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Robin Masheb:
Thank you, Maria. Can you hear me? 

Maria:
Yes, we can hear you clearly. 

Robin Masheb:
Great, good morning, everyone, and welcome to today's Cyberseminar. This is Dr. Robin Masheb, Director of Education at the PRIME Center of Innovation at VA Connecticut. And I will 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, the NIH-VA-DOD Pain Management Collaboratory, and the HSR&D Center for Information, Dissemination, and Education Resources, or CIDER. Today's session is titled Pain Management Strategies, Associated Psychological Variables, and Outcomes in Critical Limb Ischemia: Opportunities for a Multidisciplinary Pain Management Program. 


I would like to introduce our presenter for today, Dr. Kimberly Smolderen. Dr. Smolderen is a licensed clinical psychologist and outcomes researcher. She is associate professor of medicine and psychiatry, and co-director of the Vascular Medicine Outcomes Program at Yale University, and serves as the incoming chair of the Health Advocacy and Policy Council for the Health Psychology Division of the American Psychological Association. 


Our presenter will be speaking for approximately 45 minutes and will be taking your questions at the end of the talk. Feel free to send them in using the question panel on your screen. If anyone is interested in downloading the slides from today, go to the reminder e-mail you received this morning, and you will be able to find the link to the presentation. 


Immediately following today's session, you will receive a very brief feedback form. We appreciate you completing this as it is critically important to help us provide you with great programming. And with that, I'm going to hand it over to our first presenter for the academic year, 2022 and 2023, Dr. Smolderen.

Kim Smolderen:
Thank you so very much for the invitation to speak today, and for your kind introduction. I'm delighted to share with you some initial work that we've been doing in this population that is suffering from critical limb ischemia; and share with you, our initial thoughts on how to embark on this journey to develop a multidisciplinary pain management program for this population in need.


These are my disclosures. So I'm going to start out with familiarizing yourself on what the burden of critical limb ischemia today consists of? And how it impacts outcome so that we know what this population is dealing with, and what the background story is as far as their risk profile. I'll move on in trying to label what the pain issues are in critical limb ischemia, and quickly come to realize that this is a very complex presentation, potentially. Then next, I'm going to take you to highlight some gaps in current CLI pain management, and think about ways that we can leverage insights from other pain research that we might want to use as we think about solving this problem of pain management, and in this clinical population. 


Next, I'll move on with developing some ideas for a roadmap for developing such program that has a multimodal component, and conclude with future directions. So the current PAD burden, PAD stands for peripheral artery disease, which in a way is a marker for generalized atherosclerotic disease that presents itself as a reduced blood flow in the leg arteries. But really, as the as, as the slide says, it's a systemic disease with increased risk of heart attacks, and strokes that these folks are dealing with as well. 


Globally, over 200 million people are affected with PAD, and in the United States in itself, eight and a half million are affected by it, and over two million are affected by critical limb ischemia. The problem is on the rise both in high income countries as well as in low, and middle income countries in men, and women. And the underlying factors are the growing aging population, but also a rise in obesity, and diabetes rates in the younger population. 


So you can imagine, this is a a very serious, growing public health problem. Risk factors are the traditional ones that you can think of with cardiovascular disease. Smoking, there is overweight, aging, diabetes, and a sedentary lifestyle. As you think of the staging of disease, people can be totally asymptomatic, and then continue on to feeling pain while walking. That will be relieved upon rest. And in severe stages, they can move on to have ischemic rest, pain or tissue loss as you can see in these latter stages. 


The spectrum of disease is wide, asymptomatic to symptomatic, and it ranges from mild, moderate, to severe. If you have intermittent claudication for critical limb ischemia, then the issue of tissue loss becomes a problem. And people are facing non-healing wounds and potentially amputation. 


They also have a higher risk of mortality, and amputation down the line. And as you can imagine, it's a very costly disease to care for with a lot of the care going to inpatient care associated with critical limb ischemia. So what we did with our group is look at the contemporary trends in hospital admissions for critical limb ischemia. And we used the national inpatient sample database for this problem. 


And we looked at trends over the past few years, and see what is happening with this population. And as you can see, for PAD overall, you can see that the admissions are on the rise from 2011 to 2017. There is a steep increase in the overall admissions for peripheral artery disease. And if we zoom in on the critical limb ischemia admissions, then we see a steady increase as well in these years as far as the admissions to inpatient care delivered to this population.


And concerning, what we see is that the steepest increase is amongst younger populations below 65. Critical limb ischemia typically has been thought of as a disease that manifests in aging populations. But this is opposite to the trends that we're seeing here in these numbers where younger men, and younger women have the steepest increase in CLI admissions over time as opposed to people over 65. 


This work has been recently published in JAHA, and it has received quite a bit of attention as as people weren't aware that this was happening. And if we take a look, a closer look through the profiles that people are presenting with, we see that in younger populations they tend to be patients of minority background, and have a more vulnerable socioeconomic profile with an insured status being much higher than amongst those, of course, who present at a later age. 


We also see that they are typically more represented, if people have come from lower median household income. And their prevalence of diabetes is particularly high as opposed to elderly who present with more coronary history as a risk factor to manifest CLI. 

And then other comorbidities that younger populations predominantly present with are high rates of obesity, smoking, and then mental health conditions such as depression, anxiety disorders, and addiction problems. And you see these profiles both in men and in women below 65 years. 


And if we zoom in on the problem of comorbid, anxiety or depression as part of a CLI admission, we see that these rates are also on the rise, both for PAD overall as well as CLI in particular. And that quite a bit of admissions are characterized by both these problems, up to one in five of the CLI admissions present with this problem.


Now, you would think, what is then, the consequence of that? Or or how does that potentially complicate their course? We saw previously, and this is work that our group, and others have done. That if you present with comorbidities, a mental health comorbidity such as depression, your risk of of having more adverse limb outcomes increases, and you also will have a much more blunted health status recovery, of course, as you undergo treatment for your peripheral artery disease. 

You have a higher risk of stroke, and myocardial infarction, and a higher risk of death, and in major adverse cardiovascular events. So that is work that we previously established. And then particularly to the CLI group, we have recently been looking at the risk of major amputation. If you're being offered an invasive procedure for CLI, be it endovascular versus surgical, in both those instances, if you co-present with depression, your risk of major amputation is much increased. 


And this also translates to longer length of stay, and bigger charges for your total stay. And maybe not at the individual level, the differences are as large but if you think about the prevalence of the disease, and how that adds up at a population level, this is a population that consumes quite a bit of healthcare resources. And the main focus of their care is is directed to towards saving the leg. 


And you'll see with this presentation, there's many more issues going on that these folks will have to deal with as, not only their blockages in their legs. So if we zoom in on CLI, and pain presentation, you may notice immediately, this is rather a complex problem. The definition of chronic pain, as you all may know, is pain that persists or reoccurs for more than three months. And it can be caused by multiple underlying sources of disease or or issues that are co-occurring. 


And if we think about the classification for pain and in the CLI situation, you might think of post-surgical pain that is an issue, amputation. And in the recovery process, phantom limb pain is an issue. Chronic neuropathic pain is an issue with this population. And then you have the ischemic rest pain that these folks present due to reduce blood flow to their muscles. So if we put that together, and use the multiple parenting concept for the WHO; meaning that pain can have multiple sources, and classifications. 

And for CLIENTS we also see that chronic pain for CLI may have many faces. And these combinations I put together, but you have the phantom pain, post-amputation also as a complicating factor. And then the non-healing wounds that are potentially present throughout the entire trajectory. 


And people who start out with early stage disease, who have that intermittent pain that people experience while walking that is relieved upon rest, so many aspects to consider about the presentation of of pain in this population. 


And then around that, as I highlighted with the data in the national inpatient sample, you have the sedentary behavior, the addiction problem, the mental health burden, obesity, and the diabetes that are are playing a major role in the disease process. So next I I just want to illustrate what it is like for a patient to go through the different stages of disease. 


And and I I put a warning out there for sensitive images that I'm gonna show you. But here is how patients typically present in an earlier stage of critical limb ischemia. They have a non-healing wound or a black toe that they present with. And they have been dealing with issues probably before, but now there is an escalation of of events. And so that's when they seek care, and seek help to to get relief. The pain is there, they seek for better blood flow, and and so they are being worked up by either the vascular surgeon, or the interventional cardiologist trying to see what there is possible to restore the blood flow in the lower extremity. 


And as as patients may or may not have options to revascularization, and restore blood flow, people may progress through necrotic tissue, and eventually undergo amputation such as this lady underwent. And so to to give you an idea of what this case presentation evolved over time, so this patient presented in an outpatient visit, got a workup for her perfusion. And then further evaluating her case, there were many issues of of addiction. 

Smoking cessation was an issue, pain management was an issue, opioid use was was an issue. And the patient also presented with symptoms of depression and quickly deteriorated from there. And so you see how this pathway transpires over a period of weeks, up to months where different specialties are being pulled in to manage this condition. 


But really, the pain management aspect so far has been the involvement of an anesthesiologist. And and there is not really, like, a set team that is proactively prepared to deal with this type of problems early on, preferentially, as patients do not face immediate threat of of amputation.


If we look at what the current guidelines in critical limb ischemia present as team-based care, there is an increasing insight that care for CLI should be team-based, meaning multiple specialties need to have a role. But nowhere as you see here in the specialties that are listed in the leading journals, cardiology journals, and vascular journals, nowhere is there a pain team mentioned, even though that's the first symptom that people are presenting with, and and the main complaint that people present with. 


And so what you see is very reactionary care to an escalation of events for critical limb ischemia that is currently being offered. So the question is, where is behavioral health, integrated behavioral health, where is pain management represented? And currently, that is largely lacking. 


So going back to the manifestation of disease, it would be great if we don't get patients to escalate into four, five, and six stages but we catch them earlier when they're at earlier stages. And and pain manifestations where we can reactivate the patient, and and get into the pain management aspect of the disease earlier on. 


As we were thinking about the conceptual model for CLI pain, and and the gate theory of pain, there is a few concepts that we might start filling out that we imagine that plays a role, like people's mood, the behavior. There's sickness behavior, how they manage the disease. There is some data that we have within our group that we're starting to look at to see how that impacts the course of disease. And then, of course, what is the actions being taken currently in the management of disease? 


What are the medications currently being offered? And are there emotional factors that we can point to that may alter people's trajectory or or may be having an impact on on their pain experience? And how is the interaction with the current CLI treatments that are offered, and what are people's impact? What are those impacts on quality of life, health status, and treatment satisfaction, and the progression of disease? 

So this model we're starting to think about within the consortium that we've put together to map people's disease trajectories in the scope CLI registry, or registry that we're leading here at Yale together with many institutions across the country, vascular surgeons, interventional cardiologists, and podiatry to map out the trajectories of patients who deal with a diagnosis of critical limb ischemia. 


And that is a longitudinal study design where we follow people throughout the course of one year, and focus on the, on their patient-centered outcomes, but also collect a lot of behavioral factors that may play a role in how these people fare. We also track people's wounds as they get a diagnosis of CLA, if they're present with non-healing wounds. So this is the first registry that we know of that systematically maps these things out, and has a potential to also look into the pain experience trajectories of of this population. 


As I mentioned, several institutions around the country contribute their data currently, as well as a a site in Australia that is joining our protocol. We have developed this protocol for the registry, and talking to patients with CLI. What it is like to to get a diagnosis of CLI? What was leading up to it? What factors play a role? What coping mechanisms they adopt? And what struggles they have in terms of their lifestyle issues that they are dealing with, and including, also some quality of care metric.


As part of the disease-specific instrument, we developed a critical limb ischemia module where we are able to map pain intensity. How it interferes with their daily activities, and how bothered people are with their pain that they are experiencing? And here's some preliminary data out of that registry that is currently still being conducted. 


So if we just rudimentary look at the EQ-5D pain item, the health status instrument is that, over half reports moderate pain or discomfort. And up to one-third has extreme pain or discomfort. And third is also awakened by pain every night, is what they report. And 62 percent classifies pain as extremely to moderately bothersome. 


They also feel like there's options to control their pain besides opioids. And it seems like people have an openness to trying out other things to manage their pain. The duration of their symptoms, in 61percent of the cases the pain has been reported from up to seven to 12 months. So this is data from our scope registry. 

I, we have been looking in in, like, the overall literature, what is known about pain, and pain management, and this disease. And this is the report done by surg vasco surgeons that specifically looked at the prescription of opioids surrounding their invasive procedures, percutaneous revascularization, open revascularization, and surrounding an amputation trajectory. 

And that you can see that patients are being prescribed opioids within 90 days of the procedure, and the proportions are quite large for this population. Now, for that same study, they also defined risk of high opioid use defined as two or more opioid prescriptions within a year period. And what they also documented that high opioid use increased following an initial diagnosis of PAD, and specifically in critical limb ischemia as you see on the right. 

Just getting a diagnosis seems to be associated with an increased uptake of opioids, and then post-treatment of an invasive procedure, especially in CLI, the criteria go up. Or the prevalence goes up for high risk of opioid use, with 40 percent meeting criteria for high opioid use, and in critical limb ischemia. 


This is ongoing work from our group where we use the Nationwide Readmissions Database, and looked at what opioid use disorder as a concomitant diagnosis in in, like, readmissions, how prevalent that is? And we see that from 2011 to 2018, people presenting with concomitant opioid use disorder as part of their readmission goes up. 


So amongst those who get readmitted 30 days or 90 days out, their initial procedure, there is a higher representation of folks with an opioid use disorder alone or in combination with depression. So so this is a rising problem in this population, and it is associated with costly and recurrent care consumption from a healthcare perspective, but also for patients facing a lot of added burden in their trajectory as they try, and manage this disease. 


And here are the risk factors for opioid use disorder. The risk estimates associated with an increased risk of 30-day readmission after adjusting for other risk factors, 90-day risk is also increased. A higher cost for the length, for the admission in itself, so it adds resources to it and a longer length of stay. So this is not without consequence. So given those insights and preliminary findings, what can we define as gaps in CLI pain management? 


And can we, sort of, get some clues from other pain populations, and research done in that area? How we go about in in supporting patients with critical limb ischemia. So what we currently see as as lacking is, there is really not good longitudinal pain medication data, or pain management data. 

And how that impacts outcomes in critical limb ischemia, that's number one. Access to patient-centered outcomes, and behavioral factors data in CLI has been a problem. Basically non-existing, and our registry might be the first one that sheds light into this space. We don't understand the phenomenology of pain manifestations, or underlying mechanisms that play a role. What are risk factors for developing chronic pain or progression of disease? 


Those are outstanding questions. And we're dealing with a very complex vascular pathology with comorbidities that are complicating matters. And people will need to face a very fragmented landscape of vascular specialty care with little care coordination. 


And then, traditionally, CLI research has not included the patient voice, so what matters to them has not really been on the forefront of of clinical trial end points, or interventions that are being developed for them. And obviously, no dedicated pain management programs are directed towards CLI. 


So moving forward with, like, what are some clues from other areas or pain models that would be a fuse for for this population? I went to look up the fear avoidance model of pain, and to a certain extent, and especially when people are in the early stages of their disease, I think that this might play a role as you think about pain, and people developing anxiety, or fear for pain-related activities. And magnify the problem of pain called pain catastrophizing, and added role of negative affectivity, and illness perceptions that they have formed that are quite threatening, and play a role in in guiding their actions, people start to avoid activities. 

And so it leads to disuse, more depression, and disability as opposed to a more adaptive approach where people do not experience those pain catastrophizing thoughts, or negative emotions, and and confront situations, and, and and have behavior where there is activation, which is associated with a more beneficial outcome. 


So if we look at critical limb ischemia, or PAD in general, you might think about how this process may also play a role in the further progression of disease. When you feel pain while walking, your immediate response is, "I shouldn't walk." But our recommendation is you should walk because you need to walk through the pain, so that your body can adjust, and find other ways to perfusing the leg. 

And and you should prevent deconditioning, and make all of the lifestyle changes that we recommend, even though they are very hard to do. But that that is what would lead to a better outcome in this population. Having psychoeducation and and, like, explaining patients how this works, it is very important for them to understand that the pain can be a good thing that they need to confront, and and be able to workup, so that there is no further progression of their disease, or deactivation taking place. So that is one model to think of as as potentially helpful for for this condition. 


The other areas of intervention that I wanted to highlight, and that we also have data for in our registry is the role of optimism that might be a protective factor in the experience of pain intensity, and the behaviors that take shape. And I will highlight some work that has been done by colleagues in the Netherlands that go into that.


There is work that focuses on stress reduction through a mindfulness-based intervention that shows a wound healing benefit, which may also be an important insight for this population. Related to the role of optimism, the positive psychology intervention for chronic pain is also offering promising results. And I'll highlight some of the results in the next few slides. 


And then related to the fear avoidance model of pain, I will highlight some interventions in that regard, too, that use exposure in vivo treatment, and operant graded activity to address pain-related fear, and pain catastrophizing to improve function. 


So the first study I wanted to highlight is the role of of positive psychology intervention. And this is work done by my Dutch colleague, and Madeleine Hardt, who designed an Internet delivered positive psychology program, and compared patients' outcomes as they were randomized to that new intervention versus Internet delivered cognitive behavioral traditional program in a weightless control condition. 


So and this was done in a population that experienced musculoskeletal pain for longer than three months, either generalized pain, or localized back, neck, or shoulders' pain. And what they found was for the intervention, increased happiness levels, and lower depression levels for both the intervention arms equivalent for both Internet delivered programs, and verses the control post-treatment at six months follow-up – at eight weeks and six months. 


So the modules that they developed are listed out here. You will see that there's some overlapping factors and in relaxation modules in the cognitive behavioral therapy program, problem solving, and problem in the CBT program. And then the positive psychology intervention mostly focusing on on strategies of goal setting, and what are pleasant memories, too? And then keeping a diary, and what is your past, best possible self that you want to imagine, and and work towards? 


So a different angle in in how they approached things. And what they found that as I said both interventions were equivalent in their outcomes, but they did find an interaction effect with the role of education status. Meaning that in lower educated groups, the traditional CBT program had most effects on lowering depression versus the group that had a higher educational status. 


They they liked the positive psychology intervention more, and it was more effective for their depression levels. So some insights to glean from as as we look into patients' preferences, and and roles of socioeconomic status for interventions. 


The next study I wanted to highlight is related to the pain model that I presented in the beginning where treatments were compared, two treatments were compared, exposure in vivo treatment, and operant graded activity with both treatments focusing on restoring function, and decreasing limitations, and address underlying pain-related fear. The exposure therapy is using Pavlov conditioning, and cognitive therapeutic techniques whereas the graded activity uses operant learning principles.


They have overlap elements with the psychoeducation, the rationale for why the recommendations are, are going to be beneficial for them, and explaining the physiology, and the role of of their behaviors. And, of course, an elaborate intake on the cognitive and behavioral analysis of the pain problem. And then the main goal is is of the treatment is restoring function and decreasing limitations. 


The in vivo treatment lets people work on a hierarchy of fear, eliciting activities, and they gradually work their way up to systematic exposure through that hierarchy. And it's carried out by, they call it a therapist mini team with the rehab physician, and a psychologist. The other program, again, the rationale is explained of of what the detrimental effects are of immobility, and beneficial consequences of being active. 


But for this intervention, positive reinforcement is used, and and people are being worked up from where they are at their baseline level in a systematic way. And there is no deviation from the preset quotas, even if not feeling capable, and positive reinforcement is constantly being used when meeting the quotas.


This second intervention engages the family system also to a great deal to promote success of the intervention. So here again, these two variations seem to work quite well, both in an, in an effective way. Here is the proportion of people who reach a clinically meaningful improvement. And then for both of the main complaints, and the functional disability thresholds of meaningful differences are comparable.


So these initial insights from other populations can provide frameworks for intervention planning, pending our ongoing work in understanding the phenomenology of [PH], and the relationships between behavioral factors, psychosocial variables, and outcomes as it relates to patients' pain experience, and outcomes in CLI. 


And what we anticipated is that combinations of methods will need to be considered, dependent on response, needs, and preferences of the patients. So let's look into the future, and how we can develop a roadmap for multimodal pain management in CLI?


As I mentioned, the work from my Dutch colleagues, Madeleine Hardt, and then Johan Vlaeyen, the developer of the fear avoidance model, we have been working with them also to put an R21 together using some of the scope registry data, but also using some administrative data sources to map out current pain management strategies under the HEAL Initiative. 


And and it it seems promising that this might come through. And that will be a first step for us to study trajectories of pain, and and pain management strategies, and gaps, and in the current pain management strategies for this population, but also look at some initial associations between psychological variables, and the experience of pain.


Ideally, we would like to do this more prospectively, and in assessing real-time what people's pain experiences are, and have a better understanding of pain-specific assessments and measures to see how this fluctuates throughout their treatment. And from that, develop a dedicated pain assessment battery for this population, and hopefully moving into intervention testing, and intervention design, and testing, and that will result in clinical program building for the vascular program as well.


As was mentioned in the beginning, I also serve an advocacy role within the Division 38 The Health Psychology Division at APA. And so, in addition to coming up with the research, I I think it is also important for us to keep advocating for broader expansion of codes that would allow for multimodal pain management to occur across specialty settings. So that is an area that I'm, I'm very passionate about as well.


I also want to highlight, like, the extraordinary work that our Yale community, and beyond in this area is is doing, and the work that is being conducted, ad within the VA, and and highlight some recent HEAL studies, too. As you know, the initiative to battle the opioid use crisis with my colleague Declan Barry, and others having some work funded that would allow for future collaborative work. 


Where it is being looked at, how opioid use disorder, and sleep can be understood, and how those mechanisms are related. And also, the other project that they are doing with Declan involved is an integrative management of chronic pain, and opioid use disorder for whole recovery at Yale.


So opportunities for collaboration within our own regional community are ample and also, I'm very open to initiate or engage with. 

I also want to highlight the work of Dr. Kearns, who is a major contributor in in the pain, pain domain, and also encouraged me to go down this road. And and when I look into some of the writings that he he offered to us, to us, is, like, how can we make integrated multimodal pain care a reality? And and I think his recommendations resonate really well with the row that we have in front of us. 


Multiple options should be available to patients with CLI, and well-aware that no one size will fit all. We're dealing with neuropathy. We deal with wound healing, people who get recommendations for offloading and don't, cannot activate ischemic pain, depending on where that presents in in the vascular continuum. And we have different implications.


And then what are some of the predictors of acute surgical pain to chronic pain transitions, we need to understand that as well. What are some red flags that we can focus on in the beginning? How can we avoid deconditioning this population? How to address the the multiple comorbidities that people have to deal with? And also, what does the patient want, what are their preferences? So combining therapies will be the the dominant way to achieve greater treatment effects for for individual patients. 


And we may need to accept that trial and error is needed before we find an approach that works well for that particular patient to manage their pain. The role of advocacy is also here emphasized in this piece. Health systems and payers, how are they set up to make this reality happen? And how can we as a community advocate for better facilitation to make multimodal pain management happen? I think is a very important area to focus on as well.


Limited, or brief programs, or quick fixes are unlikely going to generate good results. So multimodal stepped models of care, it is going to be the way forward, and hopefully we can build it in as an integrated element of vascular treatment where we can also reduce the reliance on opioids, and the potential detrimental effects down the road that these patients will face, if if they rely on these medications.


So some future directions to conclude with, and and also to remind you what we are dealing with. We're dealing with young, active population of patients that is the fastest growing population with this toxic risk profile. People under 65 that should not be getting amputations that are in their active years of their life. 


Their risk of CLI is rising, almost half as diabetes. And smoking rates are around 40 percent. Obesity is very prevalent. And the cumulative percentage of mental health disorders is is really astonishing. And with that, there is the rising risk of opioid use in this population associated with adverse outcomes or resource utilization.


So I highlighted some barriers that we need to address by stakeholders, and in a lot of these barriers across the different stakeholders. So patients, providers, health systems, policy, and advocacy aspects in research is unawareness.


I I think we need to inform people that this is a a big problem. We need to document the burden, and the associated comorbidities, and the mental health issues that patients are facing. Reduce the stigma, both in the patient, and provider stakeholders; and then specifically for the providers, look at how we can increase experience with integrated care delivery models from early on, so that this becomes the norm rather than the exception. 


Health systems, I touched upon it. There there should be facilitators for making these programs possible, and initial support to get these programs off the ground as as we work on policy, and advocacy, and for expansion of codes that would make reimbursement more supportive for for this type of work. 


And research, there's a lot to do so any collaboration, and synergism, and efforts is, is is well-welcomed because the burden is enormous. And we would also like to learn from other people's research, and and how that could be transferable to this population.


So we see a high burden not mirrored in general population trends. We know that integrated care solutions can work, and we would like to build it in for vasco patients. We'd like to embark on more mechanistic research, and know which type of interventions work for which presentations of pain in this population, and promote collaboration in our own community of pain researchers, and expertise. And with that, we want to thank you, and and open this presentation for questions, and and further discussion. Thank you for the opportunity, again.

Robin Masheb::
Thank you, Dr. Smolderen. This is a tremendous presentation. And I can see you are doing so much to raise awareness about critical limb ischemia in a way that's never been done before. So kudos to you, and all of your colleagues, it's really impressive. And it's also really impressive the way you are taking things that already exist from other areas of chronic pain, and applying it to this population, and I can see the challenges in terms of fragmented care, and you know, the lack of patient voice, and a lack of awareness by professionals, and patients, and and, really, policymakers. 

So kudos to you, it's incredible. We do have some questions from people in our audience. So I'm going to start to read these. Here's one. Regarding the course of treatment for a woman with PAD, are there models for use of motivational interviewing to help with care, or not even just with women, but in general? 

I know you mentioned a number of different treatments, like positive psychology, and acceptance and commitment therapy. But is anybody doing any specific work in motivational interviewing –? 

Kim Smolderen:
Yeah, no.

Robin Masheb:
– In terms of self-care?

Kim Smolderen:
_____ [00:47:32] yeah, that's a good question. And and thank you for your nice words, also. So motivational interview has been used for earlier stage disease, specifically when people are encouraged to start a walking program. And they have an option of being referred to a supervised exercise program, which is highly underutilized because of barriers in accessing care, cost, upfront costs, and availability of programs, and in your area. It is Medicare reimbursed, so but but it's not really being used well. 

And so as an alternative, people have been formulating home-based exercise programs and have been trying out motivational interviewing approaches to increase the uptake, and the completion of these programs. And they do seem to work, so in that area there is expertise, but not to managing other lifestyle changes, and in this population. So it's a very early area of intervention and research.

Robin Masheb:
And I can see one of our audience attendees also talked about, kind of, the fear avoidance model of pain, and as it relates to walking, or maybe using things like act and acceptance of maybe not walking the way you feel like you should be able to, but doing it despite that. Can you talk a little bit about work in those areas, or maybe your clinical experience in working with patients around these types of issues, clinical issues, the fear avoidance, accepting ones', yes, health status, where they are with regard to mobility?

Kim Smolderen:
Yeah. I I can talk about some of the experience also that we had in the Netherlands. And and when you explain to people, yes, it it hurts really badly. But what we want you, what you, we want you to do is walk through the pain, and carry on. And every time you do that, you you register how far you can walk. And then you should notice if if you keep doing this in a consistent way, and the recommendation is three times a week for 30 minutes where you increasingly walk through the pain, you should see quick results on a week to week basis. 


But people really have to go through that initial experience, and and have the confidence that this will be all right. And what we saw in the Netherlands is that they trained in group, and the peer support aspect, as well as the expertise that they get from the physical therapist, and explaining, sort of, the physiology around it really helped them to adopt this approach. And and the results were phenomenal as far as progress made. 

And we did a prior registry before in claudication patients, and you could see where the adoption of this group supervised therapy was high in the Netherlands. And you could just see that reflected in people's health status results as opposed to the U.S. counterparts. 


So it really was a nice demonstration of that. But as I mentioned, the barriers and the obstacles here in the U.S. are are there, so people need to navigate those to get that experience.

Robin Masheb:
And this is, some huge areas in the VA, which is the use of peers or whole health coaches to work with patients with these types of things that can be very motivating, and validating in working with somebody who understands what it's like. Has there been any work done in in your area?

Kim Smolderen:
There has not, but we are in the early stages of developing a peer group, or a group support program for patients with PAD. And focusing on folks who are facing amputation, but from that I can see that it it would benefit people in other stages of disease, too. But, we're actively building that curriculum and and want to leverage that aspect. 

Because as we put these people together, and and for the many focus groups that we did to inform this research, they come out of these meetings and say, "Just hearing somebody else's story, and and hearing how to navigate, it's so validating." And and it really is therapeutic in and of its own. So I I am a strong believer in that model. So we're actively building that for our patients. 


When you look in the area, what's available, there is, like, an invitation survivor group, I think in Bridgeport. But, it's mostly focused towards people who face traumatic amputations. And that's a vastly different experience, so which would really not work with this population that has the lifestyle factors, and the other comorbidities to manage as part of their chronic disease management.

Robin Masheb:
Yeah I could see how having a traumatic versus lifestyle populations would be very different in addition to having a younger population as opposed to – 

Kim Smolderen:
Yep.

Robin Masheb:
– An aging population, very different issues. And I wonder, can you talk a little bit about the research? I know you touched upon this with the use of opioids, and what struggles have been there.

Kim Smolderen:
So I can only speak from, like, the clinical information that is being relayed to me as as vascular specialists and interventional cardiology treats these patients. That before we started looking into the space from, like, the behavioral aspect, it it wasn't really on their radar that this was an issue, like, as I mentioned. The focus is on removing the blockage and and restoring the blood flow. 
That's the the top one, priority, and then, yes addressing cardiovascular risk factors with medications. But seeing that link with depression is not always evident or opioid use, and addiction. And and because of the care being so fragmented, people were not seeing it from each other. And it's still the case. So I can only think of two reports out there that have documented this increased prevalence of opioid use in this population. 
And then the one that we're working on that it has impacts for their outcomes as well is, it's going to be the first one that will document that. So anecdotally, from clinical experience we see that people are struggling with it. And we're just starting to document it as opposed to other medical populations where this problem has been more documented and and called attention for. And that's also part of the R21 that we'll have coming through that will focus on on documenting those patterns, and outcomes.

Robin Masheb:
This is incredible. I I think we are done with our questions. I don't know if anybody else has one or two more questions they might want to write in? I'll, I'll pause for a moment to see, do you have any questions for our audience.

Kim Smolderen:
Well, if anybody is working in in this domain, both clinically, or or from a research standpoint, feel free to reach out to me if you see any opportunities for collaborating, or areas that we have missed so far. And we're always open to collaborating, and setting up new connections. And I want to thank you for being here today.

Robin Masheb:
Yeah that's another thing I didn't mention, is I was also really impressed with the number of collaborations you have in psych PIs all across the country working on this. I can really see how that would be helpful because otherwise people are working in isolation on this specific problem. So being able to round everybody up is really amazing.

Kim Smolderen:
Yeah it's exciting to do that with, at the national level, and get their insight. You need to have buy in from the different specialties if if you want to work towards integration of care, and and make the awareness also, and in their practices so that you can develop these newer programs together. 

Robin Masheb:
Yeah. And and I think, also, it gives you better buy in, right, if you have more –?

Kim Smolderen:
Yes. 

Robin Masheb:
 – Groups across the country consistently, looking at this problem, and working towards solutions together? This was amazing. Thank you so much for presenting, and sharing your work, and for the work that you're doing. Thank you to our audience for attending today, and writing in with some terrific questions. Just one more reminder to hold on for another minute or two for the feedback form. 


If you are interested in downloading the PowerPoint slides from today, please go to the reminder e-mail you received this morning for the link to the presentation. Slides from all our past sessions can be found by searching on VA Cyberseminar's Archive and using the pulldown menu to find Spotlight on Pain Management past sessions. 


Our next Cyberseminar will be on Tuesday, October 14th. We will be sending registration information out around the 15th of the month. I want to thank everybody for attending this HSR&D Cyberseminar. And we hope that you'll join us in the future.

Kim Smolderen:
Thank you, by the way.

Robin Masheb:
Thank you. 
Maria::
Thank you. Good-bye, everybody. 

Kim Smolderen:
Thank you. Goodbye, everybody.

Robin Masheb:
Thank you. Thank you so much to CIDER for helping us with this.

[END OF TAPE] 
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