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Robin:	This is Robin Mashev [PH], Director of Education at the Prime Center, and I will be hosting our monthly pain call entitled “Spotlight on Pain Management.” Today’s session is “Rationale, Methods and Early Lessons from IMPROVE.” 

I would like to introduce our presenters for today. We have three of them, Drs. William Becker, Alicia Heapy and Amanda Midboe. Our three presenters are co-principle investigators for a newly funded Quality Enhancement Research Initiative, also known by the acronym QUERI. Dr. Becker is currently at VA Connecticut Healthcare System. He’s an Assistant Professor in General Medicine at Yale School of Medicine and Director of the Opioid Reassessment Clinic. His research broadly pertains to improving quality of care of patients with chronic non-cancer pain in primary care. Dr. Heapy is also currently at VA Connecticut Healthcare System and is Assistant Professor at the Yale School of Medicine. She is a clinical health psychologist and health services researcher, and Associate Director of the Prime Center at VA Connecticut. Her research interests include the development, testing and implementation of technologies for the management of chronic pain. Finally, Dr. Midboe is a clinical health psychologist and health services researcher at the Center for Innovation to Implementation, VA Palo Alto Healthcare System. Her research interests include leveraging health information technology to facilitate effective medical decision-making and promote behavior change among those living with chronic pain. 

We will be holding questions for the end of the talk. At the end of the hour, there will be a feedback form to fill out immediately following today’s session. Please stick around for a minute or two to complete this short form as it is critically important to help us provide you with great programming. Dr. Bob Kern [PH], Director of the Prime Center, will be on our call today and he will be around to take any questions related to policy at the end of our session. 

And, now, if you’re ready, can I turn the presentation over to you, Dr. Becker?

Dr. Midboe:	Yeah, so I think _____ [0:02:15] Midboe, I’m going to start off the presentation, but thanks, Robin. 

Robin:	Oh, I’m sorry.

Dr. Midboe:	No problem.

Robin:	I got the order wrong. 

Dr. Midboe:	I don’t think we clarified it with you. No worries. So, yeah, I’ll dive right in. As Robin mentioned, thanks so much for that great introduction. The program PIs for this new QUERI program are Will Becker, Alicia Heapy and myself, Amanda Midboe. And, today, we’re going to present on the program, and it’s one of the new QUERI programs and it focuses on improving pain-related outcomes for veterans. And, we’re going to really touch on the rationale behind the programs, some of the methods, and very briefly touch on some early lessons. 

First though, I would like—okay, there we go, I went too far—I would like to get a sense of our audience. So, I have a poll question initially. 

Heidi:	And, our poll question, we’re just looking to see who is in the audience, and please select all that apply. You have implementation science experience, clinical research experience but no implementation science experience, clinician, or operational partner working with a QUERI program. We’ll give everyone just a few more moments to fill that out before we close the poll and go to the results. And, it looks like things are slowing down so I’ll close that out. And, we are seeing 31% saying implementation science experience, 31% clinical research experience but no implementation science experience, 45% clinician, and 0% operational partner. Thank you, everyone. 

Dr. Midboe:	Okay. Thank you, Heidi. That’s actually really helpful as we  move forward and get moving here. So, it sounds like we do have a fair number of implementation scientists and I’m glad that so many clinicians are attending. 

So, today, what we’re going to cover is initial description of the IMPROVE QUERI program. I’ll be doing that, and then Will Becker will describe our rationale for choosing chronic pain as a focus of our QUERI, and present briefly on what is implementation science. That’s a very brief presentation, so we’re happy to answer more questions if they come up at the end. He will then talk about his multi-year project known as PACT-Integrated Pain Support, or PIPS for short. Alicia Heapy will then present on another multi-year project led by her and John Paate [PH], known as Co-operaative Pain Education and Self-Management, or COPES for short. And, then finally, I’ll finish up with a presentation on the Academic Detailing Quality Improvement project that I’m leading, which is a one-year project. 

So, I’m now going briefly go through the main objections of the IMPROVE QUERI program. First of all, our overall IMPROVE QUERI impact goal is to improve safe and effective pain management through partnered implementation of personalized, proactive, patient-centered interventions that optimize access to care. And, this ties in with key VA priorities, including areas outlined in the VA’s blueprint for excellence, which is essentially a strategic plan for the Veteran’s Health Administration, and was published in September, 2014. 

But, first, I want to mention that this impact goal and the work that we are doing in this QUERI is strongly tied to our partners’ priorities. Our key partners are the National Pain Management Program Office, which is a key partner for all three projects. Pharmacy Benefits Management is also a key partner for the PIPS and the one-year quality improvement project. And, then Primary Care Services is a key partner for the PIPS and the COPES projects. And, then finally, VISN 21’s Pharmacy Benefit Management’s Academic Detailing Program is the key partner for the one-year QI project. And, really, I want to emphasize that our partners were instrumental in shaping our QUERI program proposal, and will continue to play an influential role in our project activities. And, really, throughout the life of our QUERI program, we want to make sure we continue to address priority areas they have, particularly those related to improving pain-related outcomes. 

And, then I want to just touch on the areas of the blueprint for excellence that we’re targeting. First and foremost, Strategy 7h, which is a key strategy unto which all QUERI programs map, which is to rapidly translate research findings and evidence-based treatments into clinical practice. As you know, there are many effective interventions out there that really almost never get used or get implemented sporadically, because of problems in uptake and implementation. But, our program is really focused on working to improve uptake _____ [0:07:04]. Also, Strategy 6, which is advancing care that is personalized. So, it’s customized to be relevant for the individual and based on the individual’s medical conditions, their lifestyle, their needs and circumstances. It’s also focused on proactive care and then it’s focused on promoting health behaviors related to prescription medications and taking a more integrated approach to pain care. And, finally, it’s patient-driven in that it promotes greater engagement of the veteran in his or her healthcare. And, then Strategy 2b is another one of the blueprint we map onto, which is whether or not we’re meeting the six aims set forth by the Institute of Medicine for high-performing healthcare. And, by that, I mean healthcare that’s safe, effective, patient-centered, timely, efficient and equitable. And, really, our interventions are meant to promote safe, effective care in a patient-centered manner, relying on analytical tools to identify patients across the spectrum so they can receive care in a timely and efficient manner. 

And, then two more strategies I’ll mention briefly are also in line with Strategy 3 of the blueprint, will be leveraging health information technology to identify patients in order to optimize individual and population health outcomes through using tools at the point of care to identify specific groups of patients who would benefit from evidence-based interventions. And, then through the COPES project, we’re supporting Aim 3e, which is to expand virtual medical modalities to enhance high-performance, patient-centered care for rural, homebound or otherwise isolated veterans. 

And, with that, I will turn it over to Will, who will provide more in-depth information about our rationale for the focus on chronic pain.

Dr. Becker:	Thanks, Amanda, and good morning cyber audience. I’ll start off, as Amanda said, with a discussion of our rationale for the IMPROVE QUERI focus on chronic pain. First, as this audience is probably well aware, from an epidemiologic standpoint, chronic pain is remarkably ubiquitous and costly with a point prevalence of 25% among U.S. adults, 10% of whom have disabling chronic pain that limits work and family activity. Chronic pain is the second-most common reason for outpatient visits in the U.S. and carries with it an annual national economic cost estimated by the Institute of Medicine of up to $635 billion. Sally Haskell and others’ work has shown that the prevalence of chronic pain among veterans may be even higher than the general population, owing to higher rates of trauma and more joint stress among soldiers.

What we’ve learned about pathophysiology of chronic pain over the past 10 to 15 years also deserves a brief discussion. This is a cartoon of the dorsal horn of the spinal cord, which is the interface between the peripheral and central nervous systems, and where much of the action is in chronic pain, if you will. On the left-hand side, we have a chronic inflammatory state caused by, for example, osteoarthritis. The chemokines irritate the pain signal transmitting c-fibers in the periphery, sending pain signals through the dorsal horn of the spinal cord, ultimately to the cortex where pain is perceived. 

Clifford Woolf and others have demonstrated that chronic pain can be understood as a function of neuronal plasticity and central sensitization. Neuronal plasticity starts with the peripheral nerve injury or inflammatory state as we saw in the last slide, which causes recruitment of macrophages and glial cells, which leads to dysregulated nerve regeneration of the pain-transmitting c-fibers. This process causes central sensitization, where the excess of c-fibers in the dorsal horn of the spinal cord leads to lowered pain thresholds. And, so clinically, pain generators that started as peripheral, such as osteoarthritis can transform over time to a central process. This scientific evidence supports the concept of chronic pain as a disease process unto itself. 

But, beyond what we’re learning about how to understand chronic pain at the tissue level, the complexity of chronic pain is magnified by psychosocial factors, just like any other chronic disease. At the core is the tissue damage, which leads to an unpleasant, painful sensation, promoting thoughts like this pain is never going away, I’m damaged or disabled, which in turn trigger emotions of fear, anger and grief, all of which contribute to overall suffering and pain behaviors. A core principle of the IMPROVE QUERI is we can’t expect success in treating this complex chronic condition unless we address all of these aspects simultaneously. 

Which leads up to the evidence-based approach to chronic pain treatment that we’re promoting in our work. Seminal trials like e-doption [PH], CCAP [PH] and MAT Bears Escape [PH] have defined this model. We already spoke about how chronic pain is a multi-faceted disorder marked by pain-related functional disability and affect of distress, so it’s frankly intuitive that coordinated multi-modal therapy is essential. The three categories that should be present in some appreciable dose are behavioral therapies, rational pharmacologic treatments and physical activation with promotion of self-management and self-efficacy as constant factors in the background. Finally, when this can be delivered in an integrated health system where there is care coordination and consistent messages from all pain-related disciplines, success is more likely. 

But, we know that while that picture is relatively easy to walk through, there are major challenges to delivering effective chronic pain treatment. This is not a complete list of what the Institute of Medicine published in 2011, but I’d like to highlight some most relevant to our IMPROVE QUERI. First, is to whom does pain, does chronic pain belong in the healthcare system. Most facilities does not have a pain service line, and many pain clinics focus on episodic interventional care and not chronic pain management. Secondly, health systems may incentivize low value treatments, meaning treatments that may cost a lot, but do not provide much benefit. Relatedly, population health and pain care has been underemphasized. What are the effective treatments that can reach many people relatively inexpensively? Dr. Alicia Heapy will be discussing her COPES project that addresses this issue. There has been cultural bias towards pharmacotherapy and that has been a driver to the opioid safety problems we currently face. I’ll discuss a project that will tackle this issue. And, finally, inadequate provider education, which Dr. Midboe’s QI project addresses. 

So, with all of that said, I’d like to pause and get the audience’s perception. Either in your setting, or perhaps in your pain worldview, are the following barriers, and I’d like you to click on yes or no for each.

Heidi:	Unfortunately, I’m not able to do a yes or no, but I did ask people to select all that apply. We’ll get a percentage of which ones are yes or alternately no.

Dr. Becker:	Not click, great. So, first of all, to whom does chronic belong? Is this question a barrier in your setting? Are health systems incentivizing low value treatments? Is population health underemphasized? Is there a cultural bias in your perception towards pharmacotherapy? And, is there inadequate provider education? 

Heidi:	And, I think it’s taking a little bit longer for people to work through this, or having to think through the questions, but responses are coming in nicely. I’ll give everyone just a few more moments before we close things out here and go through the responses. And, it looks like things have slowed down. So, what we are seeing is 77% saying to whom does pain belong, 47% saying health system incentivizes low value treatment, 57% population health underemphasized, 73% cultural bias towards pharmacotherapy, and 90% inadequate provider education. Thank you, everyone.

Dr. Becker:	Great, thank you. And, since the IMPROVE QUERI program is a confederation of related implementation science studies, I wanted to spend just a couple of minutes giving some context for what that means so we have a shared language. Implementation science can be defined as the study of methods to improve uptake of evidence-based clinical practices. So, whereas efficacy research examines patient-level outcomes, for example, is the individual patient improving with the treatment versus placebo. And, effectiveness research studies patient-level outcomes in more real-world clinical settings with usually looser inclusion and exclusion criteria. Implementation science examines process and systems-level outcomes, for example, the proportion of indicated patients who get an intervention or the number of providers who engage with the care process. 

And, then to define some terms that we will use in implementation science, we think about a framework, which is the overall conceptual model for how various factors contribute toward successful implementations. There’s also the implementation strategy, which is the method by which implementation will be attempted, and this is composed of implementation interventions or tools, which are specific methods for how implementation will be facilitated, for example, audit and feedback. And, then finally, what will be relevant to the discussion of both our multi-year studies, hybrid design, which is an implementation method that considers patient-level outcomes and system-level outcomes. It tests the effectiveness of the implementation strategy, but also the effectiveness of the clinical intervention itself. 

And, so as Amanda already mentioned, the IMPROVE QUERI is composed of two multi-year projects, PACT-Integrated Pain Support, or PIPS, and Co-operative Pain Education and Self-Management, or  COPES. And, one one-year quality improvement project, which is an evaluation of the VISN 21 academic detailing intervention. 

And, since I have the mic, we’ll start with PIPS. So, first and foremost, PIPS is about opioid and medication safety and trying to avoid treatment-related harm through de-implementation. While we knew from previous observational work that higher opioid doses are associated with increasing odds of non-fatal and fatal overdose, we now know from recently published work from Ted Park and Amy Bonnard [PH] that the addition of benzodiazepines to the mix increases the odds of overdose in a linear dose-dependent fashion, as shown in this figure from their paper. 

And, while the overdose facts are sobering enough, we also have learned that opioids for chronic pain have other very important drawbacks. Central sensitization, which we described as the driver of much of chronic pain, may not be responsive to long-term opioids and indeed, long-term efficacy data is modest in chronic pain. Opioids may initially work, but the body adapts to them, necessitating higher doses. But, higher doses long-term lead to increased risk of toxicity and adverse effects, both acute as well as chronic, including opioid-induced hyperalgesia, osteoporosis, and hypogonadism. And, finally, are responders to opioid treatment mostly benefiting from treatment of emotional distress, for which better and safer treatments exist? 

In the policy and operations context, VA has been quite proactive, establishing the Opioid Safety Initiative, which aims to increase safety monitoring, reduce the use of high-dose opioid therapy, reduce the prevalence of opioid and benzodiazepine combination therapy, and increase access to non-pharmacological treatment modalities, or NPMs, while preserving robust pain outcomes and patient-system alliance. But, while the OSI is safety-driven and well-intentioned, without implementation strategies, facilities may struggle to comply, or facilities may find it easier to comply with so-called checkbox items and perhaps not as easy to comply with things that may move the needle improving, in terms of improving health outcomes. 

And, so we went to our stakeholders to ask what would move the needle on impacting veteran health, and what we heard from veterans, from veterans about pain care is that they sometimes feel like no one’s listening to them, and the approach to pain care isn’t coordinated. They told us they would value more frequent contact with the system, especially when trying to taper opioids or benzodiazepines, with easy access to someone not necessarily a doctor when they have questions or concerns. And, of course, they wanted a coordinated approach. 

In separate groups, we talked to primary care providers, and what we heard from them was that this, meaning monitoring opioid therapy is a lot of work and it’s straining their resources. They found it hard to coordinate care. The tapering conversations, but more so implementing tapering strategies is difficult. And, also that patients are resistant to non-opioid treatments. Providers saw value in a special focus team and in a multi-pronged effort that didn’t put all the weight on PACT for making changes. 

And, thus was born the PIPS project, which is a three-site, Hybrid III type effectiveness implementation study, which aims to decrease the proportion of veterans on high-risk medication regimens for chronic non-cancer pain, preserve or improve functional status, to increase the proportion of these veterans using non-pharmacologic treatment modalities, and also preserve the patient therapeutic alliance. Indicated patients for this clinical intervention are veterans on either greater than 100 mgs morphine equivalent daily dose, or those on combination opioid/benzodiazepine therapy. 

More specifically, the clinical intervention consists of three main pieces. First, a direct-to-veteran mailing regarding the program and its goals, modeled after the Tannenbaum et al empower study from 2014. Primary care provider use of a pharmacy consult template in _____ [0:22:04] to identify medication tapering goals and preferred non-pharmacologic treatments with the veteran. Finally, a pharmacist-delivered, 12-week structured follow-up to facilitate adherence to planned tapers and initiation and sustained engagement with non-pharmacologic treatments. 

The implementation strategy we will use is modeled on Joanne [PH] Kershner’s [PH] blended facilitation model using an external facilitator who will coordinate identifying local champions, academic detailing, automated case-finding, audit and feedback, and targeted educational booster sessions to primary care providers and pharmacists. 

As I already briefly mentioned, our evaluation of PIPS will examine both the implementation strategy, for which we’ll use a four-stage formative evaluation following Stetler’s [PH] model, and also the clinical intervention itself, for which we will use an interrupted time series to examine the proportion of eligible patients who transfer to safer medication regimens, the number of non-pharmacologic pain treatment sessions attended, as well as patient satisfaction and pain-related functional outcomes. 

And, so, as Karen Carpenter would say, “We’ve only just begun,” but there have been some early lessons. First, somewhat bad news, West Haven does not have the clinical resources to commit to the project. We have three other sites, and of course, this is by no means no slight against West Haven. This is just a reality of partnering research, especially in a time of fiscal restraint, where there are so many other competing demands. But, on a brighter note, and I think the real strength and beauty, if you will, of implementation research is that there’s already adaptation happening among the study sites. One site is considering using a nurse case manager instead of a pharmacist, since that’s where their relative strength is. PBM, one of our partners, stepped up and offered use of a very cool pharmD tool for patient tracking and chronic disease management, and another site is planning heavier reliance on tele-visits instead of face-to-face in order to expand reach to veterans and CBOCs [PH]. 

So, with that, I will turn things over to my colleague, Dr. Heapy.

Dr. Heapy:	Okay. Thanks, Will. I’m going to talk to you today about COPES. I, along with John Piette from VA Ann Arbor are the PIs, the co-PIs of the COPES implementation trial. 

So, a recent IOM report called for a cultural transformation in the way we provided pain treatment in the U.S. Of their recommendations, the committee emphasized the importance of reducing barriers to pain care and promoting self-management. One widely used form of pain self-management is cognitive behavioral therapy of CBT, which is an evidence-based treatment that helps people learn to manage their pain through these pain-coping skills like activity pacing, relaxation and reframing of negative and catastrophic thoughts. Although self-management treatments like CBT are effective for reducing pain and interference and distress, they are often underutilized. First, they require that patients come for multiple in-person visits, which many patients are not able to do. Additionally, there aren’t enough therapists to serve the large number of veterans who could likely benefit from these services. Thus, access to CBT is limited. Technology-assisted interventions, which are treatments that are wholly or partially provided via technology can address some of these barriers. Because technology-assisted treatments are provided to patients in their homes, and can be delivered either without a therapist or by a remotely-based provider, access to care is enhanced. 

So, with those benefits in mind, we constructed a trial of a technology-assisted intervention for chronic pain. We used interactive voice response, or IVR, technology to provide the treatment. IVR is an automated telephonic technology that allows patients to report and receive information via their mobile or landline telephone, and data are collected when the patients answer prerecorded voice prompts using their telephone key pad or their voice. The original COPES trial was an HSR&D-funded, non-inferiority trial. So, the primary goal was to determine if IVR-based CBT for chronic low back pain was non-inferior or not unacceptably worse than the gold standard, which is in-person CBT treatment. We were willing to accept slightly less efficacy in the new treatment in return for this enhanced access to care. To our knowledge, the COPES trial was the first trial of an IVR-based CBT for chronic pain that used IVR alone to deliver CBT. And, it’s one of the very few trials that compared a technology-assisted treatment to the gold standard of face-to-face care. 

Our hypotheses for COPES were that veterans with chronic low back pain receiving IVR-based CBT would demonstrate outcomes that were not unacceptably worse than in-person CBT in terms of pain intensity, physical and emotional functioning, health-related quality of life, sleep, and some treatment feasibility factors such as treatment dropout and satisfaction. 

So, this show the general treatment structure for both the in-person and IVR CBT in COPES. So, participants in both conditions received a 10-week treatment, and after an introductory module, patients learned one new pain coping skill each of the following weeks of treatment. The treatment also included a pedometer-facilitated walking component. Each week, participants have three goals, that was to practice the pain management skill that they learned, increase their steps by 10% over their prior week’s average, and engage in a productive social or pleasant activity. All participants received a daily IVR call to answer questions about their use of the pain coping skills, their steps, their pain intensity and their sleep. And, the therapists use that information to provide weekly feedback to patients. 

So, the treatment looks a little different in each condition. In the face-to-face treatment, the therapist would teach the skills to the patient in the session. And, in the IVR CBT, we used a handbook and the IVR system itself to teach the skills. In face-to-face, the therapist feedback was delivered in-person during a session, and in IVR, patients got pre-recorded personalize therapist feedback via their IVR calls. 

So, in the initial COPES trial, we found that CBT delivered by IVR led to patient-centered outcomes that were no less effective than the usual in-person care. That veterans in both conditions demonstrated significant improvements in pain intensity, pain-related disability, physical activity and sleep. And, then there were no significant differences between the treatments, which is what we wanted in this non-inferiority trial. We didn’t find any improvement in depressive symptoms in either condition. We did find that veterans in the IVR condition attended more sessions and were less likely to drop out of treatment than those in the in-person. So, it’s possible that IVR CBT, because it can be done in the veteran’s home is more convenient and accessible to patients. 

So, because COPES uses scalable, automated messaging to deliver in-home self-management support, it has the potential to reach the large number of veterans with chronic pain who have a limited access to specialty pain management services. So, given those potential benefits, we propose to study the implementation of COPES as part of our IMPROVE QUERI program. In this implementation project, we’ll conduct a multi-site, stepped wedge, Hybrid type III trial, which will evaluate the effectiveness of a specific implementation approach called facilitation on the uptake of COPES and we’ll also examine the efficacy of the COPES intervention. We’ll specifically target patients receiving their care in community-based outpatient clinics, or CBOCs, because they often have limited access to the specialty pain management services. The study occur in the 17 CBOCs associated with VA Boston, _____ [0:30:44] VA in Indianapolis and VA Palo Alto. When we start, all 17 of the CBOCs will get standard implementation. And, by this I mean the standard treatment _____ [0:30:56] approach often used in VA with new treatments. We will use email and brief presentations and PACT team meetings to tell providers about COPES and encourage them to refer patients. After an initial period of the standard implementation, CBOCs will, one at a time, randomly be assigned to begin the enhanced implementation strategy, which we hypothesize will increase uptake of COPES. 

So, our implementation strategy, consistent with the PIPS project, is based on Kershner’s facilitation approach. We will also use an external facilitator, so in this trial, the external facilitator will work with the existing pain primary care champions and local site PIs to understand the local CBOC setting, monitor the COPES implementation as it occurs, educate patients and providers about COPES, and provide mentoring, problem-solving and support for the implementation effort. So, among the components of our implementation strategy that we think is a particularly important piece is the automated case-finding and direct patient outreach to identify and enroll potential COPES users. Using electronic health record data, we’ll proactively identify all potentially eligible patients who have chronic low back pain at each of the CBOC implementation sites. Those veterans will be centrally recruited by project staff, using opt-out mailings and follow-up outreach calls. We know that primary care providers and PACT staff often have limited time to spend with patients during visits, and using automated case-finding and direct patient outreach will remove the burden of making referral to COPES from an already over-burdened PACT staff. 

In this trial, we’ll evaluate the implementation process as well as the implementation and treatment outcomes. So, for the evaluation of implementation process, we’ll conduct a four-stage formative evaluation of the facilitation strategy. And, this will be accomplished primarily through interviews with patients who have pain and VA staff in the implementation settings. We’ll start this prior to implementation of COPES and continue throughout the entire implementation period. In terms of the more traditional outcomes, our primary implementation outcome will be the proportion of eligible CBOC patients who enroll in COPES and the proportion of provider referrals to COPES under both the standard rollout and the enhanced implementation or facilitation approach. We’ll also examine team relevant outcomes, so pre to post treatment changes and things like physical functioning, pain intensity and physical activity. 

Okay, I have a little poll here. I’m interested in your predictions about what we’ll find to be the barriers to patient engagement and self-management. So, based on your clinical or other experience, what are some reasons that patients may not engage in CBT for pain? 1. They do not think it would be helpful. 2. They would have difficulty traveling for appointments or making time for appointments. 3. Providers do not encourage or suggest it. 4. They prefer pharmacologic and interventional or behavioral treatments. 5. Most patients manage their pain well without CBT. 

Heidi:	And, we’ll give everyone just a few more moments to fill that out and we’ll go through the responses. Looks like things have slowed down, so we’ll close that out, and what we are seeing is 65%, they do not think it would be helpful, 48% difficulty traveling or for making time for appointments, 70% providers do not encourage or suggest it, 74% prefer pharmacologic or interventional over behavioral treatment, and 4% most patients manage their pain well without CBT. Thank you, everyone.

Dr. Heapy:	Thank you. That was interesting. I’m not claiming any special insight at this point, but my prediction is similar, that it will be a combination of multiple factors. 

Final slide, so what do we hope to accomplish. So, in addition to evaluating the efficacy of the implementation approach and the COPES intervention itself, we hope to identify overall and site-specific barriers and facilitators that influence the implementation of COPES. We also want to identify patient-reported barriers to engaging in pain self-management interventions, and provider-reported barriers to incorporating pain self-management interventions into their care of patients. We will continue to collaborate with our partners in the National Pain Management Program Office and Primary Care Operations to use any actionable information from this study to inform care and policy decisions. 

So, now I’m going to turn it over to Dr. Amanda Midboe, and she’s going to talk about the IMPROVE program’s quality improvement project. 

Dr. Midboe:	Hi, can you hear me? 

Dr. Becker:	Yes.

Dr. Heapy:	Yes.

Dr. Midboe:	That is so strange. Can you hear me?

Dr. Becker:	Yeah.

Dr. Heapy:	I can now, but I couldn’t before. 

Dr. Midboe:	I totally lost my audio. 

Heidi:	I think we can hear Amanda, but she can’t hear us. 

Dr. Midboe:	Oh, you can hear me, but I can’t hear you? Huh. Okay. And, so you see the screen with my QI slide? Let me try to just see if I can troubleshoot this really quickly. Huh. I wonder what happened.

Dr. Becker:	Amanda, we hear you just fine, and we see your slide.

Dr. Midboe:	Okay. Well, I will go ahead and present and then try to figure out why I can’t hear you. So strange. So, I’ll give a brief overview of the VISN 21 Academic Detailing QI project that I’m leading. 

As most of you are likely aware, a memo focused on improving opioid safety was released in April, 2014, followed by an updated memo in December, 2014. In this memo, several goals were outlined and focused on improving opioid safety, which include effective use of urine drug screening, increased use urine drug screenings, use of prescription drug monitoring databases, as well as education and training of their use, safe and effective tapering of benzos and opioids, review of treatment plans for patients on greater than 200 morphine equivalent daily dose, and two other goals. 

And, in doing this, somehow I, lose me so I can’t hear you at all, I’ll just occasionally look at the chat box. So, let me know if you can’t hear me. 

Prior to this memo, there had already been work in place focused on targeting opioid safety, and particular, VISN 21 had recognized the value of academic detailing in improving safe and effective pain management of patients on opioids. And, initiated a pilot academic detailing program in 2010. And, by 2012, the VISN 21 PBM group was the first network in the Veteran’s Health Administration to develop a clinical analytics dashboard around pain management to assist the academic detailing program with prioritizing targets for intervention in VISN 21, which has been iteratively revised over the years. Because of VISN 21 PBM’s pioneering academic detailing program, they were able to provide pilot data to the Undersecretary for Health that showed improvement in delivery of evidence-based care and disease management as a result of the academic detailing program. And, Interim Undersecretary for Health then cited these data and actually data collected from two other VISN academic detailing programs to support a March 27th, 2015 memo calling for system-wide implementation of AD, or academic detailing in pain program champions. The memo mandates that by June 30th of this year, each VISN should’ve resourced and established an academic detailing program. Moreover, the memo states that each VISN’s academic detailing program should be fully functional by September 30th of this year. One of the key focus areas for these academic detailing programs is improving performance on all OSI metrics to the deployment of clinical pharmacists trained in academic detailing and facilities resourcing at .25 or at .50 FTE for primary care pain champion. The VISN 21 PDM program plans to continue it’s strong commitment to academic detailing and refocus efforts in the latter half of FY ’15 and during FY ’16 meeting these OSI goals, these opioid safety initiative goals. They will actually be focusing on academic detailing on three high priority OSI areas, so high risk opioid prescribing, use of and improved interpretation of urine drug screens, and on opioid overdose education and the locks on distribution. In this _____ [0:40:53] project we plan to capitalize on this local initiative and work with VISN 21’s PBM program to identify best practices in this OSI-focused academic detailing program. And, while there has been effectiveness data collected and some survey data related to understanding satisfaction with the academic detailing program, VISN 21 PBM has not had the resources to conduct in-depth interviews and qualitative analysis to determine the most active component of the academic detailing program. So, now more than ever, it really is critical to understand best academic detailing practices related to the OSI, and inform for the VISN 21 efforts and provide key lessons for those across the nation in implementing the academic detailing program. 

Okay. In the first year of our QUERI program, we will partner with VISN 21’s PBM academic detailing program and National PBM to achieve key aims of this project, which I will cover in a moment. Key team members based in Palo Alto include Randy Gale, who’s leading qualitative data collection analysis with Justina Wu, assisting with data collection and analysis, and Leonore Okwara, who’ll be responsible for project management activities. 

Okay. And, we aim to evaluate VISN 21, so these are our specific aims, VISN 21’s Pharmacy Benefits—I’m sorry, Pharmacy Benefit Management’s academic detailing intervention through key informant qualitative, qualitative interviews with high and low performing academic detailers and providers. Our second aim is to disseminate best practices and key lessons to VISN 21 PBM and National PBM partners. And, then finally, we will be identifying low-performing sites and clinicians in VISN 21 and nationally and prioritizing assistance to local VISN 21 PBM operational partners in conducting targeted outreach based on the findings from Aim 1. 

And, basically, our anticipated impact is, of course, to improve pain-related outcomes for patients, particular around the targeted academic detailing OSI goals. And, we hope to enhance providers self-efficacy in caring for patients with chronic pain. 

Okay. Finally, I would like to wrap up by acknowledging those who not only helped shape and write the part, write parts of this program proposal, but who will be critical to the success of our QUERI program as we move forward in the years to come. I’m also part of the implementation core, but so is Steve Martino and Sarah Krein, who have been incredibly valuable in contributing to the program thus far. And, then we have key co-investigators such as Bob Kerns, Matthew Bair, Michael Saenger, Joe Frank and Diana Higgins. And, there are many, many more staff who will be contributing.

That is where I’m going to leave it, and I still can’t hear anything, so I’ll see if I can troubleshoot that. Thank you. 

Robin:	Thank you, everybody. This is great presentation. I’m going to open things up for questions so people can go ahead and send those in, that would be great. Let me start out with one that is asking about whether these types of interventions will address chronic pain that’s related to post-surgical pain. 

Dr. Becker:	Yes, so this is Will Becker. I think it would certainly, there’s really no specific ideology of pain that we’re targeting. So, if post-surgical pain becomes chronic, which it often does, then that veteran would have access to all these programs, potentially. 

Robin:	Maybe a broader question would be for Alicia Heapy in terms of what factors or patient characteristics are being used to flag those patients for COPES?

Dr. Heapy:	Yeah, so our primary factors that we’re looking at are does the patient get their primary care at a CBOC, because as I said, we’re especially interested in enhancing access for those patients. Does the patient have a diagnosis of low back pain, and does the patient also have two or more pain scores of four or greater over a one-year period. So, we’re trying to initially identify patients that we think potentially have chronic low back pain in our outreach to patients, and we’ll do a little bit of light screening, additionally, to make sure patients don’t have any active conditions that might be more important for them to be treated first, prior to their engaging in COPES, things like active substance use disorder, active suicidal ideation, or a diagnosis like cancer or something like that. 

Robin:	And, just in terms of who’s being targeted here in a more general way, in terms of sites, how are high performers, low performers, how are they identified in that way? 

Dr. Heapy:	So, I’ll go ahead and take a stab at that first. For COPES, speaking for COPES, frequently implementation trials will specifically target high performing and low performing sites. That wasn’t the particular strategy that we adopted for COPES. For COPES, because we’re venturing kind of for the first time specifically into CBOCs, which may have lower resources, we wanted to identify study sites that were associated with a strong main medical center and preferably who had an investigator there that we already have an ongoing relationship with. We felt this was very important to build this underpinning of strength as we move out in this new way into CBOCs. Now, if we’re successful with that, we would think about opening up that more broadly. 

Dr. Becker:	Yeah, and in terms of PIPS, we’re also not focusing on a higher or lower performing sites. Given our clinical target, it’s just the case that the OSI is so broad that almost every facility can improve on either decreasing their portion of patients on high dose opioids, decreasing those on combination therapy, or increasing engagement with non-pharmacologic treatment. So, it seems that most facilities could use a more intensive intervention to adhere with those goals and so PIPS is not to, to be broadly usable. Just one thing to add to that, having a pharmacist be the point of care is, might be a limitation in some sites. And, that’s why I think the fact that one of our sites is going to be using, or relying more on a nurse care manager might open up the transportability of this program, if you will. 

Robin:	I think maybe it was Amanda Midboe who had mentioned the high performing and low performing sites and the quality enhancement project. Amanda, could you address that question? Hello? 

Heidi:	I don’t think we have Amanda back. 

Robin:	Okay, yeah. I can’t hear her. 

Heidi:	Yeah, I muted her on my end. I don’t think we have her audio figured out yet. 

Robin:	Okay, great. I have another question for Alicia Heapy. Could you talk a little bit about the pedometer and the choice of that as an outcome for functional outcomes and how you establish a baseline?

Dr. Heapy:	Sure. So, in the initial COPES trial, patients get a pedometer when they are randomized. They’re sent home with the pedometer and the first seven days of COPES are just daily _____ [0:49:38] reporting, prior to any kind of intervention. So, we get a seven-day baseline of their steps before any intervention occurs. So, we chose that based somewhat on the experience of one of our co-investigators, Sarah Klein [PH], who had a lot of success with the veterans walk _____ [0:49:57]. We wanted to encourage patients to be more active, both in terms of helping them with increase their functioning, but also because it has been a potential benefit for mood. So, we kind of superimpose this walking program for patients. We get a baseline and we ask them to start increasing their steps by 10% each week over the course of the 10-week treatment. And, of course, they’re reporting in to us their daily steps every day, based on what their pedometer says. I would say that this has been really a very successful part of COPES. Patients report that they really enjoy it. We had planned to have patients return their pedometers at the end of COPES, but we found that they didn’t really want to. So, we let them keep them, because they were enjoying using them and walking. I think because they get that concrete daily feedback of steps, similar to what you would get with a Fitbit or some other wearable devices that are very popular now. So, we are continuing that walking program in COPES implementation, and we did have very good outcomes. I didn’t specifically talk about it, but at baseline, on average, patients entering into COPES were quite sedentary. Their average steps were about 2500 a day, and patients in both conditions had an average increase in steps of about 3,000 to 4,000 steps a day. So, they really had quite robust increases in steps over the course of COPES. So, we were quite pleased about that. 

Robin:	That’s great. 

Heidi:	And, we do have Amanda back on the line, if we have, I think you had a question that you were holding for her. 

Robin:	Amanda, can you hear me?

Dr. Midboe:	I can hear you. Can you hear me?

Robin:	Yeah, yes. So, we had a question about the low performing and high performing sites and I have a feeling that it was a question that was targeted to your project, to the quality project. I was wondering if you could speak to that, about how you determine those high…

Dr. Midboe:	Oh.

Robin:	…performing and low performing…

Dr. Midboe:	Thank you. Yeah, there was a period where I couldn’t hear anyone. Sorry about that. So, I’ve just called in. So, we are actually going to be defining that based on some of the OSI metrics that academic detailing program is currently using. And, then there is the Salesforce program where we’re going to look at performance of the academic detailers, so they actually log all the work that they’re doing. So, we’re still actually a little bit of the to be determined exactly how we’re going to make the cutoffs for high and low performing sites, but I’m happy to share that with anyone if you want to just email me directly. 

Robin:	Thank you. And, is Bob Kerns on the call? 

Bob:	Yes. 

Robin:	Oh, hi Bob. I was wondering if you had any questions or comments related to policy in this work.

Bob:	No, I wanted to actually go back to one of the very first questions about the implications for this research in the postoperative setting. I mean, I think the bottom line is that although, I think Will’s answer was exactly right and Alicia’s elaboration that this, there’s nothing about these projects, their inclusion, exclusion criteria that excludes people in the perioperative or postoperative setting, I strongly want to acknowledge the implication for the question. That is that as we focus a lot of our attention on pain care for chronic non-cancer pain, we have had much less focus on acute pain or situations in which, like surgery, in which acute pain may occur in the context of chronic pain as some people call acute on chronic pain. And, I think that even such issues as attention to safe and effective opioid prescribing in that setting is in fact particular important and understudied area. And, also with regard to Alicia’s study and the promotion of non-pharmacologic, in this case, self-management approaches, I think there’s great interest and opportunity to do research examining those opportunities in the perioperative, postoperative care settings. And, then one last thing, there are some people that are starting to think about bringing their research interests to bear in the inpatient setting more broadly, even intensive care settings, as potential great opportunities when people are particularly in distress in an inpatient setting, likely, oftentimes experiencing pain that may actually be an important factor in their care in the inpatient setting. We know that it can affect things like length of stay, infection rates and so forth. There are some people starting to do this research in the VA and if the caller who asked that question is interested, you can reach out to me in particular, and maybe I can help you get connected with others who share that interest. 

Robin:	Great. Thank you. We’re just about out of questions for today. I’d like to thank our three presenters for sharing their work with us. It’s very much appreciated. Our audience had some great questions and comments. Just one more reminder to hold on for a minute or two for the feedback form. Our next cyber seminar will be on Tuesday, November 3rd, by Dr. Maryanne [PH] Mathias [PH]. It is called “Improving Pain Using Peer Supported Self-Management Strategies.” We will be sending registration information out to everyone around the 15th of the month. I want to thank you for joining us at this HSR&D cyber seminar, and we hope to see you at a future session. 

[End of audio]
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