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Robin:	I would be hosting our monthly pain call entitled “Spotlight on Pain Management.” “Spotlight on Pain Management is a collaboration of the PRIME Center, the VA National Program for Pain Management, and the HSR&D Center for Information Dissemination and Education Resources. Today’s session is Evaluating the Impact of Whole Health on Pain, Quality of life, and Opioid Utilization. I would like to introduce our presenter for today, Dr. Benjamin Kligler. Dr. Kligler is Executive Director for the Office of Patient Centered Care and Cultural Transformation at VA. 

He will be speaking for approximately 45 minutes, and we’ll be taking your questions at the end of the talk. Please feel free to send them in using the question panel on your screen. If anyone is interested in downloading slides from today, you can go to your reminder email you received this morning, and you’ll be able to find the link to the presentation. Immediately following today’s session, you’ll receive a very brief feedback form. We appreciate you completing this as it is critically important to help us provide you with great programing. And now I’m going to turn this over to our presenter. 

Benjamin Kligler:	Thank you, Robin. And just a sound check, you can hear me okay? 

Robin:	We can hear you great. 

Benjamin Kligler:	Okay, it’s a Miracle. It’s a miracle. Hi, everybody, I’m glad to be here today, and I’m going to be talking to you about some of the outcomes we’ve been seeing from the Whole Health initiative. Let me—oops. Okay, here we go. It worked. Miraculous. Okay, so can I just confirm you guys are seeing my first slide there with the Whole Health diagram? 

Robin:	We are, yes. 

[bookmark: _GoBack]Benjamin Kligler:	Great. The other day I gave a talk, it was a very high-profile group. I ran all the way through my slides, and then about 15 minutes in, they said, oh, we’re still seeing the first slide. So I’m glad you can see my slides, and I trust that, Heidi and Robin, you’ll let me know if something goes awry. So a lot of you may be familiar with Whole Health. That may be why you showed up, or you may not. So let me just give a quick overview before I go into talking about some of the outcomes. 

So this is our definition of Whole Health and approach to health care that empowers and equips people to take charge of their health and wellbeing and live their life to the fullest. And we’d like to summarize that with just the phrase that’s at the bottom there, moving from what’s the matter with you, which is more or less the rubric that we have used across all of healthcare because we tend to think about diseases and either treatment of diseases or prevention of specific diseases. Which is fine and great and part of what our job is, but moving from only focusing on that to focusing on what matters to you and trying to look at the whole person beyond their diseases and think about how connecting with what matters most to the person ultimately will help them manage whatever diseases or what challenges they may be experiencing. 

So just to quickly summarize, Whole Health is being implemented across the VA in all kinds of different ways. We do have a model which you might call the delivery system model for Whole Health. And I was just going to quickly run through it with you because it will be referenced when I share with you some of the outcomes. It’s important, though, to realize this is just one model and that Whole Health is a concept, much more than it is one specific way of implementing things or one specific program. And I’ll come back to that during the course of the talk. 

Just so you do have a sense of how we’re thinking about the structure of this, there are three major components. The first one is called the pathway. This is a nonclinical encounter. This is where a veteran has a chance to connect with a fellow veteran who has been trained as a peer facilitator and basically have a conversion, start the conversation about what matters most to them and start the conversation about how they can potentially move forward to get closer to that. What strengths do they have? What challenges do they have? And those conversations can happen in a group. We have a group course called “Taking Charge of My Life and Health” that’s pretty much offered everywhere now in one form or another. They can happen online. They can happen virtually with a single fellow veteran. 

We also have an app now called the Live Whole Health app, which enables veterans to sort of start that conversation on their own if they prefer to do it that way. So that’s the pathway. Second is the wellbeing program we see in the lower left. This is not necessarily one spot in a VA. This is more often a virtual program, as in distributed across the VA and may also include care in the community in many circumstances. This is where a veteran can access the Complementary Integrative Health therapies that are now part of VA medical benefits, things like acupuncture, yoga, tai chi. This is also where they can access some of the skill-building courses we offer. Learning how to eat better. Learning skills that they can use at home one their own, whether that’s meditation, tai chi, et cetera. 

And this I where—and I don’t have a slide for this. I just have Friedhelm’s name, and it reminded me. The step care model of pain, which has now been modified to include that base platform of self-management, we really look at this wellbeing program as one of the places that a veteran can really go to get some of the skills to really equip them for that self-management part of pain. Also something that might happen here is working with a health coach, although that can happen in a lot of different settings. So that’s the wellbeing program. The third component is what we call Whole Health clinical care, and this is the excellent disease-oriented disease prevention care that we currently already give in VA. But it’s delivered from a little bit of a shifted perspective in the sense that really organizing the conversation around what matters most to that veteran and who are they. 

So just to make that real, I’m the doctor. I am a doctor, by the way. I’m a family practice physician. I might be telling you to take your diabetes medication because it’s important to get your hemoglobin A1c down under 7, but then again, you might be saying, well, so what? And I might ask you, well, what’s important to you in life? Why do you want to be a round? And you might tell me, well, my granddaughter’s getting married next year. I want to be able to dance at the wedding. So I might then be able to say, listen, keeping your diabetes under control is what’s going to keep you health enough to dance at the wedding. And that’s the shift that we’re talking about. And we call that just changing the conversation, but you’re still delivering the same kind of disease-oriented high-quality care. And a lot of this is brought together by the personal health plan, so the idea is really the veteran’s in charge. So that’s the essence of what the system looks like. 

So what I’m going to share now is basically outcomes, so let me just step back for one second. In 2016, Congress passed a bill called the CARA legislation. I’m sure all of you being pain people are familiar with CARA in one way or another. One of the provisions of CARA mandated that VA stand up a minimum of 15 demonstration sites, three-year demonstration sites, geographically diverse where we would expand the implementation of Complementary Integrative Health and Whole Health with a particular focus on veterans with pain, although everybody had access to it. And we would then collect outcomes about what the impact of offering this kind of approach to veterans with pain, what were the impacts. And so we looked at a number of different dimensions of those impacts. We looked at staff outcomes, veteran outcomes, veteran-reported outcomes. 

And so what I’m going to share with you now is basically the legislation mandated that 30 months into the program, which turned out to be April 2020, we would deliver a report to Congress on the preliminary outcomes. That’s mostly what I’m going to share with you. Where we are right now is that the three-year project has wrapped up, and our query partners who are this excellent group that you see featured on the slide in front of you are now working on the final data set. And so we expect—I’ll share with you just a little bit about what we know so far about that, and then we expect more to be coming out over the course of the next couple of months as they get a change to do some subgroup analysis and some more detailed slicing and dicing of the data. But the data I’m going to share with you mostly here is data that came out of that preliminary evaluation, and I’ll talk more about that as we go along. 

The 18 flagships, I don’t think I included a list, which I probably should have. The 18 flagships were distributed around the country. The reason why we ended up with 18 rather than 15 is every VISN wanted to have one, and so that seemed like the right way to do it. And all the VISN directors chose which site. There was quite a wide distribution in terms of types of sites. There were large urban sites like Boston, Atlanta, San Antonio. There were others that were smaller sites in more rural areas, Tomah, Erie, Beckley. So really quite a lot of variety geographically across the country in terms of patient populations and also size of facility and complexity. So we’re very pleased with that in terms of understanding what it takes to implement this in different kinds of settings. 

So the outcomes I’m going to share with you basically are mostly comparing—and I’m going to talk about this set of outcomes, and then I also have a few slides talking about some other specific studies looking at specific interventions. So this first part is really about the Whole Health system as a whole, and then I’ll share with you a few studies. There’s a lot out there now and even more happening in terms of looking at specific components of whole health and what kind of impact they have on pain, et cetera. 

So just to share with you what are the services that we talk about when we talk about—because what we’re going to be looking at is veterans participating in Whole Health compared to veterans who didn’t. This analysis, as I said, it’s focused on veterans with pain and at flagship sites because that’s where we had the mandate to do the demonstration. I will say this is happening all across VA now, really, every single VA medical center now has some kind of Whole Health coordinator, some kind of programing launching, really spreading pretty quickly. So in terms of what are the services that we’re talking about when we talk about comparing Whole Health users to non-users. They include the CIH therapies, Complementary Integrative Health, and you can see the list there on your left. 

So there are eight CIH approaches that are covered by the medical benefits package. And then there’s also chiropractic care which is not in the VA a CIH approach because it’s really part of rehab, but we did include it under this umbrella since it’s often discussed in the same breath as some of these other therapies. And then there are also what we called for this purpose the core Whole Health services, so these are things like Whole Health coaching, Whole Health pathways services, which I explained what that was just a bit ago. And so it was a combination of the CIH approaches and the Whole Health approaches. And you can see on the right there—I won’t go into it—but we defined comprehensive Whole Health use as eight or more Whole Health touches. And that’s what you’ll see on the following slides. 

And really in terms of that, it’s important to know, we don’t know a lot about what is the minimal-effective dose of almost any of these therapies. Even something like acupuncture that’s been very widely studied now for 25 years in very large, high-quality randomized trials, still, we don’t know what the minimum effective dose is. So we chose eight because for many of these therapies, somewhere in the range of five to ten is felt to be sort of the minimum effective dose. So that’s where we settled, but that’s still really an open question. And one of the questions we hope to be able to look at as the dataset matures is can we figure out what the minimum-effective dose of some of these therapies is? So that remains to be seen. 

This is just a quick summary of some of the major outcomes. I want to point out a really important caveat. As it should be clear, this is an observational trial. We compared Whole Health users to non-Whole Health users. There are so many potential confounders and so much potential for bias. It was not a randomized trial. So I think it’s very important to view these as preliminary or suggestive outcomes that need to be further investigated probably in randomized trials of some kind. But just very important to put that caveat out there. So we think they’re very important results. They’ve had quite a big impact on helping spread across the VA, but I don’t want to be—I want to be transparent about what the limitations of this data are. I will share with you we’re now doing a propensity score matching so that at least we have a reasonably constructed control group to look at some of this. But in this initial analysis which came out for the congressional report, we did not do that. So I’ll share a little bit of what the propensity score matching is showing us. 

So this is a quick summary slide, and I think I’m going to be talking about each of these things in turn. So I wont dwell, but you can basically see we did see a more rapid decrease in opioid utilization among veterans who use Whole Health than veterans who didn’t. We also did a large patient-reported outcomes survey which was mailed out to veterans. I think we mailed to a total of 18,000 or 20,000. This was done by our awesome query group. And for the purposes of this survey, which was the preliminary, we had the first 3200 veterans back who had at least a baseline and a six-month survey. The Veteran’s Health and Life Survey was a tool that was put together by looking at basically what did we expect to change based on the constructs of Whole Health and then looking for previously validated tools that measured that. So the Veterans’ Health and Life Survey was kind of a mashup of a number of previously validated tools, just kind of all administered in the big survey.

So you can also see compared to veterans who didn’t use services where we saw a number of other improvements, care being more patient centered, greater engagement in care. We saw, actually, an interesting increase in what you could call life, meaning, and purpose and also improvements in perceived stress. So we did see some interesting trends in this first wave of data. I’ll just share a few interesting things from this. Again, I do want to point out, remember, preliminary analysis. We didn’t do significant testing here. We did effect size. I should say we, but this was the judgment of our much more—I’m a clinician researcher. So that gets to be my excuse, but this was the most, I think, useful way to look at this data at this stage in the evolution of the data. So what you see here are these effect sizes. 

And so on this slide you can note perceived stress scale which is a four-item questionnaire that looks at basically how much in control or out of control of your life do you feel. And again, you can see the yellow column, which is the comprehensive Whole Health users experienced a decent effect size in the positive direction compared to veterans who were not using Whole Health. And these are modest effect sizes. But I think one thing that is interesting is even when you talk about a modest effect size, but you’re talking about over a very large population, the potential I think for being important is there. Obviously, you wanted to see a larger effect size. Your number needed to treat will be smaller, but, nevertheless, I think it’s important that we see so much movement in the positive direction. 

One of the most important things that we think Whole Health should do is help people identify or reconnect with the purpose in their life. That question, what matters to you in your life, which is at the core of the conversation, I think is directly connected to that. So people are, I’m sure, familiar with this data about the impact of having a low purpose of life on mortality. People with a lower purpose in life have 2.4 times risk of early death compared to people with high purpose, and that translates across all kinds of different conditions. Heart disease, mental health, et cetera. So this is not something we have typically measured in health care previous and not something that we have generally considered part of our job in healthcare to help people connect with meaning and purpose. But the whole health model is really kind of pushing us into that space, that if you have something like meaning and purpose, that’s so much connected to morbidity and mortality, we are going to try to tackle that. 

So we did see some interesting trends in the veteran data long those lines. This slide you can see those two right-hand diagrams, bar graphs are what’s called the life, meaning, and purpose life engagement test, which is a brief validated questionnaire looking basically at meaning and purpose in life. And here again you can see veterans using more Whole Health had positive effect in terms of reconnecting with meaning and purpose. Obviously another reason this is important is the notion that loss of purpose in life is a risk factor for suicide. We have no idea, ultimately, what the impact of Whole Health will be on suicide risk, but certainly there’s interest in this, interest in mental health and elsewhere about are there certain cadres of veterans who are perhaps at higher risk for suicide because of this sense of decreased purpose in life? And is it possible that offering something like a Whole Health intervention or approach might really help them? 

Another thing that you’ll see, which is holding up very strongly in the larger dataset now, too, is increased engagement in healthcare. We know that increased engagement is associated with all kinds of other positive outcomes, whether it’s decreased A1c or mental health outcomes, et cetera. And this is something we see quietly consistently across the data is increase in engagement with health care among people using Whole Health, which makes a lot of sense. Similarly, this is veteran perceptions of care. Makes a lot of sense. More Whole Health, you feel the system is connecting with you. 

One thing I think also interesting, although this was not a validated tool, you can see that right-hand bar there which says help with goals. We couldn’t find a validated tool to measure exactly what we wanted, so the team basically built something called the goal attainment scale where veterans—whatever goals they were striving for, they were to respond on how are they doing with progress on those goals. And so obviously, that’s pretty interesting. You see one of the largest effect sizes that we’ve seen anywhere in terms of—is the VA helping me move towards accomplishing my goals, which obviously is a different way of measuring progress. So it’s like we asked you what was important to you. Are we being successful in helping you achieve that? I think there’s a lot more to dig into in that particular category. So, oops, went the wrong way. 

So let me talk about opioid utilization. This I think got us—this was very important in terms of helping continue the momentum around Whole Health. So basically we compared—and I apologize. I’m not sure if I gave you the data. Those previous slides, I think I may have said this, 3266 was the n on those, and so that was basically the first wave of surveys. Now I think we’re up around 6000 or so that will be in the final analysis. 

So this one was a separate analysis. And it looked at veterans with chronic pain at the flagships and assessed their opioid use and compared opioid use before they started Whole Health to opioid use after they had started Whole Health. They compared them to 111,000 veterans who had used only conventional care during that time period to see what would happen in relationship to the temporal trends. So what we found, and, this is again, here is the unadjusted analysis. And I’m going to show you the adjusted analysis for this. So the black bar on the left is basically the decrease in people who did not use Whole Health who, of course, were having a decrease in average opioid use. This is the percent change in milliequivalent dose. And because obviously we’re cutting back on opioids, so the number over there was 11-12% decrease over the course of the period. 

Then as you move into the right into some use of Whole Health and then comprehensive use of Whole Health, you see that those people got up to around the 37-38% average decrease in their milliequivalent dose. So clearly potential for confounding very possible, but the people who were choosing Whole Health were also ready to chose to decrease their opioid dose. Certainly possible. But nevertheless, certainly an interesting trend in the right direction. So then—and here’s the unadjusted trends, and you can see the numbers just that were represented in that slide. 

So what’s happened now—and this is mostly being done by Steve Zeliadt and Steve Washington. And I have to mention Barbara Bokhour at Bedford and Stephanie Taylor at GLA, who have really been our leads on this. Just a fantastic group. So I am not going to explain propensity score analysis, and I get to say that because I’m a clinician researcher. But for anyone who is another clinician out there who doesn’t know what it is, it’s a way of constructing a control group because of the issue that when you compare a group of people who use a service to a group of people who don’t, without randomization, obviously, there’s potential bias, as I’ve been saying. And there is a way to look at the underlying attributes that contribute to the likelihood of using the service and then give those various weighting and construct a control group that then statistically resembles the group that actually is using the intervention. And that’s as far as I can go. And if you have more questions, I hope somebody’s on the call that can answer the questions. 

So what did we find? And so, again, important to note, so this is a more rigorous analysis of the data. But what’s really great—and I hope I still explain this well—is that we continue to see a very substantial, a significant but also not just statistically significant, a clinically significant decrease in the average opioid dose. And so you can see there so this takes as a baseline the 11-12% decrease in opioid dose, and then this additional decrement, this additional reduction is on top of that. So veterans who are using CIH or Whole Health or the combo, if you just mush those numbers together, we’re somewhere in the range of 8-12% of additional decrease in average opioid utilization compared to the temporal trends. So when compared to a matched control group. And this e value is, I believe, a measure of how likely are the groups to actually be legitimately controlling for confounding, and I think those are good results. But bottom line you see that we do find that these interventions, we can attribute with some certainty, at least, a substantial decrease in average opioid dose to people who chose to use this intervention. 
This data is not published yet. It’s in press somewhere but apologize I can’t remember where. So hopefully this will be out in the medical literature soon. 

So I’m going to shift gears now. That was the overall picture of the preliminary analysis that we did, as I said, for the congressional report. What I will say is that from what I have seen of the data that’s coming where there is propensity score matching across the board with more of these measures and a larger sample, some of these trends are obviously holding up very strong. And in particular, things like engagement with health care, satisfaction, likelihood to refer to VA, help with goals, some of those really core concepts of what are we trying to do with Whole Health. And then we’re still waiting and trying to understand what the data shows about some of those other patient-reported outcome measures. Some of them are going to turn out to hold up as significant in the face of the more rigorous analysis. Some of them we’re going to be able we’re not sure. And part of the challenge is everybody gets better, and this is something you all know from being researchers. The control group, the Whole Health group, everybody is trending to better. That’s just the way these things go, regression to the mean. 

One very interesting thing, so in some circumstances like, I’ll give an example, I was looking at the life engagement test data and hard to see if there’s significant difference. However, so both groups are getting better. There’s a, within groups, significant change as always, but is there a difference between the two groups? One thing that’s very interesting, though, is when you look at the data for who are the Whole Health users and who are not, in general, the Whole Health users are significantly more complicated and have more problems than the non-Whole Health users. For example, much more likely to have multiple mental health diagnoses. So it’s interesting to note that more complicated patients, more complicated people are getting better at the same rate as less complicated people when they are using Whole Health. And I think we have to dive into that more, and one of the things that the team is doing now is starting to look at subgroups, what do we see in terms of the patient-reported outcomes in the subgroups of let’s say potentially more complex mental health patients. So a lot more to come out about that, I think, in the next 6-12 months, and were looking forward to understanding that better.  

So I’m going to shift gears now and talk about some of the specific interventions that comprise Whole Health and what do we know about the impact of these. And I want to say, I am not in any way presenting a comprehensive view of the data on this because there just isn’t time, and there’s some great studies that are not included here. One of them, for example, is a study that Will Becker and Karen Seal are leading, the wHOPE study, which is comparing a—it’s a randomized multisite trial comparing a Whole Health intervention with an intensive primary care intervention for people with pain and looking at that in multiple sites and seeing what kind of differences we see in a number of different outcomes. And wonderful study, they’re doing great, made an amazing pivot to virtual with that study, but I’m not talking about it. They don’t have results yet. I hope once they have results, we’ll all get to talk about it. 

So again just shifting gears, this came out of the SOTA, the State of the Art conference that was held in November of ’16, looking at nonpharmacological approaches for musculoskeletal pain. The goal was to bring together clinicians, researchers, policy people inside and outside VA and try to decide how should VA make decisions about the evidence for incorporating some of these non-pharm treatments into routine care. And so you can see we came out with a sense that quite a few of these interventions were reasonably based on evidence and should be included. And summary of that is in that JIM article from 2018 if you’re interested. And—oops, where am I? Sorry. Yep, there we go. 

This is all in the context of—and I’ll be brief on this—an evolving evidence base for the use of non-pharm treatments for musculoskeletal pain in general. This is ACP guidelines from around the same time, 2016-2017. No surprise to this audience, I’m sure, and very much in keeping with the step care model, chronic low back pain. Clinicians and patients should initially select non-pharm treatment, exercise, multidisciplinary rehab, acupuncture, et cetera. And so just important to note, probably not for this audience, I still do give a lot of presentations whether it’s to clinical audiences or VA leadership, and there is still, I think, a little bit of lack of awareness about the degree to which the evidence base for a number of these therapies has really advanced. 

And so part of what this lead to in the VA was a policy in 2017 that therapies that were found to have evidence of promising or potential benefit would be included in the medical benefits package. And it is important to note that that evidence standard is relatively flexible one might say. It’s not the same as the evidence standard required for getting into a clinical practice guideline, for example. The reason I think that’s important is that was a very intentional decision in making this policy, the reason being that the safety margin for many of these complementary therapies, tai chi, mindfulness, acupuncture is so much greater than the safety margin for some of the pharmacological and interventional treatments that we felt that it was important to take a step that would allow access to those therapies, even where the evidence base was not full matured yet. 

We could argue about this decision. I think there are pros and cons. I think from the point-of-view of the veterans, there are probably far more pros than cons, and this is something we’re watching as it evolves. So to be honest, if the evidence base for one of the therapies that’s on the list, this is the current list. If the evidence base evolves such that it becomes clear that biofeedback is really not effective, we’ll take it off. We were fairly careful in choosing this list, to choose where there was a robust enough evidence base that we were confident we wouldn’t have to backpedal. There are other therapies out there that are being widely use in VA that have some evidence. So aroma therapy, for example, might be an example but really not sufficient evidence to even get over that bar into what’s mandatory as far as medical benefits go. But it’s a moving target, and it’s meant to be a moving target. So this is what we’re covering currently. 

So let me just give you a couple examples of studies looking at specifics from that list of CIH approaches or from other specific parts of that Whole Health treatment model. Battlefield acupuncture, if people are not aware, it’s called a protocolized acupuncture. It involves five needles that are put in each ear. It was developed in the air force for treatment of pain and has really spread pretty much like wildfire across the VA. It is not the equivalent of full body or comprehensive acupuncture, but it is extremely accessible. It can be taught to non-acupuncturist, and we have trained something like I think it’s over 3000 battlefield acupuncture practitioners at this point across VA. It can be done as part of a routine visit, and, in fact, it often is. There are a number of primary care docs and pain docs who will do this just as part of routine visit. 

So this looked at a large cross sectional cohort of people treated with BFA and found a very clinically important decrease in pain immediately after BFA. This is a short-term study. This is just looking at before and after the treatment. So this study cannot lead us to any conclusion about what about a week later or a month later. So obviously we need more studies looking at that, comparing this approach to a more comprehensive acupuncture approach, et cetera, et cetera, and some of those things are happening. But I think what’s important about this—and this we got out of the qualitative data. 

We heard from really a huge number of veterans that what was important to them about BFA is that it was the first time they found something other than an opioid or other than a medication that could give them some immediate relief from their pain. And that that transformed their way of looking at their pain and opened them up to trying out other kinds of more complementary, more perhaps self-management or _____ [00:35:38] approaches. And I think that, in and of itself, is incredibly important. We also heard from providers that it really helped them a lot to have a hands-on therapy that they could offer that lead to immediate relief. So much more study needed about BFA. 

This is an example of a homegrown program from the Bronx that looked at a multimodal intervention. One of the challenging questions in this whole area is typically in clinical practice, we don’t just do one intervention at a time when we’re in this realm of integrative therapies. We might be sending someone for acupuncture, encouraging and guided imagery or meditation practice, sending them to physical therapy. All these things might be happening at the same time. That’s the way we do integrative health or Whole Health. So then assessing the impact of those individual treatment is difficult, and that continues to be a challenge and a problem. This program looked at one of those multimodal interventions, life skills, physical activity and nutrition teaching, creative arts. Included acupuncture. Included sleep management, stress management. 

And basically, they do this program evaluation of this intensive four-week outpatient treatment. They were looking at suicide prevention, and they did just a pre-post design. Again, no control group. So it is just, once again, suggestive, interesting, et cetera. They showed very high engagement. People really attended all the way through. They ran a lot of people through this, 126 people, and they were able to demonstrate a decrease in suicidal ideation, depression, hopelessness, not some other things. But they also noted in the subset of people with a history of suicidal ideation, some changes in pain, PTSD, et cetera. So some very encouraging preliminary data looking at the impact of one of these kind of multimodal intensive trainings. 

Another one like this that I didn’t include here but probably should but people may have heard of is there’s something called the Empower Veterans Program. This was developed by Michael Saenger at the Atlanta VA and is now spreading pretty widely across a number of different VAs and has been adapted to a telehealth platform as well. It’s a ten-week intensive program. It’s aimed specifically at veterans with high-impact chronic pain and incorporates movement, meditation, acceptance, and commitment therapy and in a group setting. They’ve had some really excellent results as well in terms of outcomes. So there are a number of different programs like this, mostly group oriented, looking at how to bring this kind of more comprehensive Whole Health approach to veterans. 

This is just a small evaluation. The probably least well-studied part of this Whole Health system is the pathway. So these peer-led, mostly group-oriented interventions. And we have a theory that this should be really an important part, and we have a lot of qualitative data suggesting that it is but not a lot of quantitative data yet. So this is just a small pilot study looking at participants in one of these nine-weeks groups led by a veteran peer facilitator. And they did see from start to end an improvement in a number of patient-reported outcomes including this one that I mentioned previously, the life engagement test; I have a lot of reasons for living. Again, preliminary. Needs to be looked at in controlled studies but still interesting. 

So I want to take a minute, and I don’t know if Steve and Stephanie are on the call, but this is a large study that’s in progress. This is funded by the VA as part of the pain management collaboratory, which is the VA, NIH, DoD collaborative that Bob is one of the leads on, looking at nonpharmacological approaches to pain. So this is a study specifically in VA, funded by VA. It’s looking at the 18 flagship sites, and it’s trying to help us understand basically a basic question. So within the CIH approaches, there are therapies that are delivered by a practitioner. There are others that are maybe taught to the person but then that rely on ongoing self-care, self-management. So for example, acupuncture is delivered by a practitioner; yoga, you learn yoga, and then ideally you do it on your own. Some of us have a belief that for long-term benefit, engaging with some of these self-management strategies is really part of it. 

It’s also an important cost and resource question. Delivering acupuncture on a regular basis for ever is costly. Some people may need that, but is it more effective if people combine that with a self-management strategy? So basically, this study is looking at—I think the number may have changed. I think the sample may have come down. Oh, no. Well, I caveat I think I got these recently from Stephanie, so hopefully that’s still the right sample size. So basically non-randomized trial. It’s a highly pragmatic trial, but it’s looking at basically like comparing veterans who only do practitioner-delivered CIH to those who only do self-care oriented CIH to people who do the combination. And the theory is that the combination may be better, and that’s something important for us to know in terms of policy and planning and resource allocation. And so they’re a year and a half, two years into this study. I think we’re expecting the data in late ’23 or ’24. This should be very helpful to us. 

This is a special issue of medical care that came out last year, has some really excellent articles including some of the articles I shared with you. If you’re interested, really recommend taking a look. 

Last thing I want to discuss is—it’s very early on—and this is the idea that part of what we’re trying to do with Whole Health is promote well-being. Hasn’t been a big part of what the system, health care systems have generally tried to do. How do we measure wellbeing? Well, it turns out there are many, many, many tools out there, validated tools looking at wellbeing, but almost none of them have been routinely used in the health care context. They’re too long, and most health care systems don’t look at this as part of their job. So Dawne Vogt, who is a fantastic HSR&D researcher and a PTSD person, has developed and validated this very brief wellbeing measure called the wellbeing sign. It asks the veterans to say what’s the most important things to you in your daily life, what matters to you the most. And then it asks them to reflect on the last three months. Basically, how are you doing with what matters the most to you. 

So it’s very oriented towards what we think Whole Health might impact. That’s we wanted our own specific measure. We also needed something that brief enough because we have a goal of having this incorporated, ultimately, into routine clinical care. It actually is already being tested. It’s in five pilot sites right now. It’s in a CPRS template as well as a Cerner template, so it can be incorporated into routine clinical care. And we can pull the quantitative data out on the backend, so it’s going to give us a chance to look at veterans who are engaging with Whole Health services and see if we can detect and impact on their actual wellbeing. Really interesting area. 

We had a great meeting earlier this year in June that was organized jointly by our office and HSR&D and folks from the National Center for Complementary and Integrative Health at NIH. It was a half-day think tank on wellbeing measurement, and it just led to some really fantastic discussion and thinking and hopefully will spur some further discussion about how do we study this? How much is reasonable for us to expect to be able to impact this? What domains of wellbeing do we really think a health care system can impact? And it’s very a very important question given that VA strategically has actively committed itself to looking at wellbeing as one of the outcomes of its work. 

The last thing I want to say is just to include the fact that whatever we’re doing in assessing Whole Health, we have to be incorporating also inquiry into structural determinants of health, looking at a sample and understanding how health works or doesn’t work but not knowing about whether they’re experiencing food insecurity. Experiencing an inability to advance at work because of racism. So we have to really push ourselves to include inquiry into this both in research and in clinical care as well. So we’re really trying to learn more about this, put a big emphasis on this. 

So these are just some of the big questions still out there. We’re looking at cost avoidance. We still don’t have any really hard data to report there. We’re looking at tele-Whole Health to understand if it’s as effective. Are there parts of the Whole Health system that are most critical? What about wellbeing? And there’s some great stuff on our website, including a fantastic library that Stephanie’s group has put together on all the literature that is out there on complementary integrative health and veterans. And it’s really an awesome resource for anybody who’s interested in this area and wants a quick access to a really well-done survey literature library on that, so recommend you take a look. That’s the link there, evidence-based research.

And that’s the end of my talk. I’m sorry I’m two minutes over, Robin, but I talked fast. So over to whoever’s handling the questions.  

Robin:	You did a wonderful job, and you did a great job keeping it in the timeframe. Thank you so much. This is such impressive work. There’s actually a comment in here, excellent presentation. But the way you’ve also tackled operationalizing Whole Health and measuring it and come up with new measures like the everyday life functioning is just so impressive to me. And I want to encourage our audience to please write in with any questions that you might have. I have one question for you, though, to just start us off, in terms of how you operationalized the core Whole Health components and the Complementary Integrative Health components. Did you have—or I mean, I know there was a particular rollout for Whole Health, so maybe you haven’t come up with it yet. But thinking about a timeframe of those number of contacts that people had with Whole Health, are you just kind of doing it from when things started, or are you thinking about it in the future how you might put bookends around it? 

Benjamin Kligler:	Yeah, it’s a great question. I mean, some of this, one of the big challenges of looking at outcomes has been the momentum, the demand from veterans for access to this, which has always been out there. But once the door was opened, the idea that we could randomize a way from some of these things became a nonstarter. And so we did, in the APPROACH study for example, that big study that I mentioned at the end, they are trying to find veterans who have not used a lot, if any, CIH approaches prior to the first survey. As it turns out, so many people with pain are using things, whether inside or outside VA, that [crosstalking].

Robin:	Right, right. That’s what I would imagine. Over time, everybody’s going to be touched by either Whole Health or CIH. Yeah.

Benjamin Kligler:	Right. So we actually shifted the approach recently in the APPROACH study, so we’re not excluding people who have had some CIH experience before time zero. But we’re going to be able to look at those people separately from people who haven’t and try to understand what’s the impact of longer term because that’s another question that really isn’t know. Over what timeframe does a person need to do their meditation practice to sustain a long-term benefit. So that was a longwinded answer to basically saying we don’t know yet. And that’s one of the challenges of looking at this in the rapidly shifting, moving away from opioid setting where there really is a lot of, I think, very legitimate pressure and need to get this stuff out to people sooner rather than later. 

Robin:	So we have a question about the literature, and I just wanted to comment on two things that are related to this that you mentioned that I thought were really interesting. So the question is, if there is literature and if you can point our audience in the direction about how VA site providers have either bought-in or maybe not bought into implementing Whole Health into their clinical practice. And my two thoughts related to the buy-in that I thought were really impressive that you bought up. One is kind of when we look at the safety and risks of using opioids and other medications versus the safety and risks of using Whole Health and CIH. There’s no comparison in terms of safety and risk, and so I would think that that would be really appealing to providers. 

The other thing you mentioned that I thought was so fascinating in terms of being helpful for providers was being able to use something like the battlefield acupuncture and feeling like providers had something immediately at their fingertips that they could provide relief and relief that was immediate. And the idea about whether not having specialists but having other interventions where general clinicals could use interventions like that, that provided immediate effect. So those are a number of different thoughts I put together, but I thought I’d put it out there for you to react to.  

Benjamin Kligler:	Yeah, yeah, yeah. All great thoughts. I think regarding the question of how much do we know about if you look at VA at large and attitudes of clinicians or—yeah, clinicians in the VA towards this, I would say that we don’t have quantitative data on that. And it’s a very interesting and important question, and I’ll say a tiny bit more about it. So we do have question on the All Employee survey that asks people to list on a—I think it’s a 1 to 7 scale what their level of involvement with Whole Health is. And so it can be anything from I have heard of Whole Health to I have taken courses to I’m in charge of Whole Health at my facility. And then we do have some interesting data because this is AES data shows that more involvement with Whole Health among employees, clinical employees at least, correlates with some significantly better outcomes on the AES, like lower burnout scores, lower turnover intent, et cetera. 

So that’s pretty interesting, but that doesn’t assess attitudes. It’s just asks people have you experienced Whole Health. And we have tons of qualitative data, but we’ve been talking about this because one thing that’s happening right now if there’s a very large expansion of this Whole Health approach happening in collaboration with the Office of Primary Care and the Office of Mental Health starting at the flagships. But then over the course of the next couple of years, rolling out really to every VA medical center to encourage frontline staff to actually use this Whole Health approach with veterans. Ask them what’s most important to them? Think about accessing some of these other tools and other strategies. 

And the truth is, we don’t have good data about what is the kind of prevailing attitude across the board. It’s a tricky thing because you really don’t want to add to the burden on people in the field who already have so many burdens in terms of actually getting the care done by throwing another giant survey at them. But having said that, I think it needs more reflection, and maybe there’s a way we could do a random sample and not bother everybody with that. But I do think particularly as—because we’re rolling out this huge education initiative with primary care and mental health where there’s going to be a required two-hour foundational training in Whole Health for all primary care and all mental health clinical staff. And it’s not out yet partly because COVID is still here and imposing any additional training requirements on the field is just not happening right now of course. But particularly as we roll that out and being able to see—well, are we seeing—where are starting? Are we seeing any change? So I think that’s something we need to do, bottom line. That was a long answer. 

And I think just to your question, Robin, like about the BFA and the provider experience, I think we have so much qualitative data. I mean, there’s an amazing article that’s out there about qualitative analysis of the experiences of providers delivering BFA, and some of the quotes in there about what it did to transform their experience of treating chronic pain patients, it’s really quite moving. Now granted that qualitative, and that’s the already converted—or at least the already open-minded. So how much does that tell us? But there is some really interesting stuff out there if you’re interested.  

Robin:	Great, thank you so much. I think I’m going to give—we have both Dr. Bob Kerns and Dr. Friedhelm Sandbrink on the call. Give them an opportunity to reflect on this because I know Whole Health is just such a huge thing right now for VA. I’m sure they have lots of thoughts. 

Dr. Sandbrink:	So maybe I can go first. So speaking for obviously the pain management, the opioid safety, and PDMP program, first of all, thank you, Ben, for your work that you and your office have done in supporting, obviously. And advancing not just the integration of Whole Health into our practice settings but also advancing the science behind it, I think—which is just so important as we’re trying to move this forward operationally. I’m actually—maybe I can ask a little bit of a followup question in regard to the peer support. I mean, Whole Health has a lot of peer support initiatives. You shared that with us. Can you maybe speak specifically a little bit more about the peer support for pain management? I think that’s something that at our own facility, I think we are in the process of hiring a couple of peer supports _____ [00:55:40] for that. And I’m just wondering whether you can elaborate a little bit more about that. 

Benjamin Kligler:	Yeah. Thanks, Friedhelm, and thank you for your support and engagement with this. It’s been a great partnership with pain and with your office. I don’t know that we have focused much on the roll of peers, of—there is an actual position now called Whole Health Partners, which is what we call the peers. And we chose that intentionally to not have them confused with Peer Support Specialists who can also do a lot of this work but who basically mostly reside in the mental health structure of VA. I don’t know that we’ve looked at, let’s say, specific programs within pain management clinics or programs using the Whole Health Partners. I think that would be fantastic because I think the idea of having—

Even if you think about our circle of health which is where a Whole Health Partner can look at all the different domains of self-care with a fellow veteran, moving the body, food and drinks, spirit and soul. Let’s say, okay, well, here’s a place we need help. I mean, you think of the importance of making connections with friends and family for people with chronic pain. I mean, I think introducing something like that into the pain environment would be brilliant. I don’t think we’ve really done it, Friedhelm. I know that actually in D.C., I think they released—maybe this is what you’re referring to. I think they’re starting to look into that. Would love to try to understand the effectiveness and outcomes of that. I don’t think we’ve done enough with that. 

Dr. Sandbrink:	Alright, looking forward to exploring that. Thank you so much, Ben.

Robin:	Thank you. Bob, do you want to say one-minute worth of thoughts?

Benjamin Kligler:	Bob may not have overcome his technical difficulties, Robin. 

Robin:	Thank you so much, Dr. Kligler, for sharing your work with us today. It’s truly amazing, and I’m really impressed how you take something that very hard to operationalize and being to operationalize it, being able to create a control group for what you’re doing. So kudos to you and your colleagues on this fine work. Thank you to our audience for attending today and writing in with some great questions. It helped to make for an interesting discussion. Just one more reminder to hold on another minute or two for the feedback form. 

And if you’re interested in downloading the PowerPoint slides from today for from any other sessions, you can just do a search on VA Cyberseminar’s archive and use the pulldown menu to find Spotlight on Pain Management. Today’s session is probably not up yet, but you can access that through your reminder email that you received this morning. Our next Cyberseminar is going to be the first Tuesday of December, and we’ll be sending registration information out around the 15th of the month. I just want to thank everybody again for joining us at this HSR&D Cyberseminar, and we hope that you’ll join us again. 
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