yoga intervention.  Limbs five and six are withdrawing the senses and focusing the mind, and then seven is formal meditation with the ultimate goal of a state of oneness.  

So modern yoga is different than what was proposed 2000 years ago.  We know that.  There is a greater emphasis on doing these postures and poses and moving.  There does tend to be less of a spiritual emphasis, and meditation is often viewed as kind of a separate practice.  It may be incorporated into many yoga interventions, but people typically talk about yoga and meditation and I did yoga or I did meditation.  The two often are blended together, though, and yoga is now used to treat various health conditions.  

One term for this is yoga therapy.  And here’s the definition from the International Association of Yoga Therapists, and this organization actually trains people at a higher level to deliver yoga to people with various health conditions, I mean pretty much all health conditions.  The goals of that yoga may be different.  If it’s a cancer patient, they're maybe not trying to cure the cancer but certainly ameliorate some of the side effects of treatments or improve quality of life.  And yoga therapists undergo about 1,000 hours of training, I believe it is, as opposed to many yoga instructors who are certified today with 200, 300, or sometimes 500 hours of training.  And that extra training is focused on medical conditions.  I wouldn’t say it replaces medical training but it’s a step in the right direction.

So yoga is multidimensional.  Kind of as we hinted at with the limbs, the various limbs, there’s breath work, there may be meditation and mindfulness involved.  There’s certainly concentration and focused attention, focusing on if there’s a breath or doing the poses as best as possible.  There is very challenging poses and there can be very relaxing poses.  There’s the ethical principles I mentioned, which are woven into some yoga interventions.  And then there’s movement.  And all of these things can vary.  They go on to affect different processes and hopefully affect mental and physical health in a positive way.  

As I was also kind of hinting at, yoga can be very heterogeneous.  There is hundreds of different styles.  Some might be a cardiovascular workout in a hundred degree room.  Others can be extremely relaxing and involve very little movement at all.  So before I go to the next slide, that does impact our research.  Yoga is not one thing.  And it is important to describe interventions so they can be replicated and really spell out what’s being done.  

So a quick review of the research, prior research on yoga for chronic low back pain.  There were two large randomized control trials both published in 2011.  Karen Sherman’s study found that yoga was better than self-care for reducing pain, disability, and medication use, but it was not better than a third kind of intervention arm that was just stretching.  It was like an hour or 90 minutes of stretching twice a week, a pretty intense intervention.  Yoga was better attended in that study, but yoga was not superior to stretching.  Then the Tilbrook study was conducted in England in nine different community clinics.  They had some problems with attendance, but they found yoga was better than usual care for reducing disability on the Roland-Morris Disability Questionnaire.  They didn’t report on a lot of other outcomes, though.  Both of these studies were conducted in kind of general community settings, HMO-like settings.  They were both about two-thirds, 65 to 70% women, and you know, we’re not sure how well those results generalize to the VA patient population.  

A couple more studies.  Rob Saper is 2013 published a study showing that twice weekly yoga was not superior to once weekly yoga with home practice.  So if you give people a good home practice, sometimes they’ve used videos or a manual, that once weekly yoga is actually attended a little bit better and that meeting twice a week doesn’t necessarily provide additional benefit, at least in that study.  And finally, a more recent, published in July, Rob Saper study that compared, a comparative effectiveness trial of yoga to physical therapy and found that pretty equivalent.  Yoga was not inferior.  In fact, yoga outperformed physical therapy on some outcomes but not statistically better, and that was an important finding to establish that yoga for low back pain was equivalent to a very traditional and widely used other medical therapy.  Here I just listed a few additional reviews that include even broader, a broader range of studies on low back pain.  There has been lots of small studies, many of them small randomized control trials, and in general almost all of them find benefits.  

So yoga for chronic low back pain at the VA actually started in 2003.  Dr. Sunita Baxi began our yoga clinic.  And as part of this program the instructor led patients through a series of poses that were carefully chosen to be safe for veterans with chronic low back pain.  The pace of transition and movement was slow to moderate.  We wanted to, actually at that time they wanted to accommodate people of a lot of different levels, and poses that are modifiable, that can be done at say two or three different levels.  If a person can’t stretch their back and lift up from the floor, is there a way that they can do and get some of the benefit from that pose without doing the full pose?  

For this clinic, patients were referred by providers mainly in primary care but really from clinics all over the hospital and medical center.  All patients did attend a screening visit with a physician, this was Dr. Baxi at the time, to ensure safe participation, so they were selective at first.  Some people with hardware inserted into their spine, they weren’t sure about and they did not participate early on.  

Here’s a picture of some of our veterans doing yoga.  We were limited to our patient education room to do yoga.  This was not ideal.  As you can see some patients use chairs for support early on.  But yeah, we kind of had to clear tables and chairs away.  We don’t have an ideal space to do yoga, and I think a lot of other VA’s likely face this same problem, certainly the larger medical centers that serve thousands and thousands.  I think we’re serving over 80,000 unique Veterans instead of we were at about 45,000 ten to 15 years ago when I first started.  So space is definitely a problem and an issue.  

Here’s an example of some of the poses we did.  And again, this is a yoga instructor modeling these poses.  I apologize it’s not extremely clear pictures here, but some of these poses in the middle, for example, people have asked, well, couldn’t that hurt somebody who’s doing yoga for the first time, and it is true.  We don’t instantly ask people to try and do the cobra or sphinx pose.  They’re very gently nudged in that direction, very minimal lifting up at the beginning to make sure it’s safe.  

So in 2005 I found out about this program and was very interested.  So I gathered some validated questionnaires and was able to do some research just measuring some health outcomes before and after 10 weeks of yoga.  And in the first little study we had 33 patients.  We found improved or reduced pain severity, increased energy, decreases in depression, and improvements in quality of life.  These were significant changes pre and post.  And there was a dose response, which the more people attended and the more they reported practicing at home, they better their health outcomes were.  

We also did an add-on study with a little bit larger sample a couple years later, and we compared women and men.  So small samples, 13 and 40, but we did find that women had significantly better outcomes than men.  We’re not exactly sure why.  We tried to control for any other differences that we knew of in those samples, but both of these studies are published in the literature.  So the pilot data led us to apply for funding, and you know, I always tell the story it took six tries.  Submitted the grant six times before I got funded at RR&D, but in 2012 we started our study.  We randomized 150 VA patients here in San Diego to either twice weekly yoga or a delayed treatment group that received usual care for the first six months and then they got yoga after six months.  They got the same yoga program.  And usual care, I should say, we went with usual care because we didn’t want to try and take all these, all of our patients in both groups off of what they were doing.  Many of them were on whole variety of medications and/or some were doing some physical therapy, some were doing some exercise on their own.  And we decided it was likely somewhat randomly distributed across the two groups, and therefore, we asked them to not change other treatments unless medically necessary.

Again, referrals came through primary care primarily and also through many other clinics, pain medicine, certainly psychology, substance use, and other clinics.  Flyers posted throughout the medical center.  We did assessments at baseline, six weeks, 12 weeks, and six months.  

So our intervention consisted of hour-long, twice weekly yoga for 12 weeks.  And we did twice weekly yoga, there’s still a debate whether once weekly or twice weekly is better.  This was started before Rob Saper’s finding in 2013 was published, and this was a classic Hatha yoga, Iyengar and Viniyoga influences.  Those styles tend to be gentle styles, very modifiable styles that can allow for people with lots of different abilities and medical conditions to practice yoga.  Our certified yoga instructor had seven years of experience.  We manualized the yoga protocol for the instructor, and also we had a home practice manual.  So we did emphasize home practice.  We had about five to 10 poses that people, in the manual people could perform at home safely.  And we asked that they do yoga at home 15-20 minutes a day on their own on days they weren’t coming into the yoga sessions.  And the sessions did progressively become more challenging to try and help people progress as they got more flexible and stronger.  

So our data sources, we primarily relied upon self-report questionnaires.  We measured some physiological data.  We certainly had our VA medical records with diagnoses and attendance and some biological data.  I’m not going to talk too much about the physiological or biological data on this talk today.  

So our self-report questionnaires, and you know, physical function and disability, this was our primary outcome on the RMDQ, which is the Roland-Morris Disability Questionnaire.  It’s pretty much become the gold standard or primary measure for chronic low back pain trials.  We also measured pain with a Brief Pain Inventory, which provides both pain severity and interference.  And I guess some people wonder sometimes why isn’t pain the primary outcome.  And there’s some debate among researchers that pain is still more subjective somehow and that the disability and being able to do things and being able to function better is maybe slightly more important than how much pain you actually have.  We also measured depression, Health Related Quality of Life with two different measures, the SF12 and EQ5D.  Self-efficacy, fatigue and energy.  We tracked home practice through logs.  We also tried to ask participants about non-VA treatments and medications and hopefully capture anything they were doing outside of the system.

Here's a list of some of our physiological measures.  As I said, I’m not going report results on these measures today.  But we wanted to look at flexibility, grip strength.  Grip strength has been shown to predict further disability and mortality.  Core strength is something that’s very important for back pain as well as one of the big benefits of yoga.  And we also measured BMI and waist circumference.  

So our participant characteristics, you can read through those.  I’ll just note a few, 25% women.  So you know, maybe 10 to 12% of our population at VA San Diego are women, and so women were more interested and kind of over-represented in our sample; 51% were non-white; 66% were single, divorced, widowed or separated.  And this really struck me.  I’ve really seen this in our Hepatitis C patients as well, even higher rates, but it really shows that two-thirds of our Veterans don’t have much emotional or social support when they go home.  Twenty-one percent were unemployed.  This was about three or four years ago when the unemployment rate was about 7% in this area.  Almost one-fifth were homeless in the last five years.  A quarter don’t have their own vehicle and mostly rely upon public transportation, and the mean length of back pain was 15 years.  So we’re talking very chronic back pain.  Not too many people who were injured recently and had back pain of six or 12 months.  And 20% were being treated with opioid medications.

I wanted to take a quick look at attendance data because it did become quite relevant.  As you can see on the bottom of this graph there’s yoga sessions attended, and it ranges from zero to 24.  And although we did have quite a few people who attended 19, 20, 23, 24 sessions, there’s always a lot of people, you always get some who are randomized in a study who don’t come at all or come one time.  But there’s quite a range with a lot of people coming five times, nine times, and not continuing, either stopping or coming back, missing sessions and coming back.  And in fact, the first two cohorts, our attendance, this is a mean, our mean attendance, and we had six cohorts of 25 participants.  They were only attending on average 42%.  This includes everybody.  This includes people who never came.  But still we saw this as a serious problem in our study, and we instituted some attendance improvement efforts.  

We had the instructors start emphasizing attendance more at the beginning and often at times during the class.  I also started meeting with each participant who enrolled in the study before they were randomized to talk to them about, we had them fill out a questionnaire that talked about their reasons for participating.  And I just spent three to five minutes talking with them about their reasons for participating and the real importance of attending and/or coming to assessments.  And we did get a jump in attendance after that point.  If you draw that dividing line, it went from 42% in cohorts one and two to 59% in the later cohorts.  

So our reasons for low attendance are shown here, and as you can see, transportation and financial problems.  These are people who attended less than 12 classes, and this was the first half of the sample.  There was also work and school conflicts.  This was hard to get around.  We had limited time slots that we could hold the yoga classes, again restricted by space here at VA San Diego.  Eight had other comorbid health issues that interfered with their yoga attendance.  And then we kind of had a smattering of some mental health issues, depression, PTSD, substance use, and only one reported that their back pain worsened and they were not coming anymore because of worse back pain.  

So here’s our primary outcomes, and we initially stated that our primary goal was to get significant differences in disability at 12 weeks, the end of the intervention.  That’s kind of the typical study design.  We saw that the yoga group went down two points on the Roland-Morris while the usual care group dropped 1.3 points.  And this was not significantly different.  However, at six months, it took another three months even after the intervention ended, and we strongly encouraged the yoga group to continue their home practice and seek yoga elsewhere, they kept getting better.  They kept functioning better and we saw the usual care kind of fall back a little bit, and this was a significant difference at six months.  

On pain severity we found significant differences at all three time points between the two groups, with pain being reduced more in the yoga group.  I wouldn’t say the reductions in pain were large.  They were small to at best moderate reductions, but they were significantly better.  

Pain interference also was significantly better at 12 weeks and six months in the yoga group, so pain interfered less with daily activities as reported by our participants.  Fatigue, also fairly robust and large findings of much less fatigue in the yoga group, especially at 12 weeks and six months.  

Depression, people with low back pain are more at risk for depression, but there was no requirement, certainly, so many people did not have significant depression and these results average everybody in.  We did see larger drops but not significantly larger drops in depression.  And this is the CES-D measure, short measure.  So drops of two points, which I don’t think that quite meets clinically important difference, but again, many people were not depressed to begin with.  

And finally on the SF-12 quality of life we had significant differences at all three time points with the yoga participants showing improved quality of life more so than usual care.  The SF-12 mental score was not significantly different.

So we also have some interesting data on opioid, opiate pain medications.  There’s a lot of data here.  If you look at the fourth row down, so we have narcotic pain medication, then we have yoga and usual care, we have their baseline of 21 and 19%.  They went to 11 and 12%, 12 and 11% at 12 weeks, and 9 and 7% at six months.  So there were no significant differences between the two groups.  But both, as a whole, participants decrease their pain medication use from 20% to 8%.  Why is that?  In talking with patients who were enrolling in the study, I really found that people were attracted to participate in this study because they wanted to get off of pain medications.  And this was 2013.  This was kind of before a lot of attention was being drawn to this issue.  It was on the radar for many people but not like it is today.  Then we also saw for other medical treatments and self-help pain treatments that the sample as a whole reported less use of other treatments, other medical treatments and other self-help pain treatments.  

Again, we’re not exactly sure why except that I think this group, in general they often had tried almost everything else the VA had to offer.  They’ve had back pain for 15 years on average.  They’ve tried chiropractors and acupuncture and physical therapy and hydrotherapy, and whatever else is out there, certainly pain medication.  And in why the usual care group also showed a drop, again I’m not sure.  I think they were interested in non-pharmacological kind of non-medical treatments.

So to kind of start the discussion. our yoga group had larger decreases in disability and other outcomes, no doubt about that.  The decreases in pain and disability were moderate in size.  I mean they weren’t huge decreases, but I think there’s some factors to note about why that was the case.  We did have lower than optimal attendance.  And I think our population is, and our participants are more impaired than in some of the other studies we’re comparing our results to.  And finally, if they’re reporting they’re using less opiates and other pain treatments, if you take away or stop doing those other treatments, you expect pain to go up.  So we’re kind of seeing improvements despite decreased use of opiate medication and other pain treatments.

So I did want to start by comparing, a little bit, our results to the first two larger randomized trials and not so much compare our results as compare our samples.  And we see that our sample was a little bit older, 53 years on average.  Sherman and Tilbrook were at 48 and 46.  We had 75% men as opposed to 30% men, 35%, a much more diverse sample racial, race and ethnicity wise 51%.  The Tilbrook study in England didn’t even report this.  A little bit less educated, 54% college grads versus 62% in Sherman’s study.  Quite a bit higher unemployment.  So depending on how you measured it, our unemployment was 21 to 35% versus 13% or about 10% in the Tilbrook study.  The other studies didn’t mention homelessness.  I don’t think they thought to mention it or had any.  We see the duration of back pain on average 15 versus about 10 years.  Ten years is still a long time but certainly more chronicity.  And a higher baseline disability score.  Now not a lot higher than the Sherman study but definitely higher than the Tilbrook study.  We had 21% using narcotics, 7% in Sherman’s study, not mentioned in the Tilbrook study.  And finally our attendance rate, we did find the lowest attendance rate of these three studies.

I also wanted to take a look at this one other outcome, which is a 30% decrease in the Roland-Morris Disability Questionnaire.  This is viewed in the scientific literature as a clinically important decrease in the Roland-Morris.  So these are percents, the percent of people who had a 30% decrease at different time points.  And we see in Karen Sherman’s study the yoga group and the stretching group had 50% at six weeks.  It peaked at 12 weeks with 75% and then ending up around 66 and 72% at six months.  However, their self-care group, which received simply a pamphlet or booklet about taking care of one’s self, which is the main control group, 50% of those people had a 30% decrease.  So that really says something about this population.  Maybe they were less impaired.  I’m not sure.  Certainly even, I present data here also from Dan Cherkin’s study of comparing mindfulness to CBT for low back pain.  And again, we see they start at 30 or have about 35% response in mindfulness at six weeks, goes to 47 and 61%.  They actually had 12-month outcomes, which is very impressive.  But again, their usual care group by six months 44% achieved this outcome.  During our study, our usual care group only 24% at six months.  So by far I think this really says something about kind of the chronicity and the impairment and the difficulty.  There’s not a lot of these people, only one-fourth are spontaneous getting better with usual care.  And I shouldn’t say spontaneously, they are getting care.  Our yoga group, we found 33, 44, and 57% had this 30% decrease in disability at six months.  

So I just wanted to present a little bit of qualitative feedback from our participants.  Certainly the first one indicates how excited they were to start yoga, and they noted they were trying to discontinue or decrease their pain medication.  Another person noted that they’re really going to miss the classes, they loved the small group.  The third one talked about providing the opportunity to practice yoga in a safe, controlled environment at the VA.  I think there’s definitely some bonding that goes on among Vets knowing they’re getting care at the VA with yoga.  And I don’t think it’s the same just sending them to the YMCA, for example, or another yoga studio.  There are some free yoga programs, like Connected Warriors in the community that provide free yoga to Veterans, and they may get that kind of bond there as well.  And finally, continuing the program would be an added benefit to disabled veterans.

So our conclusions, our results confirm the benefits of yoga for reducing disability and pain in VA patients.  I think that VA patients may need yoga programs that have more intensive support around attendance and sustained practice.  I think they face more issues as far as access to care, public transportation, financially paying for yoga classes in the community, and I think we need to provide these programs.  And I really also, it was clear that many VA patients really want to reduce pain medication use and they simply need more options like yoga and other non-pharmacological approaches so they can make that transition.  

So as far as future directions, we do have a lot more data that we plan to analyze.  And I did submit follow-up grants to RR&D and HSR&D to try and get funding to look at long-term outcomes in this same sample, to look at sustainability, and talk to them about, are you still doing yoga, and if not, why?  We were also going to look at booster sessions and cost effectiveness.  Neither of those proposals were funded.  There are some issues going forward because the usual care control group was offered yoga after six months.  So I think there was concern over that design issue.  But I thought it was still important work.  I am conducting short-term cost effectiveness analysis using the EQ-5D and the cost of the interventions.  I’ll be presenting that data at SBM and also likely at the Integrative Consortium on Integrative Health and Medicine in Maryland.  And finally, I think it’s really important, we’re looking for ways and working with different people to implement yoga for chronic low back pain at more VAs nationally.  Great!  That’s it.  Thank you.  

CIDER Staff:  Thank you, Dr. Groessl.  This was a great presentation.  We have a number of questions that have come in.  I just want to encourage the audience to keep writing in.  I’m going to combine a number of questions.  We have some requests about more information specifically about the yoga poses that were chosen, specific sequences, and if there is actually a manual and whether that is available to providers across the VA who would want to do this kind of work.

Dr. Erik Groessl:  Okay, I mean certainly as far as the manuals, yes, I have manuals, an instructor manual and a home practice manual, and I’ve been emailing those to people.  I’ve portably sent it to 20 or 30 people so far, VAs and non-VAs.  So I’m happy to do that.  Was there a more specific question on the poses?

CIDER Staff:  Yeah, can you talk a little bit about the poses and the sequence, maybe a little bit more detail about it?  And we also have a question about the size of the classes and were classes split by gender and what was the makeup of the participants?

Dr. Erik Groessl:  Sure, so participants were not split by gender.  It was a female instructor and there were often anywhere from one to three women in most of the classes.  The class size was about 10 to 12, I mean our room holds 10 to 12.  So each cohort of 25 people was randomized 12 or 13 to each group.  Rarely did all 12 come to one class.  Usually there would be eight or 10 people in a class.  And yeah, the poses were developed mostly by Dr. Baxi, who worked with some orthopedic surgeons and physical therapists and some other people, actually prior to me doing this research.  And there’s also the other studies by Rob Saper and Karen Sherman, and there’s a lot of overlap.  So other people have published their poses, and there’s always a few different poses that are added across studies, but many of the same basic poses are the same.

CIDER Staff:  Can people get a copy of the manuals?  I’m getting a lot of questions about that.  

Dr. Erik Groessl:  Yes, yes.

CIDER Staff:  And how could they get that?

Dr. Erik Groessl:  They should just email me at my VA email address.  I’m in Outlook, and as I said, I’ve been emailing that out to lots of people already since the paper was published.  

CIDER Staff:  That’s great.  That’s so generous.  And could you talk a little bit about the home practice and how that differed from the sessions that you had in person?

Dr. Erik Groessl:  Yeah, yeah.  I mean they received a manual, and as I mentioned, there were around five to, I think, eight poses, a subset of poses that were considered safe and that they could do at home.  They had instructions on breathing and how to do those.  Some other studies have developed videos or online, you know, they were certainly encouraged to do and not discouraged from doing yoga that they could watch online or watch on a television or use a DVD or something.  But our manual just went through some basics and they were encouraged to practice 15 to 20 minutes on any days they weren’t going to do an instructor led session.  

CIDER Staff:  Great, so there was flexibility then in what they could at home.

Dr. Erik Groessl:  Oh yeah.  Yeah, I mean they were encouraged to do yoga as much as they could.  We were careful to not tell them to go do a certain kind of yoga.  They were always cautioned to listen to their body and be careful.  

CIDER Staff:  And what percentage of the participants who were in the usual care condition took advantage of the yoga once it was offered?

Dr. Erik Groessl:  I would say they did in different, to different degrees of course just like our original yoga group, but I’d say about half that came to one class.  So we contacted them and it was six months later, and we did find out that some of them went and did yoga before they were supposed to.  I think about two or three actually admitted on our assessments that they had done yoga when they weren’t supposed to.  And we could take their data out of the analysis.  I don’t think they were doing it daily, or weekly I should say.  But yeah, we hope to analyze that data as well.

CIDER Staff:  Did you come up with kind of an optimum number of sessions for attendance that was, that gave you a good outcome?

Dr. Erik Groessl:  Not yet.  Not in preliminary analyses.  We looked at that briefly if people who attended at least half the sessions did a lot better.  And it’s hard because it’s not just the attendance, it’s also the home practice.  And you have to kind of, as researchers we’ve looked at different ways to combine how many minutes did you do at home and how many minutes, if you did 60 minutes with an instructor.  And it’s hard to know if those are just additive, but yeah, we really didn’t in preliminary analyses see a certain level that people who did that were significantly better.  We did see a lot of people come to 24 sessions or 23 and come all the time.  We do know those people almost every time got better.

CIDER Staff:  Great, great.  I have quite a few questions about the usual care and whether that typically meant certain treatments like pharmacotherapy or physical therapy or if it was just all different things.  And do you also have a sense that decrease in the opioids had to do with patient’s choice in cutting back or was that more dictated by changes in prescribing practices in the VA at the time that the study was conducted?

Dr. Erik Groessl:  Well, the other treatments, yeah.  We had these forms in which we asked people about all these different non-VA treatments and both medical treatments and all these different possible exercises.  We had some participants who exercised almost daily, and they may not have been the best person to enroll in the study.  They weren’t doing yoga but they wanted to do a yoga study.  But yeah, most of the other people I would say were doing physical therapy or had done physical therapy.  They might not be getting physical therapy twice a week during the whole study, but many were on, of course, using over-the-counter medications, some were on opiates.  I would say predominately things like medications, physical therapy, some acupuncture and chiropractic being referred to in the community.  I’m sorry, what was the second part of that?

CIDER Staff:  Oh, the second question had to do with whether you think that the changes in opioid prescriptions had to do with, was that driven by patients or was that driven by changes in prescribing practices at the VA?

Dr. Erik Groessl:  This was primarily conducted in 2013 and part of 2014.  I think it was primarily the patient choices.  I mean I think it’s really been in the last two years, I would, I work with some providers, but really the last couple years, Jim Michelsen is very involved in our primary care pain reduction program and there’s really been more concerted efforts to change prescribing practices.  I think there were some changes going on before that.  I think certainly VA providers were talking to their patients about this growing problem but not as significant as it is now.  So I think a lot of, I don’t know.  So if they were talking for a couple years to their provider about reducing opioids, is it the patient or is the practices?  I don’t know.

CIDER Staff:  Maybe we could just ask a couple of higher level questions about whether this is something that could be integrated into the whole health initiative or what else is going on with yoga at the policy level.  Maybe Friedhelm is on the line and can help answer some questions about that or has he thought about that?

Dr. Friedhelm Sandbrink:  Yeah, hi.  So I’m on the line.  Thank you very much, first of all, for this really wonderful presentation.  And not just for the presentation, I really want to thank you actually for moving forward the work that you’ve done about yoga and accessible integrative health at your facility.  I think what you’ve done is really tremendous and I think it’s a great model for other sites as well, so thank you very much.  I think as part of the SOTA, our State of the Art conference that we had about a year ago where we reviewed evidence of non-pharmacological modalities in the treatment of pain, so other than pharmacology and interventional care, so we had certainly included that three different aspects.  So we had behavioral and psychological therapies included, manual therapies, and then exercise and movement therapies.  And yoga is one of the three besides tai chi and then exercise modalities that was included specifically in our evidence.  So as part of our expanded access to complete integrative health modalities, it is one of those modalities that we would like to have seen implemented at facilities.  Now there might be some facilities who choose maybe tai chi over yoga, and we don’t really have good comparison with that.  But we would like to have these implemented throughout the system as we expand access to alternatives to opioid and pharmacological therapies.  I think I just want to mention also that when our clinical practice guideline came out for low back pain, just about in September it was, just a month ago, yoga was also one of the modalities that is included into the evidence as a recommended modality.  So you can find that at the healthquality.va.gov website as you can do with all our other clinical practice guidelines.  

Dr. Erik Groessl:  Yeah, great.  Thank you, and yeah, that is interesting.  I was at the SOTA meeting and that was a great meeting.  And you know, yoga sometimes does get put into different categories as a movement therapy and not in mind-body for some reason or behavioral and psychological, and it’s not psychotherapy certainly.  It’s different from CBT, but I think it is important to look at things like attendance, sustainability, the behavior around, the health behavior in developing that habit and self-efficacy.  When do people feel the benefits and get kind of hooked on it and say I want to do this every week, I really know it helps.  And then we have certainly the access issues in providing it at VAs more widely.  Yoga for chronic low back pain, as you mentioned, in the reviews is really the evidence-based, is an evidence-base treatment now and should be provided.  Yoga for many of these other conditions, there’s a lot less evidence.  And there’s probably more yoga programs for reducing stress than there are for chronic low back pain despite less evidence.  So yeah, and I think yoga can help with so many things.  It’s multidimensional.  It can be cardiovascular and provide that metabolic benefit.  It affects the flexibility and the strength, and then you get into the breathing and the relaxation and the focus of the mind, instilling the mind, there is growing evidence that it’s a great treatment for PTSD.  So I think there’s great potential in the VA system more broadly.  I think the whole health initiative does strongly encourage clinics and medical centers to start providing things like yoga and tai chi.  We have not yet kind of been selected for a whole health clinic here but definitely plan to move in that direction, of course, with the various initiatives in the next year or so.

CIDER Staff:  Thank you.  Thank you, Dr. Groessl.  My apologies for cutting you off.  I’m just realizing that we’re at the top of the hour.  This was a wonderful presentation and our audience had so many questions, really so many more questions than we were able to answer.  So I just want to encourage anyone who I didn’t get to, to email Dr. Groessl directly.  Just one more reminder to hold on for the feedback form.  If anyone is interested in downloading the PowerPoint slides from today, you can go to the reminder email you received this morning and find the link to the presentation.  You can also search on VA’s Cyberseminar's archive and use the filters to find any of our previous seminars.  You will be receiving an email with your certificate of attendance for today’s session.  And please join us for our next Cyberseminar which will be on Tuesday, December 5th, with Dr. Lizzie Goldsmith.  That talk is called “Measures for Patients with Chronic Musculoskeletal Pain:  A Systematic Review.”  You’ll see registration information go out around the 15th of November.  And I want to thank you for joining us at this HSR&D Cyberseminar, and we hope to see you again.

[ END OF AUDIO ]

