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This quality improvement project suggests the utility of an interdisciplinary, coordinated team
approach to chronic pain management and behavioral health services.

roviding comprehensive, in-

tegrated, behavioral interven-

tion services to address the

prevalent condition of chronic,
noncancer pain is a growing concern.
Although the biopsychosocial model
(BPS) and stepped-care approaches
have been understood and discussed
for some time, clinician and patient
understanding and investment in
these approaches continue to face
challenges. Moreover, even when re-
sources (eg, staffing, referral options,
space) are available, clinicians and
patients must engage in meaningful
communication to achieve this type
of care.

Importantly, engagement means
moving beyond diagnosis and as-
sessment and offering interventions
that provide psychoeducation related
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cal pharmacy specialist, all at the VA Ann Arbor
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to the chronic pain cycle. These in-
terventions address maladaptive
cognitions and beliefs about move-
ment and pain; promote paced, daily
physical activity and engagement in
life; and help increase coping skills
to improve low mood or distress, all
fundamental components of the BPS
understanding of chronic pain.

BACKGROUND

Chronic, noncancer pain is a prev-
alent presentation in primary care
settings in the U.S. and even more
so for veterans.' Fifty percent of
male veterans and 75% of female
veterans report chronic pain as an
important condition that impacts
their health.? An important aspect
of this prevalence is the focus on
opioid pain medication and medi-
cal procedures, both of which draw
more narrowly on the biomedical
model. Additional information on
the longer term use of pain pro-
cedures and opioid medications
is now available, and given some

risks and limitations (eg, toler-
ance, decreasing efficacy, opioid-
induced medical complications),
the need to study and offer other
options is gaining attention.? Be-
havioral chronic pain management
has a clear historic role that draws
on the BPS model and Gate Control
Theory.**

More recently, the National Strat-
egy of Chronic Pain collaborative
and stepped-care models extended
this literature, outlining collabora-
tion and levels of care depending
on the chronicity of the pain expe-
rience as well as co-occurring con-
ditions and patient presentations.”®
The Commission on Accreditation
of Rehabilitation Facilities (CARF),
the gold standard in interdisciplinary
pain management programs, calls for
further resources and coordination of
these efforts, including a tertiary level
of care representing the highest step
in the stepped-care model.®

These interdisciplinary, integrative
pain management programs, which

www.fedprac.com

APRIL 2017 -

FEDERAL PRACTITIONER - 35



CHRONIC PAIN MANAGEMENT

Table. Patient Characteristics

Characteristics N=24
Mean age (SD) 60.6 (7.1)
Male, n (%) 23(95.8)
Race, n (%)

Non-Hispanic white 22 (91.7)

Did not disclose 2(8.3)
Mental health diagnosis, n (%) 18 (75.0)
Substance use diagnosis, n (%) 5(20.8)
Current mental health treatment, n (%) 10 (41.7)
No previous encounter with health psychology, n (%) 15 (62.5)
Re/new engagement in health psychology services due to appointment, n (%) 10 (41.7)
Mean no. of conjoint sessions (SD) 1.5(0.7)

include functional restoration and
cognitive behavioral therapy (CBT)
interventions, have been effective
for the treatment of chronic pain.*!?
However, the staffing, resources, clini-
cal access, and coordination of this
complex care may not be feasible in
many health care settings. For ex-
ample, a 2005 survey reported that
there were only 200 multidisciplinary
pain programs in the U.S., and only
84 of them were CARF accredited.”
By 2011 the number of CARF-
accredited programs had decreased to
64 (the number of nonaccredited pro-
grams was not reported for 2011)."
Furthermore, engagement in be-
havioral pain management services
is a challenge: Studies show that psy-
chosocial interventions are under-
used, and a majority of studies may
not report quantitatively or qualita-
tively on patient adherence or en-
gagement in these services.'* These
realities introduce the idea that co-
ordinated appointments between

2 or 3 different disciplines available
in primary care may be a feasible step
toward implementing more compre-
hensive, optimal care models.

Behavioral pain management inter-
ventions that uphold the BPS also call
on the idea of active self-management.
Therefore, effective communication
is fundamental at both the provider-
patient and interprofessional levels to
enhance engagement in health care,
receptiveness to interventions, and
to self-management of chronic
pain.'"’> How clinicians concep-
tualize, hold assumptions about,
and communicate with patients
about chronic pain management has
received more attention.'>'®

Clinician Considerations

for Pain Management

On the clinicians’ side, monitoring as-
sumptions about patients and aware-
ness of their beliefs as well as the care
itself are foundational in patient in-
teractions, impacting the success of

patient engagement. Awareness of the
language used in these interactions
and how clinicians collaborate with
other professionals become salient.
Coupled with the reality of high at-
trition, this discussion lends itself in
important ways to the motivational
interviewing (MI) approach that aims
to meet patients “where they are”
by use of open-ended questions and
reflective listening to guide the con-
versation in the direction of contem-
plating or actual behavior change.!”
For example, “What do you think are
the best ways to manage your pain?”
and “It sounds like sometimes the
medicine helps, but you also want
more options to feel in control of
your pain.”

Given the historic focus on the
biomedical approach to chronic pain,
including the use of opioid medica-
tions and medical procedures as well
as traditional challenges to engage-
ment in CBT, researchers have ex-
plored whether alternative methods
may increase participation and im-
prove outcomes for behavioral self-
management.> Drawing on a history
of assessing readiness for change in
pain management, Kerns and col-
leagues offered tailored cognitive
strategies or behavioral skills training
depending on patient preferences.'®!?
These researchers also incorporated
motivational enhancement strate-
gies in the tailored interventions and
compared engagement with standard
CBT for chronic pain protocol. Al-
though they did not find significant
differences in engagement between
the 2 groups, participation and treat-
ment adherence were associated with
posttreatment improvements in both
groups.'® Taking a step back from
enhancing intervention engage-
ment, first assessing readiness to
self-manage becomes another sa-
lient exploration and step in the
process.
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Another element of engagement in
services is referral to other clinicians.
Dorflinger and colleagues made this
point in a conceptual paper that
broadly outlined interdisciplinary, in-
tegrative, and more comprehensive
models of care for chronic pain."” We
know from integrated models that
referral-based care may decrease the
likelihood of participation in health
care services. That is, if a patient
needs to make a separate appoint-
ment and meet with a new clini-
cian, they are more likely to decline,
cancel, or not show, particularly if
they are not “ready” for change. Co-
located or embedded care and con-
joint sessions that include a warm
handoff or another clinician who
joins the first appointment may re-
duce stigma and other relevant bar-
riers for introducing a patient to new
ideas.”

Using a conjoint session that in-
volves a clinical pharmacy pain spe-
cialist and a health psychologist is
one way in which veterans can be ex-
posed to more chronic pain-related
BPS concepts and behavioral health
services than they might be exposed
to otherwise. The purpose of this
project was to bring awareness to a
practical and clinically relevant inte-
grated approach to the dissemination
of BPS information for chronic pain
management.

In providing this information
through effective communication at
the patient-provider and interprofes-
sional levels, the clinicians’ intention
was to increase patient engagement
and use of BPS strategies in the self-
management of chronic pain. This
project also aimed to enhance en-
gagement and improve the quality of
services before acquiring additional
positions and funding for a special-
ized pain management team. These
sessions were offered at the VA Ann
Arbor Healthcare System (VAAAHS)

in Michigan. Quantitative and quali-
tative information was examined
from the conjoint and subsequent
sessions that occurred in this setting.

METHODS

With the above concepts in mind,
VAAAHS offered veterans conjoint
sessions involving a health psycholo-
gist and clinical pharmacy specialist
during a 3-month period while this
resource was available. The conjoint
sessions were part of a preexisting
pharmacist-run pain medication
clinic embedded in primary care. The
conjoint session was presented to pa-
tients as part of general clinic flow to
reduce stigma of engagement in psy-
chological services and allow for the
dissemination of BPS information.

Participants

The electronic health records (EHR)
of 24 veteran patients with chronic
pain, who participated in a conjoint
health psychology/pain pharmacy
session, were reviewed for the cur-
rent study. Most of the patients were
male (95.8%) and non-Hispanic
white (91.7%); the remaining partici-
pants did not disclose their ethnic-
ity. The mean age was 60.6 years (SD
7.1; range 50-80). A total of 75% had
a mental health diagnosis, and 41.7%
were in mental health treatment at
the time of the conjoint appointment.
Among the sample, 20.8% had a cur-
rent diagnosis of a substance use dis-
order (SUD), and no individuals were
in treatment for a SUD at the time of
the conjoint appointment. Patients
received an average of 1.5 conjoint
sessions (SD 0.7; range 1-3).

Procedure

The veterans for this project were
chosen from a panel of patients fol-
lowed by the pain medication clinical
pharmacy specialist in the primary
care pain medication clinic. The se-
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lected veterans were offered a joint
session with their clinical pharmacy
provider and the health psychology
resident during their scheduled visit
in the pain medication clinic. Each
veteran was informed that the goal
of the joint visit was to enhance self-
directed nonpharmacologic chronic
pain management skills as an addi-
tional set of tools in the tool kit for
particularly difficult pain days. Veter-
ans were assured that their usual care
would not be compromised if they
declined the session.

During the encounter(s), the
health psychologist contributed to the
veteran’s care by using MI and CBT
for chronic pain skills. The health psy-
chologist further assessed concerns
and needs and guided the discussion
as appropriate. With veteran readi-
ness, these discussions explored the
degree of knowledge and cognitive
and behavioral coping skills the pa-
tient used. These conjoint sessions
also documented the types of discus-
sions and degree of engagement in the
encounter(s) as well additional refer-
rals, complementary services, and/or
offered follow-up services for either
additional conjoint sessions or further
health psychology-related services.

A total of 24 EHRs from these
conjoint and subsequent encounters
were reviewed for evidence of the
procedures by a psychology intern
involved in chronic pain manage-
ment services. Of these 24 records,
6 also were reviewed by a board-
certified health psychologist for con-
sensus building and agreement on
coding (Sidebar, Record Coding).

Using the coding system and
SPSS Version 2.1 (IBM, Armonk
NY), descriptive statistics were used
to examine conjoint session con-
tent and new- or re-engagement in
health psychology services follow-
ing the conjoint sessions. For those
patients who followed up with
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Record Coding

¢ The EHR was reviewed and sessions
were counted and coded for content
type as follows: 1 = declined;

2 = assessment; 3 = assessment plus
intervention; 4 = intervention;

5 = services only; and 6 = follow-up
conjoint session with assessment and
intervention.

Follow-up was coded as follows:

1 = individual services; 2 = phone
services only; 3 = individual plus phone
services; and 4 = group services. The
EHRs also were reviewed and coded
as follows: 0 = none or unclear/limited
follow-up evident; or 1 = completed

1 or more sessions of individual or
group services.

From the last available EHR note related
to these services, the session content
was reviewed and qualitatively coded
as follows: 1 = no intervention offered;
2 = skills introduced with no evidence
of follow through; 3 = patient using
coping skills; 4 = patient using skills
with confidence/success reported,;

5 = patient using skills with both
success reported and reports of benefit
/improvement with pain management;
and 6 = patient connected with
adjunctive services.

Termination or culmination of services
was reviewed and coded in the EHR as
follows: 1 = collaborative completion
with patient; 2 = agreement that
services were not a good match for
the patient; 3 = patient did not follow
through (missed appointment[s]);

4 = patient declined services; or

5 = patient continued in services.

Abbreviation: EHR, electronic health record.

additional services, the content, type,
and outcome of these services were
explored. Next, linear regression was
used to determine whether number
of conjoint sessions was associated
with a qualitative treatment out-
come, and 2 logistic regressions were
used to determine whether the num-
ber of sessions was associated with
the likelihood of accepting services

and follow-through with services
after accepting them. An additional
logistic regression examined whether
having a mental health diagnosis
(yes/no) was associated with whether
the individual accepted additional
health psychology services. Finally,
independent sample t tests examined
differences between those who ac-
cepted services vs those who declined
follow-up services in substance use
diagnosis, mental health diagnosis,
and previous health psychology ser-
vices engagement. Of note, given the
small sample size, the Levene’s test
for equality of variances was con-
ducted and unequal variances were
assumed.

RESULTS

All 24 patients agreed to have the
conjoint session with the clinical
pharmacy specialist and health psy-
chologist. Of the participants, 62.5%
had no previous interaction with
health psychology services. Among
those who had previous encounters
with health psychology services,
12.5% had participated in 1 or more
group sessions, another 12.5% had
participated in 1 or more individual
sessions, and an additional 12.5%
had been referred for health psychol-
ogy services but had not followed
through. A total of 10 participants
represented a new- or re-engagement
in health psychology services follow-
ing the conjoint appointment. Two
patients were referred for additional
services as a result of their conjoint
appointment (1 to specialty men-
tal health and another to Primary
Care-Mental Health Integration
[PC-MHI]), and 1 of the partici-
pants followed through with the
referral. Finally, with regard to the
content of the initial session, 37.5%
of the sessions contained some form
of psychoeducation, 54.2% contained
a functional assessment, and 41.7%

contained an introduction of skills.

Half of the veterans participated
in health psychology services be-
yond the initial conjoint session.
Four of these veterans participated
in additional conjoint sessions, and
the remaining 8 engaged in health
psychology services, which took the
form of telephone sessions (3), in-
person sessions (3), or a combina-
tion of both telephone and in-person
sessions (2). Twelve veterans partici-
pated in an average of 3.4 (SD 3.7)
follow-up sessions. In terms of the
content of these follow-up sessions,
across all formats and types, 3 in-
cluded some introduction to coping
skills, with no documented evidence
of follow-through. For 2 of the vet-
erans engaging in some type of fol-
low-up, there was documented use
of coping skills, and 2 used the cop-
ing skills with self-reported success
and benefit. Finally, documentation
revealed evidence that 3 of these vet-
erans were not only using the coping
skills with benefit, but also reported
an improvement in pain management
overall. One also was connected with
a different service.

Regarding reasons for completion
of services, 2 veterans were termi-
nated due to completing treatment/
meeting goals, 2 were terminated
because they did not follow up after
a session, 7 were terminated due to
patient declining additional sessions,
and 1 veteran was still receiving ser-
vices at the time of the review. Linear
regression indicated that the num-
ber of conjoint sessions was not as-
sociated with qualitative treatment
outcome. Two logistic regressions
indicated that number of conjoint
sessions was not related to whether
the veteran accepted follow-up ser-
vices or whether the veteran followed
through with services after accepting.
Of note, logistic regression indicated
that having a mental health diagnosis
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was associated with a decreased like-
lihood of accepting health psychol-
ogy services (P = .03). Regarding the
independent samples t tests, veterans
who did not accept follow-up ser-
vices were more likely to have a men-
tal health diagnosis (P = .03). The
groups did not differ significantly
with regard to substance use diagno-
sis or previous engagement in health
psychology services.

DISCUSSION

Results showed that all 24 veterans
who were offered a conjoint session
with a clinical pharmacy specialist
and health psychologist engaged in at
least 1 session. Half the veterans par-
ticipated in further services as well.
Both the initial conjoint and follow-
up sessions offered a greater degree of
communication related to the cogni-
tive-behavioral and functional resto-
ration components of behavioral pain
management. Given that a majority
of the sample had not participated
in behavioral or mental health ser-
vices previously, this may represent a
greater penetration rate of exposure
to mental health service for veter-
ans than would have been available
otherwise.

More specifically, qualita-
tive results suggest that in these
conjoint sessions, the veterans
were exposed to behavioral psy-
chotherapeutic approaches to
chronic pain management (eg,
health behavior change, motiva-
tional enhancement, health-related
psychoeducation, and CBT for
chronic pain) that again may not
have been provided otherwise (ie,
via referral and separately scheduled
sessions). These findings are sup-
ported by theories consistent with
the Transtheoretical Model, which
indicates that individuals fall in vary-
ing degrees of readiness for behav-
ioral change (ie, precontemplative,

contemplative, planning, action,
maintenance).?"*? Thus, behavioral
intervention approaches must be
adaptive and adjust format and
communication, including the
amount and type of psychoeduca-
tion offered. Moreover, the inte-
grated theory of health behavior
change in the context of chronic
pain management calls for fostering
awareness, knowledge, and beliefs
through effective communication
and education for a wide range
of individuals who are at vary-
ing stages of change.?® In addition
to the conjoint session and subse-
quent service(s) content that were
reviewed and coded in this current
project, future projects might draw
on these theoretical models and
code sessions for patients’ stages
of change and assess whether a pa-
tient made progress across phases of
change (eg, the patient shifted from
contemplative to the planning stage
of change).

Within this project’s conjoint
sessions and consistent with MI
principles, veterans were offered dis-
cussions related to the bidirectional
and BPS aspects of their own chronic
pain experience. That is, while dis-
cussing responses and adjustment to
pain medication(s), veterans received
reflections with MI and heard feed-
back related to their current coping
strategies, methods to enhance cop-
ing, as well as potential psychosocial
impacts of their chronic pain expe-
rience. With permission, veterans
also were introduced to themes that
comprised evidence-based CBT for
chronic pain (CBT-CP) intervention.
Understanding what change means
in the context of chronic pain man-
agement is critical. That is, tipping
the conversation toward consider-
ation of alternative modalities (eg,
relaxation, stress management, cogni-
tions, and pain) in conjunction with

CHRONIC PAIN MANAGEMENT

or in place of the traditional modali-
ties (eg, medication, pain procedures)
is paramount.

Clinicians must listen for pa-
tient ambivalence related to proce-
dures, interventions, medication
changes, and/or the behavioral self-
management of chronic pain. This
type of active listening and explora-
tion may be more likely when there
is collaboration and effective team
functioning among clinicians than
when clinicians provide care inde-
pendently. Future quality improve-
ment (QI) or research projects could
extend the EHR review and evaluate
clinician-patient transcripts for fidel-
ity to the CBT-CP and MI models.
Such efforts could assess for associa-
tions between clinician MI consistent
behaviors and change talk on the part
of the patient. Furthermore, clinician
communication and patient change
talk from transcripts could be evalu-
ated in relation to evidence from the
EHR regarding patient use of coping
skills and behavior change.

Consistent with behavioral health
literature, having a mental health
diagnosis was associated with de-
clining additional behavioral health
psychology services in this project.
Research has shown that individuals
with a mental health diagnosis tend
to engage less in behavioral health
self-management programs, such as
chronic headache and weight man-
agement.”*?* This phenomenon lends
support for the importance of health
care professionals (HCPs) to increase
access and exposure to mental and
behavioral health services, such as
the PC-MHI model.° In fact, chronic
pain management program develop-
ment efforts within the VA system
nationwide include collaboration
with the PC-MHI services. One of
the initial goals for PC-MHI services
is to increase penetration rates into
the general outpatient medical clinics
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and enhance engagement in mental
health services.

Using conjoint sessions as was
offered in the current project is one
step in the development of more
comprehensive interdisciplinary
teams through interprofessional col-
laboration and the use of effective
clinical communication. In turn, it
will be important to directly explore
the communication skills and atti-
tudes of these HCPs with regard to
interdisciplinary program develop-
ment and collaboration as teams
continue to integrate more broadly
into the medical system and enhance
chronic pain management services.!
Similarly, measuring the percep-
tions of clinical pharmacy specialists,
physicians, health psychologists, or
other clinical disciplines involved in
chronic pain management could be
another area to explore. More specific
to MI, clinician confidence in the use
of effective communication and MI
skills represents still another area for
future study.'®

Limitations

Some limitations and suggested
future directions found as part of
this QI project have been outlined
earlier. Other limitations include
the used of a retrospective review
of information available in patient
medical charts. More developed
measurement-based care or re-
search could collect self-reports of
patient satisfaction with care, func-
tioning, knowledge, readiness for
change, and mood in addition to
what is noted and documented in
clinical observations. Second, the
sample was small and did not in-
clude any female and few younger
veterans, even though these are im-
portant subpopulations when ex-
amining pain management services.
When resources are available for a
larger sample size, some exploratory

analyses could be conducted for
differences in engagement among
subgroups. Third, this project may
have further confounding variables
as this was not an experimental or
a controlled study, which could di-
rectly compare conjoint sessions
with referral-based care and/or
those not offered conjoint sessions.

CONCLUSION

The optimal method of behavioral
pain management suggests the need
for an interdisciplinary, coordinated
team approach, in which the gold
standard programs meet require-
ments set by CARE However, on a
practical level, optimal behavioral
pain management may not be fea-
sible at all health care facilities. Fur-
thermore, in an effort to provide best
practices to individuals with chronic
pain, clinicians must be adaptive and
skilled in using effective communi-
cation and specialized interventions,
such as CBT and ML

Approaching the more optimal
behavioral self-management of
chronic pain from a multimodal in-
terdisciplinary perspective and fur-
ther engaging veterans in this care
is paramount. This project is merely
one step in this effort that can shed
light on the function and logistic
outcomes of using a practical, in-
tegrated approach to chronic pain.
It demonstrates that implementing
best practices founded in sound
theoretical models despite staffing
and resource constraints is possi-
ble. Thus, continuing to explore the
utility of alternate modalities may
offer important applied and trans-
lational information to help dis-
seminate and improve chronic pain
management services.

Future research could focus
on important subpopulations
and enhance experimental design
with pre- and postmeasures, con-

trolling for possible confounding
variables and if possible a con-
trolled design. @
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