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Dr. Jean Yoon:  I'm Jean Yoon with the Health Economics Resource Center, and this is a Cyberseminar as part of our HERC Health Economics Cyberseminar series.  So I'm pleased to introduce our presenters today.  We have two presenters.  The first is Stephanie Taylor.  She is an Associate Director of the Greater Los Angeles COIN.  She was trained in medical sociology and has over 20 years' experience in health services and implementation research and evaluation.  She is leading the National Complementary and Integrative Health Evaluation Center which is being funded by the VA Office of Patient Centered Care and Cultural Transformation.  Our other presenter is Patricia Herman, who is a senior behavioral scientist at the RAND Corporation.  She is a trained methodologist, a licensed naturopathic doctor, and also a resource economist with more than 30 years of experience conducting policy and cost effectiveness analyses, the cost and number of industries including healthcare.  So Stephanie, I'll turn things over to you now.

Dr. Stephanie Taylor:  Great!  Thanks, Jean, and hi, everybody!  Thanks for calling in today.  As luck will have it, we're having a little bit of a technical difficulty so I'm going to try to do something while I talk.  So I wanted to say three things before I launched into our slides while they come up.  

So first, some of you might know that we presented a version of this presentation a month ago to the VA pain community.  So I want to be clear that the only new information in this particular presentation is some additional information on our cost effectiveness approach, and we also have some data on the demographics of our sample.  So we won't be offended if you want to sign off, you feel like you've gotten this information before.  

The second thing I want to say is that, as the title slide shows, this is a work in progress.  For those of you interested in our ultimate final results, we won't have those until near the end of the project, which is toward the end of this year.  

Third, I wanted to say for those of you interested in conducting integrative health research, please shoot me an email to Stephanie.Taylor8@VA.gov because we have a, really a growing community of integrative health researchers that we manage, and the group's function is to not only build collaboration amongst us but also capacity nationally.  And with that, I see my slides are up.  So actually it might just be easier, Patricia, if I just tell you to go ahead and forward the slides and can just transfer over to you.  Alright, next slide.  

So let me start off by saying we've had, we have an amazing cast of people working on this project.  Our co-PI is Karl Lorenz out of Palo Alto.  We have the best natural language processing people on this project out of George Washington in Greater Los Angeles.  We also have some HERC folks, Wei Yu, helping us with the cost and utilization data, and we have other folks at Palo Alto and Greater Los Angeles.  We also wanted to give a thanks to Bob Kerns's group for giving us access to their musculoskeletal disorder study cohort, which is the data that we used.  Next slide, please.  

So just a quick background.  I'm sure a lot of you are familiar with the issue that we have in the VA.  Veterans, a good 44% of military troops experience chronic pain, which is pain for more than three months after combat, and because of that, opioid use is really a problem in the Veterans community.  Fifteen percent of veterans have some opioid use in the past month, which is much higher than the general population.  Next slide.  

So the reason we did this study is that in the OEF/OIF/OND Veteran population, about 62% have musculoskeletal disorders.  Most of those have some accompanying pain with it.  And 58% have some mental health conditions.  The comorbid conditions are listed there.  So as you can see, there's a, there's a need to identify, excuse me, cost effective non-pharmacological approaches.  We don't want everybody taking opioids.  So we want to identify cost effective non-pharmacological approaches to addressing pain and these mental health conditions.  Next slide.  

And the evidence is there for some complementary alternatives or integrative health approaches.  Some have shown to be effective for treating pain and some comorbid mental health conditions, and they are currently being offered widely across the VA.  So let me just take a second for those of you who I haven't been clear about this.  Integrative health, or CAM, can refer to things like acupuncture or yoga, meditation.  And when I say that CAM, or integrative health, is being widely offered throughout the VA, I'm referring to the most recent national report conducted by the VA health, I think it's health analytics, health information, analytics information group.  In 2005, they conducted a survey of all medical centers to see what integrative health they offered, and they did it at a facility level.  They did not ask individual veterans what they were using.  So we only have survey information on what's being offered.  

So the next point I wanted to make is that really nobody has done any large scale assessment of what integrative health use, what veterans are using for integrative health.  And the reason that that information isn't available is because up until recently, very recently, integrative health has not been well documented in the medical records.  Only in the last couple of years were national codes established for each particular type of integrative health.  So what some medical centers were doing were using their own codes, but the majority of medical centers were just recording CAM use in narrative form in the medical records.  So as researchers, we can't really work with that very well.  Next slide.  

So what we did is use existing databases to measure the extent of integrative health use in the population of OEF/OIF/OND veterans with musculoskeletal pain, and we measured the impact of integrative health use on pain and on opioid use.  We also are looking at total cost and its cost effectiveness.  Next slide. 

So we had four specific aims.  The first was to determine the resources used involved in the cost of integrative health services to the VA, and as I just mentioned, the biggest challenge for us was just identifying integrative health use.  And then the second aim is to determine the cost effectiveness of that integrative health use for pain, but the third aim is also to look at the cost effectiveness for CAM on mental health conditions.  And then our fourth aim is we're using an advisory board.  We are relying on them to help us both interpret the results and to integrate findings into recommendations that make sense for the VA.  Next slide, please.  

Oh, okay.  So I think this is still me.  Patricia, do I have that right?  Yeah.  So, so really briefly, is that you?  Okay.

Dr. Patricia Herman:  Yeah.

Dr. Stephanie Taylor:  Okay.  I'll turn it over to Patricia Herman now.

Dr. Patricia Herman:  Stephanie could definitely talk about this just fine, but, so the cohort, we have defined our cohort.  It's these younger veterans with chronic musculoskeletal disorder pain, so MSD pain.  These do turn out to be mostly the veterans from the Iraqi and Afghani wars, and we're looking at their use from 2010 to 2013 of the healthcare system.  

Now to identify this cohort, we used two criteria, and if they had either one of, if they met either one of these, they were in the cohort.  And these two criteria are based on some work by Terrence Tian and others, and the reference is given down there.  It's a really good reference for, if you're looking for a highly specific indication of chronic pain in a population.  
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So the first of the criterion were that someone had to have two or more of these MSD diagnosis codes that were determined to be likely to represent chronic pain, and this is out of an appendix to the Tian article if you want to look at that full list.  And these codes, there were 69 of them, and they had to be separated in the medical record by at least 30 days but at least be two within the year.  So that was one criteria.  The other criterion was that you could have two or more of this broader list of musculoskeletal diagnosis codes, and this broader list has 1,600-plus ICD-9 codes on it, and that if they had two of those within 90 days plus two or more pain scores of four or above within that 90 days, then they were also in this cohort.  So we used those two criterion.

This gives you an example of, remember I said that was the shorter 69 ICD-9 code list.  This gives you an idea of what was on that list, and these were all defined as being likely to represent chronic pain in that study that Tian did.  The broader ICD-9 codes can be grouped into these 6 categories.  And remember these, you could have two or more of these within 90 days but then you also needed to have the pain scores of greater than or equal to four.  And those were the two criteria that we used.  So this is what we ended up with.  Our total cohort is 540,000 Veterans, and as you can see, more than half of them have some sort of back pain.  And then the next most common is joint pain of different kinds and then neck pain.

And if you add up the percentages on the right-hand side there, they don't add up to 100, and that's because down there at the bottom you can see that 19% of this cohort has a musculoskeletal disorder that fits into, or more than one of them.  It fits into more than one of these categories.  So these give you an idea of what this group looks like pain wise.

These are the approaches that we're using for each of the aims that Stephanie introduced a few slides back.  The first aim really focuses on this challenge that we have had in identifying who in this cohort is using CAM.  It's easier for me to say CAM than complementary and integrative health approaches, so you'll hear me flip back between those terms.  So we're going after identifying nine types of CAM, and we're going to use several methods to identify these Veterans.  We're going to use CPT codes, which are the common procedural terminology codes, CHAR codes, which are some that are specific to the VA that have been developed and Stephanie talked about that they're being pushed to be more widely used, and then this natural language processing, which I'm going to talk a little bit more about what that is, but mechanism by which we can mine data out of the chart notes in the medical records.  So we tried, we captured CAM use every way possible.  

Aims two and three are both, are related to the cost effectiveness and cost analyses that we have planned, and I'll be talking a little bit about those methods here in a little bit.  And then as Stephanie mentioned, aim #4, we are capturing inputs from and also depending on this advisory board to help us interpret results and disseminate and integrate them.  We had one meeting with the Board back in April of last year, and that went really well, and we're looking forward to more input from that group.

So these are the various types of CAM that we are identifying, or complementing health approaches, and these are the various ways that we are identifying each one.  Now, as you can see up top there, acupuncture and biofeedback are the only two that we have all three types of identifiers on.  And so we will have a pretty good idea of what's happening with those types of CAM.

I also wanted to point out, though, for example, with meditation and tai chi, yoga, guided imagery, these are all of importance and getting more attention in the VA, but for the timeframe that we had data, which is 2010 to 2013, these CHAR codes were not used very much at all.  And so if we didn't have the NLP, we wouldn't really have a very good picture of what is being used in these other types.  So, you know, it is good that we had so many ways to capture this information.  The asterisk there on chiropractic indicates that we're both using the chiropractic manipulative therapy codes, the CMT CPT codes, as well as identifying visits with a chiropractor themselves and accounting those.

So let's talk a little bit about natural language processing.  As Stephanie pointed out, we had a really good team available to us that, to do this work for us.  And it, again, it's a process by which we can capture data out of the chart notes and the medical records of the various Veterans.  So there's these five steps to doing natural language processing.  The first step is key word identification.  So with key word identification, you're basically, okay, if you're looking for acupuncture in your chart notes, you probably would identify the word acupuncture as a key word.  I think we also used the word needling and a few others.  The, you know, meditation we had a number of different types of meditation that were identified, including the term, mindfulness was included there.  With yoga, we had different types of yoga.  And so that was the first step of this process was identifying the key words that would lead us to information about each of these CAM types.

The second step is we go get a sample of the medical records and we look for those key words in those medical records, and then we capture some words to either side of that key word.  And that combination of words, including the key word but words around it are called a snippet, and so you're capturing snippets out of this sample of medical records.  And then those snippets are then given to researchers, experts, content experts, and they go through and they do annotation.  And the annotation is simply where they look at a snippet that has the key words in it and say from these words can we say that yes, this person used acupuncture?  Probably yes, it's uncertain, or no, they did not use acupuncture.  So you go through and you give each one of these test snippets a designation on that level.  Then you take those snippets and the designations that were assigned, the annotations, and you apply that, you use that to train the program, to train an NLP program to then correctly identify and categorize each of the snippets.  

Now there's some feedback loop here between annotation and testing that happens, some cyclical processes, until you get your program trained as best as possible.  And then after that happens, then you apply it to the full cohort and you get estimates of how many people used CAM.  And we're going to give you some of those results here in a second.

So results to date.  The main thing I want to point out here is, remember we had those two criteria by which we identified the 540-plus Veterans in our cohort, and you'll see here that really we could have used either one of those criteria alone and gotten almost all of them.  So there's quite a bit of overlap between those two criteria, which were really good to see and hear because that gives us a strong confidence that we are really capturing people with chronic pain, not just people with musculoskeletal disorders.

As I mentioned, the CAM use, using those different measures, have been calculated.  I'll be presenting that here in a second.  And then right now we're in the process of merging these, the data on CAM use and for the cohort, merging that with demographics, with pain data, with opioid use, and cost data.  

So here's how it turns out as far as CAM use across this cohort.  One of the things you can see there is meditation is what's most often used; 16% of our cohort used meditation.  And this measure here is based on whether they had any codes, whether they're CPT or CHAR or provider type, and whether or not they had an NLP designation of yes or of probably yes.  That's what went into this estimate.  And you can see down at the bottom that over a quarter of the cohort, of this chronic pain cohort is using CAM of some sort.  But the biggest one there, as you can see, is meditation followed by yoga.  Those are both very popular.  And then acupuncture and so on down the line.  So quite a bit of CAM use happening.  And this will give you at least some preliminary data on the differences between, that we've seen at least so far, between those that use CAM and those that do not.  

I want to say just two seconds about the control group here.  If you add up the control group and the CAM user groups, you're not going to get the total cohort, and the reason is because what we did, we pulled out the uncertain people in the middle because we wanted this control group to be as clean of CAM use as possible.  We need to make sure that we are clearly differentiating these two groups.  And so that's why those do not add up.

As you can see, if you look at, that really all, both groups are about the same age.  There's not much difference there at all.  But, as you'll see in most national studies, more women are likely to use CAM than men, and it's a substantial difference.  Also, and you'll see this in national studies, is that it is more likely for CAM users to be married or single and less likely to be divorced, separated, widowed.  

And then finally, the other measure we had right now was service connectedness of greater than 50%, and the CAM users tend to be more service connected.  That could have to do with the accessibility of care to that group.  We need to look into that a little bit more, but it's kind of interesting.

Okay, and now let's talk about the cost effectiveness analysis and our plan there.  Most of you know, if you're, you know, dealing with health economics, you know the basics of cost effectiveness analysis.  You're looking at a difference in cost over a difference in benefits or effects or health outcomes.  And when I say a difference, in both cases we're looking at a comparison between the Vets in this cohort, so the Vets with chronic musculoskeletal pain.  We're comparing those that use CAM to those who do not use CAM.  And so that would be the difference in cost between those two groups would be the numerator of that ratio, and then the difference in pain, which is what we're using as our measure of effect is the denominator of that ratio.  So that's the basic equation we're heading toward.

Now, I'm going to talk a little bit more about these double robust methods, but basically we're trying to, because we did not randomize people to use CAM or not use CAM, we have to use some statistical methods to make sure that the control group is as comparable to the CAM use group as possible.  They should be as identical to the CAM use group as possible except for the use of CAM.  That should be the only difference between the groups.  And like I said, I'll be talking a little bit more about that.  

And again, the effects that we're going to be measuring here, what we had available out of the database, out of the administrative databases, is the pain numerical rating scale.  And we're going to be looking at that across the year, using an area under the curve approach because people have different numbers of visits across the year.  And we also will be looking at opioid use over the year as kind of another, kind of secondary effect.  The costs will all be from the VA perspective, from the VA healthcare perspective.  We did not have access to Veterans costs in this, and so we weren't able to take a broader perspective.  And we'll be doing sensitivity analyses also to test our assumptions.

When you're doing a regular effectiveness trial, you use a lot of inferential statistics and confidence intervals to talk about how much you can believe in your results.  Within economic evaluations, because there are so many assumptions involved, you end up having to do sensitivity analyses, so they're important.

So here's our plan.  We are going to use, capture one year of pain and healthcare utilization data for the CAM users and then for the controls.  So since we're trying to capture one year of data, we have to decide when is that start date.  When does that year start?  For the CAM users, it's fairly easy to identify.  We are starting their year at their first use of CAM and then capturing a year's worth of data after that.  For the control group, we don't have a similar number.  We know when they joined the cohort, when they became eligible for the cohort, but that isn't necessarily the same, you know, a comparable start date for their year.  So what we did is we looked across the CAM users and looked at how long after they became eligible for the cohort did they start using CAM, and it's roughly a year, just so that you know, across the CAM users.  But it varies widely from two weeks to, you know, two years.

So we looked across the CAM users and got that range of dates, or range of number of days, and then we applied that to the control group on a random fashion so that they randomly ended up with roughly the same pattern of time, having their start dates, start at a certain number of days after their date that they qualified for the cohort.  So we're trying to make them as comparable as possible, you know, if you will, within their progression in this cohort.

We're getting the healthcare utilization data both from the CDW and from the VA Fee Basis files, which are capturing healthcare utilization that is being provided outside the VA and we'll need that.  The cost per healthcare event, we're going to be using the average cost database for that so that it can be generalizable.  And the costs are going to be put into the, use the standard healthcare utilization cost bins, you know, so outpatient visits, labs and imaging, inpatient, ER, medications.  And then as we said before, because of the importance of trying to come up with better solutions for opioids, we're going to track those specifically in this population and separately.

So our overall plan, our primary analysis is going to be based on the codes.  Basically what we want here is we want to make sure that we know, you know, if somebody has a CPT or a CHAR code or a provider type code, we're fairly sure that they got that type of CAM, and we're fairly sure that they got it, they received that care within the VA.  Because that is the most, has the highest specificity, if you will, of an indicator, we chose that for our primary analysis.  But our secondary analysis, we'll look at a broader definition of CAM use that is codes or NLP yes.  So from the NLP, we're fairly certain that they used CAM and then we have the codes, and combined together this now gives us, you know, a fairly strong measure that they did use CAM.  But one of the things that happens with NLP is we don't know whether that CAM use was offered within the VA or by an external provider, not that that necessarily affects the cost effectiveness of it, but our comparison between the primary and secondary analyses will help us start to understand whether that makes a difference.

We also will be doing sensitivity analyses that include the NLP probably yeses.  And comparison between those and the secondary analyses will show us, well, how uncertain were these probably yeses.  You know, did that bring in too much noise that we no longer could see the effect of the CAM.  And again, as I said before, all of the CAM use datasets will be run against a control group that is devoid of any mention of CAM.  So we wanted that control group as clean as possible.  Okay.  

So, as I've mentioned a few times here, we have to use a quasi-experimental design.  We cannot randomize these people, these Veterans to CAM use or not in this case.  So we need to address the self-selection to bias and come up with as best as possible a comparison group that is as identical to the CAM users as possible except for that they did not use CAM.  And there are several methods available to do this.  There's simple matching.  This is what was done in the early years of where you would find a matching control group, match each person in the treatment group to a control or maybe a few controls of the same age, the same gender, the same severity of conditions, and you know, maybe income level, education, whatever you believe to be differentiators between those groups.  So that was just a simple matching.

Then the next step was propensity scores, and propensity scores use logistic regression to estimate the propensity of those in the control group for them to use whatever the treatment group is.  So in our case, the propensity to use CAM even though they might not have.  And that uses whatever covariates you have available to determine that.  And then those propensity scores were either used to match or to weight in the analysis.  Regression modeling, a lot of people use this, and that just basically is where you are adjusting your outcomes using regression, adjusting for differences, for example, in baseline characteristics.  And then the double robust estimation is a combination of those last two.

These are the covariates we have available to match on, and we got to see some of those comparisons earlier.  Even though this list is actually quite extensive, if you notice that we have only one bullet there, the third from the end, that says physical and psychiatric comorbidities.  So we have a number of different types of, you know, we're going to try to match on the type of musculoskeletal disorder someone has, whether or not they have cardiovascular disease or diabetes or some of these other, you know, physical health problems.  And then also matching on the mental health comorbidities that Stephanie showed earlier, which depression, anxiety, substance abuse, you know, and so on.  So we have a fairly rich dataset upon which to match.

This gives you just kind of a picture of the double robust methods and the two, you know, propensity score and then regression, but let's just go through the steps that are involved here.  So, you know, and I'm sure that some of you are experts in this, and so please bear with me in my simplistic explanations.  I did clear it, I do have a biostatistician.  We have several that we're bringing in to make sure this is done right.  So my explanation is a little bit shaky, but just to give everybody on the same page, in the first steps you basically calculate a propensity score.  So you're using logistic regression to model the probability of receiving treatment.  So in this case, the probability of having used CAM as a function of those covariates, and that generates a set of weights that you use in Step 3.

In Step 2, you do regression analysis, but you do a separate regression for the exposed as the, those that, the CAM use group, and then you use the same covariates and do another regression for the control group, and then use those two, the equations that you estimated, to come up with predicted values under both situations.  And then you weight those using the propensity scores from Step 1.  Do that in Step 3, and use those weightings to adjust the two groups so that you can compare them.

Okay.  Challenges so far in the project.  There've been a few.  Stephanie can comment on that, too.  But anyway, so the natural language processing, it was essential to this project, but it also was not easy and it was a challenge.  And it was because of the fact that, you know, there was a number of reasons that it was a challenge.  But one big one was you have to go from a key word sitting in a snippet worth of words and try to determine, well, does that say this or this.  You didn't get to see the full chart.  You get this snippet.  And so there has to be some sort of inferences that you're making from there, and so it's subjective.  And then once the, you know, the snippet has been annotated and you do the testing and the teaching of the program, the program is still determining kind of the probability that it fits in that category and not in anything on a certain level.  So there's a subjectivity to this.  It's still better than nothing, and like I said, we would have never known how much meditation was used if we hadn't have done the NLP.  So that's one big challenge.

The other thing is that, as I said before, it's not clear from the notes whether or not that CAM use happened within the VA or external to the VA, you know, just somebody going off and doing a yoga class on their own, for example.  Again, that does not, you know, undermine dramatically our cost effectiveness analyses, but it's something that we're going to be testing for in our various runs.

Okay, but you know, that said about NLP, there are challenges with the codes, too, as Stephanie was saying is that there's more and more push to use these CHAR codes.  But back in the timeframe that we were drawing these data, they were not very much used, so they got us a few more, but it wasn't a large number.  And then as most of you know that the CPT-4 codes, there's very few for CAM in general.  I think it's acupuncture, biofeedback, massage, hypnosis, and chiropractic are the only ones that have CPT codes.  And also the HAIG report that Stephanie mentioned indicated that even those these codes exist, they aren't always used, and there could be a number of reasons for that.  And then as I mentioned, too, that we had a bit of a challenge determining the appropriate start date for the control, but I think we've got a really good measure right now.  

Okay, I'm going to switch it back to Stephanie to wrap us up.

Dr. Stephanie Taylor:  Great!  And I'm still having technical problems, so Patricia, can you advance the slide?  Thank you.

So we are very obviously, very excited about this project.  Our excitement is what's been keeping us going because, as Patricia mentioned, it has been much of a, it's a bigger challenge than we ever thought with conducting the NLP.  But what we hope to come out of this will be estimates of the overall integrative health used, cost of integrative health used, which represents a VA investment in integrative health, and of obviously the impact of integrative health on healthcare utilization and on opioid use and pain.  And the results could affect the offer and level of funding for integrative health that's supported through individual medical centers for chronic musculoskeletal pain.  

And I should say that chronic pain in the VA has become, addressing it has become a national priority, and addressing it through CAM use has become a national priority.  It was written into Congress that we have a plan for addressing it.  And that plan was decided in January, and it's rolling out in the end of this year.  So facilities are taking this very seriously.  And a lot of [inaudible 40:56] have ponied up significant amount of money to integrate CAM in a more thorough way in their facilities.  And so we're hoping that these results can inform their choices of what to offer to address Veterans health and reduce their opioids and just to, really to allow more efficient use of the VA healthcare resources.  Next slide.

And finally, as I mentioned at the beginning of this talk, that in a couple of months we'll have some preliminary cost effectiveness results, but the final results we won't have until obviously the end of the project, which is the end of this year.  And we are very excited about the possibility of collaborating with others on this project, to extend this work and to go within this work.  So if anybody is interested, please, again, shoot us an email.  This is the first ever examination on a large scale of integrative health usage, so we see a lot of potential applications for it.  And I think that should be it.  Is that the last slide, Patricia?

Dr. Patricia Herman:  Yes, it is.

Dr. Stephanie Taylor:  Okay, great!  I will turn it back to Jean then.

Dr. Jean Yoon:  Thank you so much, Stephanie and Patricia!  That was really interesting.  You know, CAM is such a growing area, I think this study is going to be really important.  We do have a bunch of questions that have already popped up in our Q&A panel.  We want to encourage anyone else with questions, go ahead and type your question in and we'll go through those questions one at a time.  I just wanted to start off and ask the question about this EA, so I guess one of the assumptions you're making here is that most of the Veterans are getting CAM through the VA and not necessarily on their own and paying out of pocket for that.  Is that right?

Dr. Patricia Herman:  I'll jump in on this.  We're not making that assumption.  We are, when it is CAM use that's been identified by codes, we know it was provided within the VA.  When it is CAM use that we identified using NLP, we're not sure if it is within the VA or not.  And so that's why we're doing kind of the, you know, the comparison analyses there to see if it makes a difference.  If somebody is getting CAM use outside of the VA, it still will affect their, you know, if we find that CAM use has an impact on healthcare utilization, which we hope it does, and it has been shown to be so in other studies, if we find that difference, it shouldn't make a difference to the healthcare utilization impacts as to whether or not that CAM was provided in the VA or provided outside the VA.  So we're not making the assumption.  We're being very, as clear as we can be on when we know and when we don't know, but it, I'm saying that it doesn't affect us doing the analysis.

Dr. Stephanie Taylor:  And let me add one point.  I'm sorry, go ahead, Jean.

Dr. Jean Yoon:  Oh, I guess I asked because if you're picking it up in NLP and it turns out that they're going onside the VA and paying out of pocket, I mean those costs can be pretty substantial when you're talking about, you know, massage therapy sessions and acupuncture sessions.  They can be pretty expensive to pay out of pocket for that.  So will you be doing some sensitivity analyses to account for those out-of-pocket costs that Veterans might be paying?

Dr. Stephanie Taylor:  We will, but I should add, too, that CAM is not provided for free to Veterans.  We have a wide variation in what people are paying.  It depends on whether, and central office is really working hard to standardize this.  But in the past, especially when we had our dataset, there was a significant variation going out across the medical centers as to what was being charged for and what wasn't, and the general sentiment was that if it's considered, something is being used for wellness, in other words to improve [inaudible 45:29] general health and wellbeing like yoga, not for back pain but for just, then that's, we're sometimes being charged for the yoga class or the massage.  If it's, well, that was a bad example.  Nobody is giving massage just to feel better.  But if the CAM was being used as a treatment, then the co-pay was either significantly reduced or nonexistent.  So there's, the amount that Veterans have been paying does vary.  So it's not free within the VA, just to be clear.

Dr. Jean Yoon:  Okay, thanks for clarifying that.  So as I go through some of the questions that have popped up in our Q&A panel, one of them asks do you happen to know the breakout between percent of females versus males of the 50% opioid use?

Dr. Stephanie Taylor:  Not yet.  Not yet.  I'm not a [inaudible 46:28] expert.  I know the others are, and that is, we're not examining that, and we certainly don't have that information yet.  Sorry.

Dr. Jean Yoon:  Okay.  Another question along the same lines is will the data analysis include gender in terms of looking at similarities and differences by gender?

Dr. Stephanie Taylor:  Yes.  

Dr. Patricia Herman:  We do have gender as a covariate, so yes.

Dr. Jean Yoon:  Another person wanted to know why you chose these particular nine types of complementary integrative health types.

Dr. Stephanie Taylor:  Sure.  So, as we alluded to at the beginning, six of those are types of integrative health that are receiving more emphasis or support by central office.  And the remaining are ones that for which some effectiveness has been shown to treat musculoskeletal pain.  We didn't pick horse therapy, for example.  There is little to no evidence that it treats musculoskeletal pain and is also almost, its not really widely available.  So the integrative health we picked were, #1, things that central office was focusing on; and #2, things for which there is evidence of effectiveness on musculoskeletal pain.

Dr. Jean Yoon:  Okay, great.  Another person asks there were some interesting demographic differences between the CIH users and controls.  Can you speculate as to why CIH is more used by people who are married?

Dr. Stephanie Taylor:  Sure.  There's some evidence in the literature that social support is behind that, spousal support.  In other words, Veterans are predominantly male, right?  Ninety to 85% are male.  And some of these guys are not going to yoga by themselves.  They've got their wives or their girlfriends behind them pushing them, saying go take care of yourself.  Try this stuff.  It's working for me, it could work for you.  So that's the hypothesis there.

Dr. Jean Yoon:  Okay, great.  Another question asks is service connection and more use of CIH related to cost in Veterans?  Is there any qualitative data?

Dr. Stephanie Taylor:  We haven't had a chance to explore that yet.

Dr. Jean Yoon:  Okay.  Another person wants to know regarding your propensity score analyses, will you have enough data to look at associations with sub-sets of Veterans such as fibromyalgia or low back pain?

Dr. Stephanie Taylor:  No, probably not.  Go ahead, Patricia.

Dr. Patricia Herman:  No, I'm kind of agreeing.  I'll validate what Stephanie said.  If you remember the fibromyalgia is only 7% of our cohort, and then you start to slice it down and it just becomes too small.  There's a lot of variation in healthcare utilization, and to be able to separate [inaudible 49:36] from noise, you need to have fairly large sample sizes.  So the simple answer is probably not.

Dr. Jean Yoon:  Okay.  I have a related question to that.  I mean in the larger literature, is there any evidence that CAM is more cost effective for certain types of conditions than other types of conditions or is this just generally focused on all patients with pain?

Dr. Stephanie Taylor:  Well, I think very little on cost effectiveness of CAM has been conducted to begin with.  This is, you know, in general rigorous studies of CAM, very few have been conducted, and certainly few studies of cost effectiveness have been conducted.  But Patricia is the national expert in and outside of the VA, on the cost effectiveness of CAM, so I'll let her answer that, too.

Dr. Patricia Herman:  One of the things that CAM, in general, has a lot of effectiveness for is pain.  And so just because of that, there have been more cost effectiveness analyses within pain kind of areas than not.  Unfortunately, as Stephanie mentioned, is that there's just not enough of these studies, and one of the big challenges for economic evaluations is that they, they're not generalizable the same way that, you know, an effectiveness study would be.  So studies outside of the US tend to not really inform our cost effectiveness that much.  But, for example, I just am finishing up, we've got the manuscript ready and are just ready to push the button to submit it on mindfulness-based stress reduction for chronic low back pain, and it turns out to be cost saving in one of the HMO's here in the US.  And so, you know, and even that PI said oh, I wish I would have done this type of studies more often.  People just don't remember to do the cost part, and I wish, that's kind of my soap box, if you will, that we need to pay more attention because we have a fairly good track record for cost savings.

Dr. Jean Yoon:  Okay, great!  Another person asks how do you track opioid use?  Any specific databases or software?

Dr. Stephanie Taylor:  Sure.  So we are going to 100% rely on your fellow colleagues up in Palo Alto at the PERK [phonetic], Eleanor Lewis, Jodie Trafton, and I'm forgetting her third name, are the national experts, what I consider the national experts in opioids.  So we're relying on them.  They're your go-to people.

Dr. Jean Yoon:  Okay, great.  Just add to that that there are very comprehensive databases in the VA that track all outpatient prescriptions that are filled and you can get this data through CEW [phonetic].  There's lots of resources to educate you more about learning about this data.  So going on to the next question, somebody wants to know does the VA have comprehensive pain clinics that include PT and OT, psychology, biofeedback and physiatry?

Dr. Stephanie Taylor:  Yes.  Yeah, so again, you know, there's a whole, the saying if you've seen one VA you've seen one VA.  Right?  There's very little standardization across pain clinics.  Pain clinics are prevalent, and it is common for them to include standard non-CAM treatment such as exercise or physical therapy for back pain, but it's also becoming more and more common for them to include things like acupuncture and massage in a pain clinic.  So again, you know, CAM is attached to different departments in different facilities.  In some facilities it's attached to the pain clinic and the mental health clinic; in some it's attached to the PACT team.  It widely varies what's offered in the pain clinic.

Dr. Jean Yoon:  Okay, great!  Another question asks why is the VA so far behind the private sector in using alternative pain treatments?

Dr. Stephanie Taylor:  Oh, that's funny that you say that or whoever said that.  I would beg to differ.  There are pockets here and there of healthcare systems and healthcare practices offering these things.  But far and away, the VA is the one leading the trail in providing integrative health, and that's why we are very excited and very careful about our examination here because we have been told we have a lot of other healthcare systems looking at what the VA is doing.  They see the VA as having the potential to transform medical care through the utilization of integrative health, so I've heard the opposite.  I've heard that the VA is leading the pack.

Dr. Jean Yoon:  That's great!  So it sounds like a lot of non-VA systems will be able to learn from your project.

Dr. Stephanie Taylor:  We hope so.

Dr. Jean Yoon:  There are a couple of comments.  I just wanted to let you know.  So one person says I just wanted to share that we presented a Reiki Level 1 class to our Veterans and caregivers and there was a very positive response, and we only looked at satisfaction and confidence.  Then another...

Dr. Stephanie Taylor:  Yeah.  Go ahead.  I'm sorry.

Dr. Jean Yoon:  Oh, another person just wanted to comment that I'm very interested in working with you to spread this to more facilities for our Veterans if this area is up and coming.

Dr. Stephanie Taylor:  Great!  Great!  Yeah, we've had, I've had hundreds of providers over the years tell me stories from their Veterans about how this is really improving their health.  So I'm not surprised to hear the comment about the Reiki.  And it is being spread like wildfire.  When the HAIG Survey was done three years ago, CAM was in it.  In 93% of VA facilities, they had two or more types of CAM, and that was just three years ago.  Things have wildly changed since then, and we're currently doing a national survey just to get at a more accurate thorough picture of what is being provided.  We hope to have results in one more year.

Dr. Jean Yoon:  Okay, great!  we look forward to hearing those results.  Somebody asked about how to get your email.  Is that something, Heidi, that we should send out?

Dr. Stephanie Taylor:  Sure.  I can just tell you right now, I'm Stephanie.Taylor8@va.gov.

Dr. Patricia Herman:  And I'm PHerman, so P-H-E-R-M-A-N @Rand.org.

Dr. Jean Yoon:  Great!  Thank you so much!  Oh, I think that's about all the time we have today.  I'm sorry for the questions that we didn't have time to answer, but hopefully you wrote down their emails and you could contact them individually if you have more questions.  Stephanie and Patricia, you know, we want to invite you back when you have your final results and you want to present them to an audience.  We'd love to have you back.  We really appreciate you [inaudible 57:04] with us today.

Dr. Stephanie Taylor:  Well, thanks, Jean.  We're really, we're just [inaudible 57:10] the kind of opportunity.  We appreciate the opportunity to present, so thank you, Heidi and Jean.

Dr. Patricia Herman:  Yes, thank you.

Dr. Jean Yoon:  Thank you, both.  I know we all really enjoyed today's presentation.  I'm just about to close the meeting out for the audience.  Please hold on for just another minute.  When I close the meeting out, you will be prompted with a feedback form.  Please take a few moments to fill that out.  We really do appreciate all of your feedback.  I want to thank everyone for joining us for today's HSR&D Cyberseminar, and we look forward to seeing you at a future session.  Thank you.

[ END OF AUDIO ]

