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Dr. Robin Masheb: Good morning everyone, and welcome back to Spotlight on Pain Management for the 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 Pain and Pain Measurement: An Opportunity for Integrative Health. I would like to introduce our presenter for today, Dr. Trip Buckenmaier. Dr. Buchenmaier is a retired U.S. Army Colonel and Program Director, Principal Investigator, and Professor for the Uniformed University’s Defense and Veterans Center for Integrative Pain Management. Additionally, he is Program Director Emeritus of the National Capital Consortium’s Regional Anesthesia Fellowship Program at Walter Reed. Dr. Buckenmaier had deployments to both Iraq and Afghanistan where he organized innovative strategies for the use of anesthesia and acute pain care services in areas of active military operations. He is Co-Editor of the Acute and Perioperative Pain section in Pain Medicine, has extensively published in Pain Medicine, particularly as it relates to combat wounded, and serves as Editor-in-Chief of U.S. Medicine. 

We will be holding questions for the end of the talk today. If anyone is interested in downloading the slides, please go to the reminder e-mail you received this morning and you will be able to find the 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 and he will be able to take questions related to policy at the end of our session. Also joining us is Dr. Bob Kerns, Professor at Yale and Research Psychologist at VA Connecticut Healthcare System. And now I am going to turn this over to our presenter, Dr. Buckenmaier.

Dr. Trip Buckenmaier: Thank you so much. I appreciate the opportunity to speak with everyone today. My title slide I think in some respect sums up the issues that federal medicine has been working with on pain. I am going to be giving a little bit of a history of who I am and how I became what we affectionately call a painiac, along with Friedhelm and Bob who work in this space, which can be a very difficult area of medicine to work in. It’s an area of medicine that I think is poorly understood and has not really received the attention that is deserves. But I believe because of the pressure of the last 17 years of conflict, we recognize, particularly in the VA first and then the DoD soon after, that issues of pain and it’s management were vital to the rehabilitation/recovery of our wounded service members. And not just the wounded, but those just serving in our armed forces. And we do have a culture, as the title slide shows, pain is weakness leaving the body, which is a euphemism often described by many service members describing our ability to ignore trauma or painful issues and continue on with the mission. You can still buy this t-shirt in The Pentagon. And so it’s a difficult culture to deal with a disease process, such as pain, which many people in our society still see and still don’t understand and see as a form of weakness. 

Just briefly, disclosures. I have none. I am not smart enough for these things. And this presentation is mine. They are my opinions and they do not necessarily reflect the opinions of the Uniformed Services University, the Department of Defense, or the United States government.

So I think an important piece of legislation, although there has been many recent executive orders and pieces of legislation, particularly the more recent CARA Act, that deal with pain management, but it was the 2010 National Defense Authorization Act, that’s how the military actually gets funded, that mentioned that there was an issue in our system concerning pain. This was not a surprise to those of us in the military. For some time we have been dealing with issues of pain in a conflict where we have really experienced as a medical community fantastic success. Less than 10% died of wounds rate, which is historic in nature. No land army in the history of this planet has achieved that level of survival after wounding. And these are very complex wounds. The signature weapon of this, of these wars has been blast, and blast injury, and it has been particularly difficult on limbs. And so what we were recognizing is while we were having tremendous success at stopping the bleeding, mending bone, closing wounds, we were not necessarily having functional human beings at the end of this process following their rehabilitation and recovery. And oftentimes pain was that debilitating issue that we were recognizing. 

And in fact it was General Schoomaker, who was the former Surgeon General for the Army, who noticed that there was not only an increase in the suicide rate, which was well publicized by the media during the wars, particularly the height of the wars in 2009 and 2010, but we were not getting these Soldiers either back to duty as many of them expressed a desire to, or back into society functionally, and oftentimes pain and particularly medications, opioids, were at fault. And there was also a recognition that there was an uncomfortable association with opioids and the suicides that were being analyzed. And so the DoD asked us to do a top to bottom look at what we were doing in pain, assess both acute and chronic pain, what programs of research were available, and what education may or may not be needed. 

This resulted in the Pain management Task Force document, which is available. You can download it from the internet. It was published in 2010. We went to many MTFs, both in the VA and the DoD civilian institutions. We talked with providers of all different types of specialties and areas of interest, but we had a specific concentration on primary care. And we, the document came out with a strategy, a comprehensive pain management strategy, and we were using words in the DoD that we had not used historically. Concepts of holistic, multidisciplinary, multimodal, of course state of the art science, and we were looking for a way to optimize the quality of life. And when I say soldiers, I am a former Army Officer so I say Soldiers, but of course I mean Soldiers, Sailors, Airmen, Coastguardsmen, and Marines, and anyone else working for the Department of Defense in our federal system. And we wanted to look at this both from an acute and chronic pain standpoint. Of course the issues we were dealing with out on the battlefield are acute pain issues, but we were recognizing how these acute incidents, particularly with limb loss, were associated with debilitating chronic pain issues, or as is termed now, quantification of that acute pain. 

It’s interesting that this document about a year later was followed up in June of 2011 by the IOM report, Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education and Research. These two documents were very complimentary in their findings as far as where we should be guiding the nation and our federal system in managing pain. And it wasn’t describing more medications. It was describing, again, a more holistic, multidisciplinary, and multimodal approach and recognizing that pain is a disease process like any other national problem we have right now with a disease, whether it’s diabetes, heart disease, and that there was a definite preventative medicine component to this, along with primary care options that focused on public education and bringing diverse medical specialists together with the patient in the center to deal with this issue. 

This is what we call the Easter egg slide, and it provides sort of a timeline describing what I’ve been discussing. And you’ll notice that the VA Pain Program Office is the first egg, if you will, up there at the top, as far as organizations. I think the VA had recognition of this issue about a good decade before these conflicts, and the DoD came into this similar ideas about this issue. And that was very helpful that we had that leadership right from the beginning from our VA partners. Some people often think that the VA and the DoD work hand in hand but that’s not correct. They are two cabinet level positions to very different budgets. But we are, particularly in the pain space, coordinated and working together. And that’s a success story that has happened since that IOM report and Pain Task Force report in that the VA and the DoD work very closely and have actually developed products together, some that we will briefly mention. 

The DoD Pain Management Task Force, as I mentioned, happened in 2009. There was a VA Pain Directive that came out about that time, and I have already mentioned the report, immediately followed by the IOM report. During that time the NIH created a pain research coordinating committee. We do not have a specific entity at the NIH for pain. The IPRCC as a committee fulfills that role. And after the IOM report came out, that committee was challenged to come out with a strategy to operationalize, if you will, that’s a military term, the IOM report for civilian medicine. And of course, we were asked to do the same thing with our Pain Task Force report. That resulted in the National Pain Strategy. We also had a strategy in the Military Health System. About the same time the NCCIH, which used to be NCCAM, changed its name to recognize that it was really not about alternatives, it was about integrating other healthy therapies that had been, in my opinion, overlooked, some again that we will be discussing. 

And then the result of that I think has been other documents and CDC guidelines for opioid prescribing. There was a Presidential Memorandum on opioids and heroin that the DoD has been responding to, and recently, I need to update this slide, the CARA legislation. And so things have been moving forward, and the point of this is it’s not that we have confusion over what we think we should be doing. All of these documents are in lockstep over the recommendations. The issues are these changes, which represent a cultural change, are very difficult to make, particularly when the financial incentives in many cases are driven by pharmaceutical companies and device makers. 

I’ll let you digest this statement. Derek McGinnis is a somewhat famous wounded warrior, has been in some movies, a bilateral amputee, and wrote a book about his experiences, particularly as it related to his pain issues. And I think it’s important since this is coming directly from the source of a wounded Veteran describing how he’s now able to function, but the single most important thing that he had to overcome was his pain issues and that the pain no longer rules his life. 

And this is a bit of a criticism of the DoD, but I think it’s understandable. For years, many decades now, morphine has been the prototypical drug most often associated with pain relief on the battlefield. If you’ve seen a movie depicting World War I, World War II, Civil War, not so much in the Civil War, though it was common practice to use morphine during that conflict, no self-respecting surgeon would leave home in the Civil War without morphine as part of his kit. You’ll often see the medics jamming morphine ampoules into the wounded Soldier’s leg. 

You might be asking yourself if morphine has worked so well for so long in the military, what suddenly changed in our environment that rendered this medication less successful? Well, I mentioned that less than 10% died of wounds rate, more Soldiers were surviving with incredibly complicated wounds than ever had before. And also that survival which I think primarily is related to very highly trained combat medics that are on the battlefield that are able to stabilize these wounded Soldiers very quickly and get them to higher echelons of care, or levels of care, but also blood component therapy far forward and our surgical capability. But the fact now that we understand that rapid transport of these polytrauma patients through our system to progressively higher levels of capability was the way to save lives. And in fact, it’s not unheard of for a polytrauma patient to leave the battlefield in Afghanistan and in less than 24 hours after injury be in Landstuhl, Germany, in an intensive care unit, literally receiving intensive care services on the fly. 

Well, if you can imagine for a moment that you are a flight nurse and you are taking care of maybe 15 to 30 casualties, many of them missing limbs, other "minor injuries," and the only tool you have on that flight is morphine. You don’t have monitoring. This aircraft is loud, it’s vibrating, it’s a very uncomfortable place to do medicine. And if you give morphine to that Soldier to stop him moaning, has he stopped breathing and how would you tell? And this was a dilemma, particularly back in 2003, where I think it’s reasonable to say that the only option we had on the battlefield at that time for pain control was morphine. 

We were putting our healthcare providers, and our patients for that matter, in a very uncomfortable position. The nurses did not want to use excessive amounts of this drug because they were concerned of the respiratory depression, and it’s a very difficult thing to manage a patient’s airway on one of these aircraft. And so my initial deployment in 2003 was actually stimulated by the fact that the surgeon general at the time, Surgeon General Peake of the Army, was recognizing Soldiers coming off the aircraft in Landstuhl, and this is his quote, “in agony.” And I want to remind the audience that this is a 21st century conflict and we were having such difficulty in dealing and managing the pain. And then as I mentioned, while I was focused on that specifically as an anesthesiologist in the Army, what we were doing to evacuate these patients, my leaders, and particularly folks in the VA, were recognizing that the recovery of these wounded was really being challenged and in many cases delayed or prevented because of the way that we were managing pain that was so focused on these opioid medications. 

I don’t want to suggest to you that there is not technologies out there and that we haven’t advanced. We have. Since 2003 you have probably heard of the fentanyl lollipops. Again, that is another opioid. And I want to be very clear here. I am not against opioids. I am an anesthesiologist. I can’t get through a clinical day without these powerful tools. They are very powerful tools and very important tools, but I think this goes along with the adage that if you’re a hammer, everything is a nail. Well, if the only tool you have to manage pain is morphine, then you hit every Soldier with that morphine hammer. And that’s where I think we have made real advances on the battlefield, where we’re now looking at new drugs, such as nonsteroidal anti-inflammatories, the injectables like ketorolac, paracetamol which is Tylenol but the injectable form, which we could give to everybody no matter how badly they were wounded. The fact that we now have processor driven infusion pumps that allowed us to do things with local anesthetics and patient-controlled analgesia that we had not been able to do in the past, and we’re looking seriously at new and novel ways to administer medication, such as the oral and nasal mucosa. 

The device you see up in the left-hand corner is a nasal inhaler. It was originally designed for ketamine. We also have a drug, and again remember I have no financial interest, but the military has invested heavily in a Sufentanil Nano Tab, AcelRx, that will be delivered from a credit card-sized device, a small tablet that goes underneath the tongue and creates a little patch with the patient’s own moisture in his mucosa and delivers a very controlled dose of Sufentanil without the peak levels that are often associated with a high that comes sometimes with opioids but provides consistent 90 minutes to two hours of analgesia. These things are coming. 

And then of course the big change on the battlefield has been ketamine. Ketamine has made all the difference. It’s a non-opioid NMDA receptor antagonist, a very old drug, that I think received some bad press, if you will, from its initial use as an anesthetic induction agent but when used in much lower amounts can be a very potent dissociative anesthetic. Very helpful on the battlefield. And in fact, I’ll mention when I was in Afghanistan I had two options for analgesia during trauma anesthetics. As we were assessing them in our emergency area and there were morphine and ketamine and not once during that period did I ever pick up morphine because ketamine did things that morphine could not do. It would provide intense analgesia, disassociate the patient from their injury, which is not a bad thing, keep them still, which is a good thing, help them not process what’s going on around them, and do so without respiratory depression or a decrease in their vital signs. And so it was really a wonder drug in my opinion. We are now working with the FDA to get an analgesic indication for ketamine, which I think is not too far in the distant future, and it really has made a big difference.

And of course regional anesthesia. This is a stimulator device that we use to stimulate nerves with. That device I actually took with me to Iraq. It freaks me out a little bit because it’s now in the Walter Reed Medical Museum, so I can go see my stimulator in the museum. But that, I already mentioned the processor driven pumps. But what’s really made all the difference right now, particularly for regional anesthesia, is the ultrasound which allows me to see my nerve targets and essentially turn off extremities or areas of the body at whim with local anesthetics. And there’s even new technology that’s coming down now with peripheral nerve stimulation where I can place a catheter that stimulates the nerve rather than local anesthetics, a drug that does, as all drugs do, have some side effects. And then manage pain with stimulation, replacing a noxious stimulus with a non-noxious stimulus. And these technologies are on the way. And this is what I actually was out there in the battlefield introducing. But we recognized while we were introducing this 21st century technology, we were really in the 19th century as far as it was concerned in giving medications, because we were still kind of stuck on morphine. And so I am very pleased to say that that’s been changing, but I don’t think it’s been changing fast enough.

So I probably don’t need to tell folks in this audience that we have a real problem. This is a slide that I have taken from the CDC. And for every death that we hear about I want to remind you of the morbidity that’s actually going on. The 10 admissions to hospitals for abuse, 32 emergency departments visits, 130 people who continue to abuse or are dependent on these drugs, and then 825 nonmedical users, meaning users that are using these medications not as they were prescribed by their physicians. I leave this quote up here from Densmore that “medicine is not a science; it is empiricism founded on a network of blunders.” While I think that opioids definitely have a place in medicine, I think we have blundered with the use of these medications thinking that they were safe. Now admittedly we were, in some cases by unscrupulous drug companies, told that these drugs were safe and that people would not become dependent. But we have found since that those ideas were wrong and that our overdependence in this country, we have about 5% of the world’s population but we consume 80% of the world’s production in opioids, we have a problem. 

I also want to mention that the Joint Commission that gives us our certification for our major hospitals is watching. And you’ll see down there that they’re now wanting us to look seriously at other non-pharmacologic strategies. Things like acupuncture, chiropractic, osteopathic care, massage therapy, and physical therapy among others. There are still strategies with medications, but the idea is to build a comprehensive plan with these diverse practices with the patient at the center for a more comprehensive approach and overall picture to managing pain, and that’s what they’re going to be looking at.

So this is a big topic as you can imagine, but one area that I would like to focus on, and it’s a particular interest of ours here at DVCIPM, is how we have been measuring pain and what we should measure.

So I like this New England Journal of Medicine article by Ballantyne and Sullivan that asks the question has the way that we have been measuring pain, the numeric rating scale which everyone is familiar with it, it’s that zero to 10 scale where the physician asks on a scale of zero to 10 what’s your pain, 10 being the worst pain you can imagine, and of course zero being no pain. I want to say first of all that that scale was a very important scale. It was a very important first step. It provided a way to objectively measure something that is a very subjective experience. But it only measures pain intensity. And I am here to testify as an anesthesiologist that if the only thing that I am going to measure is intensity, then really opioids are the best solution. Nothing reduces pain intensity, in my opinion, better than opioids, maybe with the exception of ketamine. But that’s not the only thing that pain represents. We understand now that pain is what we call a biopsychosocial experience. We understand that many other factors that may be going on in the patient’s life, their relationships with family members and spouses, their work life, the issues that they may have with their ability to do the things that they enjoy all play into their perceptions of pain and how that their brains are actually processing that pain. 

And so we decided as part of our DoD Task Force, as one of our requirements, and also because we got feedback from our primary care providers that they found the NRS was not particularly helpful, to develop a new scale that, we did make the cover of Pain Medicine. And it's the DoD/VA Defense and Veterans Pain Rating Scale. You’ll notice that this scale contains a number of elements that you have already seen before. Faces that help people that might not be facile with our language in describing their pain, the mild, moderate, to severe, and zero pain, which our NADO partners use. They use a four-point scale labeling it mild, moderate, severe. 

Also the intensity bars and the colors; green, yellow, and red. But what I want to direct your attention to, which I think is the most unique portion of this scale, which again contains the numeric rating scale zero to 10, but the functional language at the bottom of the scale. Historically we have told patients that they should just tell us whatever they think the pain is, whatever they believe it is. But we were having problems with that in some cases. Soldiers who wanted to use these opioid medications not necessarily for their intended purposes would be advised just tell the doctor your pain is a 10 and you’ll get your Percocet that you need for Percocet poker in the barracks tonight. And these are things that were actually happening. And so we decided at least in the DoD, along with our VA partners, that we would develop a scale that provided definitions that these patients could use to focus their concept of how they were dealing with pain on how it was impacting on their function. 

But we didn’t stop there, and we also developed a few supplemental questions designed to be asked either on a daily, weekly, or monthly basis about how that pain was impacting on the patient’s usual activity, sleep, mood, and stress. This is that biopsychosocial impact. Because we began to understand, particularly in our wounded warriors, that there were many cases, particularly when a Soldier had lost a limb, where we may not necessarily be able to get their pain to zero. And that zero pain, we call that chasing zero, might be an unrealistic option. And that historically we were able to get their pain to zero and that was our goal in 2003. 

I’m an anesthesiologist, and I guarantee you that anybody on this phone call right now, I can get your pain to zero. Now you might be on the carpet blowing spit bubbles, but that’s not what we were discussing. The idea was to get your pain to zero. Well, we were noticing that our Soldiers who were recovering from wounds were on the couch watching I Love Lucy with their opioid prescription, their pain zero when the kids went off to school. When the kids got back, they’re still on the couch, still pain is zero, but not really functional. And we began asking ourselves is that success? And the answer that came back loud and clear, particularly from family members of these patients, was no. We needed to assess pain in a better way and define success differently. And so I can tell you personally using this card or this approach, I have had patients that their pain is a five or six, it was a five or a six last week, it’s a five or six now, and they say doc, I fully expect it to be a five or six next week. Well, how is your activity? Well, my activity is great. I’m going skiing this week. How’s your sleep? The sleep’s never been better, and my mood and stress are down because I’m reconciled with my wife and I’m back to work. And so we could define our treatment program with other measures of success beyond just measuring pain intensity.

There is a lot of interesting things that you can do with this system; mCare allows us to ask the DVPRS clinical questions using a patient’s cellphone. You actually see a patient that we trended over, this was a wounded warrior, over 10 days when they had come in for a revision of their amputation. You can see on day one they had their initial operation, they had to go back for a revision on day four. And you can see how the parameters, as far as the influence of pain on activity and sleep and mood increase and then as the days progress they decrease. We actually had just completed a research study where perioperatively instead of having a nurse asset call a patient, which we typically do from the acute pain service, we now have the phone system query the patient. If they want to be contacted, of course they are immediately contacted by a human being, but if they don’t and their parameters on the DVPRS are what they should be as far as the recovery, then we leave it at that. And we feel that that’s an adequate follow-up, and of course that’s done electronically. And so that’s something that’s exciting that can be done with this type of way of asking patients about their pain. 

I also briefly want to mention PASTOR and PROMIS. PASTOR is a catch word that we use in the DoD to describe a tool that we wanted to develop that was going to be both a clinical support tool that would help us understand a patient’s pain in great detail but would also provide us a registry of how patients were responding to some common pain issues such as back pain, headache, and of course recovery from trauma. 

And PROMIS instruments are the tools that we actually, the engine if you will, that we use to drive this pain assessment screening tool and outcomes registry. And NIH promises a $110 million effort to take many of the common question banks, like physical function, pain interference that you are familiar with if you’re in research and find those questions in favored tools that are most informative on these various domains and subject them to what’s called computer adaptive testing. And so briefly if I, we’ll use physical function as an example, if I knew nothing about your physical function and I wanted to understand where you were on a measuring scale, from bedridden to Lance Armstrong on steroids, as a computer I would ask you a middle of the road question, and then based on your answer, instead of just asking another question the computer then, through an algorithm of complicated math, asks the most next most informative question. And therefore I can subject you to a 50-question physical function bank but get an answer in only two to four questions, and thereby I can not just ask about physical function but in a very compressed period of time get a lot of information about your stress, your mood, your interactions socially, and other aspects of your pain that I otherwise wouldn’t be able to get in a typical 20-minute clinical appointment. 

The PASTOR instrument, which exists right now, you can actually go to our website at dvcipm.org, you’ll see that again at the end of the presentation, you can take PASTOR for yourself and see what the patient report looks like.  So this is a research, outcomes registry, and clinical decision tool. It currently exists in our system and is now what’s called a program of record, part of the DoD budget, and we expect to start rolling this out early 2018. 

This is a look at the PASTOR Clinical Report. You’ll notice, and I believe you can see my arrow right here, that in addition to PASTOR instruments, we’ve added some other things that we’re interested in the military, such as a PTSD screener, opioid misuse and abuse screener, suicide screener, other screeners that would cause the clinician to want to do other specific things with this particular patient immediately. It has a pain map. We want to track if we have the patient on opioids what the morphine equivalence we have. It actually tracks the DVPRS, which is this information right here, the impact of pain on sleep and the impact of pain on activity. I’ll mention to you that with research that we have done with this tool, we have found that there is very good correlation between the more vigorous promise measures of these domains and the screener tool, if you will, the DVPRS. 

The real meat of this report, though, are these PROMISE instruments. The specific domains that we started out with were depression, anxiety, anger, physical function, social function, pain interference, sleep disturbance, and fatigue. We’ll probably be adding in the near future catastrophization scale, which is currently being developed. What’s interesting about PROMISE instruments, though, you’ll see this red line. That’s a representative 50th percentile, if you will, of the U.S. population. Because these PROMISE instruments are normalized against a reparative sample. That’s not convenience. It’s actually representative sample of the U.S. population. And so you can say that if somebody is a standard deviation above that 50th percentile for anxiety, anger, or depression, in this case, there is standard deviation better than half of the population. And of course if they’re below that line they would be a standard deviation below for these parameters. So you can see that this is a patient that’s trending toward, as it shows here, better health. And we think this is a, it was the primary thing that came out of the Pain Task Force document. It’s also been asked for by the IOM report because this is going to allow us to track patients consistently throughout our system, and in time get that big data that you hear about so often that will allow us to really answer questions about what is the impact of acupuncture on back pain. Is there a role of massage perioperatively? 

And I want to speak about that for just a second. So I hope you’ll agree with me that this Biopsychosocial Model of Chronic Pain, which I think many pain experts now are agreeing with, is a better approach to managing pain, both its biological, social, and physiological aspects. 

We actually did a study looking at yoga for chronic back pain. It was, the treatment group received eight weeks of yoga and the control group received a standard of care, usually with medications through a primary care clinic for complaints of low back pain. And I’ll point out to you that if you look at the first graph here, at the end of the 26-week follow-up period, if all you looked at was a zero to 10 pain scale, you’d essentially say there was no benefit for the yoga because they both ended up the same. The care group control eventually got better. The yoga control group, though, got better much faster. And I would suggest that the area underneath this curve, though this particular study was not powered to answer this question, but it does suggest that there is a signal that maybe this is the area where patients seek more care or more medication. But what was more interesting is when we looked at things like pain interference, anxiety, and fatigue, notice the difference, marked difference in the yoga group compared to our control group. And so when you looked at these other parameters beyond just the numeric rating scale, you were able to define success of this therapy in ways that you weren’t before. 

And what was interesting is another thing that we noticed from the yoga versus the control group, that the changes in social functioning, physical functioning, and affect, meaning improvements in social functioning, improvements in physical functioning, and then improvement in the general affect, were not only predictive of them doing better later on, but those changes actually persisted, whereas in the control group that was sometimes or often actually not the case. This data is being published right now and should be out in the next few months. 

So this is my plug right now for integrative medicine. Both the VA and the DoD have invested a considerable amount of taxpayer dollars in looking into acupuncture. And we used auricular acupuncture, euphemistically called battlefield acupuncture as a gateway drug, if you will, to introduce our systems to the idea of acupuncture, needles, being a routine portion of patient care. This has been a very successful program in that we have been able, in the DoD and the VA, to teach all the way down to our most basic providers such as medics in the DoD and various flavors of clinician in the VA, under the supervision of a physician with a physician order, to be able to place these simple needles to provide pain relief. This was already being used in the battlefield to great success by a number of our special forces. And many providers that initially were introduced to acupuncture through this simple procedure have gone on to more extensive training. 

Biofeedback, yoga, massage, these are things that we are now introducing into our system, but there is a lot of resistance. A quote from 2013 from David Gorski, “the future of integrative medicine is much too close.” But I’ll remind you of a far earlier quote that Hippocrates, the father of western medicine described, noting that “it is far more important to know what sort of person has a disease than to know what sort of disease the person has.” And I think these modalities that have been around for thousands of years and now have data supporting them need a close second look by our systems. The VA is moving out on this and I’m hoping that the DoD is not far behind. 

And just to mention to you briefly, as I am running out of time, but I was pleased to be a part of a series of issues in pain medicine critically looking at massage from a review process, a systematic review, that we did with Samueli Institute and the American Massage Therapy Association. And the data was very compelling where we looked at its influence in managing cancer pain, perioperative pain, and musculoskeletal pain. And so the, your colleagues who often discount these modalities saying there is no evidence, I really think need to go back and do another critical look for these issues, whether it’s acupuncture, massage, chiropractic care. The evidence is improving. The studies are now being funded, particularly by NIH. There is a collaboration effort right now between the VA, DoD, and the NIH, in the integrative health, and so I think if you’re not already on this train, it’s coming and it’s time for medicine to invite these ideas into the house of medicine. 

And I’ll leave you with this last Arabian proverb that “if the camel once gets his nose in the tent, the body will soon follow.” I think in the VA and DoD the camel’s nose, as far as integrative health, and in this case it’s a camel labeled massage, that nose is already in the tent, and I think there is an opportunity for federal medicine to serve as a leader and an example for the rest of the country in how these modalities can be integrated, not replacing our standard of care for pain right now, but becoming a new combined standard of care where these integrative health modalities are equal partners with the things that we take for granted right now with medications and procedures. 

And so with that I’ll finish. I appreciate your attention. Managing pain is everybody’s business, no matter what flavor of medicine you’re in. You’ll notice our website right there, and I do believe we have some time for questions. Thank you very much.

Dr. Robin Masheb: Thank you, Dr. Buckenmaier. That’s a wonderful presentation and overview of what’s been going on in the field, specifically in DoD and VA. And I have to say that I think your explanation about focusing on pain severity is the thing that gets us caught up with opioid use because that is the hammer that hits that nail the best. I think that was a wonderful, wonderful, very compelling description. So we have a couple of questions, but I just want to encourage the audience to continue to send them in. I think this is a high-level question that’s really interesting. It’s thinking about some of these non-pharmacologic types of therapies like massage and acupuncture as passive types of interventions where somebody is actually doing the therapy or treatment for the patient and whether anybody’s looked at what happens with these passive therapies once the treatments have ended and whether there is some sort of getting used to them, addictive quality that people want to continue with those things, you know, ongoing, you know, not in a time limited way and whether people have started to talk about that as an issue or looked at it? 

Dr. Trip Buckenmaier: That’s an excellent question, and we actually talk about passive versus active therapies. And I didn’t mention it, but I think it’s appropriate to mention as an answer to this question, but the VA/DoD Stepped Care Model, this was a Stepped Care Model for pain that the VA developed that the DoD has adopted. And the first step is actually self-management. And so there are many practices. Yoga is probably one of the best examples, but there are certainly others where patients can manage themselves in many cases with the correct initial education. In terms of the further question, well, do people become comfortable with these ideas and decide, well, this is something that I would like all the time? It makes me smile because we have often said in the DoD I would love to get up in the morning and have my masseuse give me a massage, hot stones, and then my psychologist tell me what a good person I am before I started every day, and that would probably make every day much better for me. But of course that’s unrealistic. 

And so I think we have to find that balance to where we’re using these modalities to educate the patient on what impact these sort of passive approaches might have in addition to pharmacologic and procedural aspects of their pain management with an understanding that if they decide that they want to continue these sorts of ideas there are outlets for that activity. The research, though, I think the person asking this question is noting, is incomplete on what is the dosage of acupuncture and what is the length of time of that effect. But I don’t think it’s an either/or situation. I believe that that’s part of the problem. 

Right now we tend to take in a patient and do “modern medicine” with medications and procedures, and if those fail, we then put them into the system and allow the acupuncturist, allow the massage therapist to have a crack at them. Well, at that point it’s probably too late, and I think that these modalities have gotten a black eye, if you will, because the patients are in such a state that the advantages of using these modalities much earlier are lost because we’ve now subjected them to needles and medications. And so I think we need to kind of turn that paradigm on its head, and the Stepped Care Model does a very good job at describing both to providers and patients the escalation in care and technology. And so I certainly think before a needle should first be driven into a patient or a pharmaceutical should be considered that these other modalities that have an extremely high safety profile and therapeutic index be considered at least first and utilized quite possibly along with those other therapies. Over.

Dr. Robin Masheb: Thank you. So I have quite a few questions about the PASTOR and PROMIS assessment tools. I’ll try to combine all of these questions. One is learning, getting more information about how to get access to and incorporate the PASTOR measure. Have these tools been developed to use in VA CPRS? Could you give us a little bit of a sense of how burdensome these pain assessment tools are both to the clinicians and to the patients? And has there been any type of effort to use these tools in some sort of ecological momentary assessment so that they are repeated and that there is a way of tracking that over time? 

Dr. Trip Buckenmaier: All very good questions.

Dr. Robini Masheb: Oh, wait, wait, wait, wait. One more I have is that are there any studies looking just at the reactivity of the pain assessment, maybe just using these assessment tools without doing intervention?

Dr. Trip Buckenmaier: So as far as access to the tool, everybody that’s on the call right now has access to the tool because they are taxpayers, I’m assuming. If you’re a taxpayer, since this was developed by federal providers, you own this tool. It can be downloaded for free from our website, and there is a considerable amount of information about how the tool is utilized and its validation. There are a number of manuscripts now that have been published, both by the DVCIPM and other organizations, looking at this tool and they have all been very positive. 

As far as utilization, interestingly enough the utilization has been far superior outside of the federal system. Although I will say, again, the VA in many cases has taken a leadership role, and in fact the entire Maryland VA system has moved over to the DVPRS as its primary pain screening tool. There are civilian systems, and in fact an entire state, West Virginia, Clay Marsh is the leader in that system to West Virginia University, has moved the university toward the DVPRS and is planning on bringing the entire state. Of course West Virginia is the state on all the CDC maps about the opioid crisis that unfortunately has the worst color and is really at the forefront of this. We’re also having conversations right now with Virginia. It’s utilized in a variety of different clinics. 

To answer the question about patient flow, we were specifically interested in that, and so we went to the Pentagon and the Dilorenzo Clinic there, which is the primary care clinic, and introduced the DVPRS. And because we were concerned, just like the primary care providers were, that this would disrupt clinical flows, we developed a number of electronic devices that allowed the patient to be introduced to the DVPRS, to answer the DVPRS questions outside of the clinical appointment. That lasted for about a month until the providers said, you know, look, we got this, this does not take that much time to utilize, it actually saves me time because it reminds me and directs the patient to talk about these things, talk about activity, sleep, mood and stress. And they abandoned those electronic crutches and now just use it routinely. Recognize also that it’s a zero to 10 scale, and in fact all the scales are zero to 10. And so they tend to incorporate seamlessly into whatever EMR that you have, but again, that’s a case by case basis. 

As with any change, this will require leadership and explanation. I’ll mention that there are a number of videos that can be seen on our website that specifically deal with the DVPRS, why we’re making this change, and some of those videos are for providers and some are for patients. At the Dilorenzo Clinic right now we actually have those videos running in a loop. Many clinics throughout the country are using these videos to help educate their patients on pain and this change. At its most distillation, I would suggest that the DVPRS is a way to explain to your patients that there is a cultural change going on in this country about how we assess and talk about pain and that we’re no longer just going to focus on intensity, and that when we have that conversation, as hopefully I described with that yoga study, we can measure success of our treatment modalities in different ways. And I think when we do that, we’ll find that these other integrative health modalities compete better than they have traditionally when it’s just been with intensity. I think I got most of the questions. I may have missed one and so was that all of them or did I miss?

Dr. Robin Masheb: I think you did a good job of consolidating that. We have just a few minutes so I thought I would end with a high-level question, and maybe Bob and Friedhelm would like to jump in here, but we did get a question about, you know, I think for many of our researchers this looking at pain from a biopsychosocial model, we’ve been doing it for a while and, you know, now everybody else is learning about this and is coming on board. And so what’s out there on the horizon in terms of implementing these new multimodal pain management strategies in terms of, you know, DoD, VA, NIH, or even the White House, in terms of how are, what’s going on with implementation?

Dr. Trip Buckenmaier: You know, Friedhelm or Bob, from a VA standpoint, because I do think you are in a leadership position right now, and the DoD is playing some catch up because of the CARA legislation, would you like the first stab at that?

Dr. Friedhelm Sandbrink: Yeah, so hi. This is Friedhelm. Good morning everybody. So yeah, I think, you know, we should mention this, you know, related to this, certainly the pain management teams that we are implementing as in the VA as part of our efforts to implement the CARA legislation with its many different requirements. So the emphasis in that regard is obviously that our pain management teams will have not just medical provider included but will have behavioral therapy, physical medicine, or rehabilitation and exercise modalities, and also addiction medicine expertise incorporated into our pain management teams. And those will be available and should be available already at every VA facility. This is part of the legislation that came out last July. And we have received feedback from the medical center directors that pretty much at every VA facility now we have such pain management teams in place. 

I think in general, or you know, we, I want to thank Trip, Dr. Buckenmaier, here for putting our pain measurements into perspective here. Right? We deemphasize the pain intensity and pain severity scale. We want to know about interference and actual functioning, whether that’s physical or emotional functioning, stress and sleep. And I think, you know, the DVPRS, you know, is really one way to move this forward. I think also in the interests of time, I just want to say one mention about the patient reporting outcome measurements. I think certainly as you’ve done this with PASTOR, that is the future. I think the patients have to have ability to report to us using the PROMIS, I think is a great opportunity because it allows us to get so much more feedback on a relatively small scale and we certainly have ongoing discussions already in that regard.

Dr. Robin Masheb: Thank you. Thank you, Dr. Buckenmaier, for sharing your work with us today and our audience for participating and writing in some great questions that made for a really interesting conversation. Just one more reminder to hold on another minute for the feedback form. If anyone is interested in downloading the PowerPoint from today, please go to the reminder e-mail you received this morning to find the URL link to the presentation. If you are interested in downloading slides from our past sessions, simply do an internet search on VA Cyberseminars' archive and you can use the filters to find our previous seminars. Everyone will be receiving a certificate of attendance so there is no need to e-mail us about that. Our next Cyberseminar will be Addressing Pain and Opioid Use Disorder in High-Risk Patients on Tuesday, October 3rd, by Dr. Ilene Robeck. We will be sending registration information out around the 15th of September. 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 ]

