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Background: About 65% of veterans report chronic pain in 
the last 3 months. Whole health is a team-based approach to 
health care that emphasizes proactive and patient-centered care. 
This mixed-methods study sought to determine the patient and 
support person experience of meeting simultaneously with a 
whole health pain interdisciplinary team. 
Methods: Self-reported satisfaction from a program-specific 
survey was collected from veterans and support persons at the 
Salem Veterans Affairs Healthcare System (SVAHCS) following 
a meeting with an interdisciplinary pain team that included 
interventional pain, psychology, physical therapy, pharmacy, and 
nutrition health care professionals. 

Results: The survey was completed by 32 support persons 
and 144 veterans. Twenty percent reported dissatisfaction with 
previous pain care at SVAHCS. The mean overall satisfaction 
with the pain interdisciplinary team was 9.2 on a 10-point scale, 
and all respondents reported that they would recommend the 
experience.
Conclusions: Patients meeting simultaneously with all 
interdisciplinary team pain care members may be an efficient 
model of pain care with high patient satisfaction for rural veterans 
who tend to experience significant barriers to care. Future studies 
of these simultaneous meetings with pain interdisciplinary teams 
may be warranted.

ORIGINAL RESEARCH

Patient and Support Person Satisfaction 
Following a Whole Health-Informed 
Interdisciplinary Pain Team Meeting
Rena E. Courtney, PhDa,b,c; Tayler Vebares, PhDa; Maria Stack Hankey, PhDd; Dora Lendvai, RN, PhDe; Jennifer C. Naylor, PhDc,f

Author affiliations  
can be found at  
the end of this article.
Correspondence:  
Rena Courtney  
(rena.courtney2@va.gov)

Fed Pract. 2024;41(12).
Published online December 15.
doi:10.12788/fp.0503

Chronic pain is one of the most prev-
alent public health concerns in the 
United States, affecting > 51 million 

adults with about $500 billion in health 
care costs.1 Military veterans are among the 
most vulnerable subpopulations, with 65% 
of veterans reporting chronic pain in the 
last 3 months.2 Chronic pain is complex, af-
fecting the biopsychosocial-spiritual levels 
of human health, and requires multimodal 
and comprehensive treatment approaches.3 
Hence, chronic pain treatment can be best 
delivered via interdisciplinary teams (IDTs) 
that use a patient-centered approach.4,5 

The Veterans Healthcare Administration 
(VHA) is a leader in developing and deliv-
ering interdisciplinary pain care.6,7 VHA 
Directive 2009-053 requires every US De-
partment of Veterans Affairs (VA) medi-
cal center to offer an IDT for chronic pain. 
However, VHA and non-VHA IDT programs 
vary significantly.8-11 A recent systematic re-
view found a median of 5 disciplines in-
cluded on IDTs (range, 2-8), and program 
content often included exercise and educa-
tion; only 11% of included IDTs met simul-
taneously with patients.11 The heterogeneity 
of IDT programs has made determining best 
practices challenging.8,11 The Initiative on 
Methods, Measurement, and Pain Assess-
ment in Clinical Trials has denoted several 
core measures and measurement domains 

that were critical for determining the suc-
cess of pain management interventions, 
including patient satisfaction.12,13 Neverthe-
less, the association of IDTs with high pa-
tient satisfaction and improvement in pain 
measures has been documented.5,11

The VHA has worked to implement 
the Whole Health System into health care, 
which considers well-being across physi-
cal, behavioral, spiritual, and socioeconomic 
domains. As such, the Whole Health Sys-
tem involves an interpersonal, team-based 
approach, “anchored in trusting longitudi-
nal relationships to promote resilience, pre-
vent disease, and restore health.”14 It aligns 
with the patient’s mission, aspiration, and 
purpose. Surgeon General VADM Vivek H. 
Murthy, MD, MBA, recently endorsed this 
approach.15,16 Other health care systems 
adopting whole health tend to have higher 
patient satisfaction, increased access to care, 
and improved patient-reported outcomes.15 
Within the VHA, the Whole Health System 
has shifted the conversation between clini-
cians and patients from “What is the matter 
with you?” to “What is important to you?” 
while emphasizing a proactive and person-
alized approach to health care.17 Rather than 
emphasizing passive modalities such as med-
ications and clinician-led services (eg, inter-
ventional pain service), the Whole Health 
System highlights self-care.3,17 Initial research 
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findings within the VHA have been promis-
ing.18-21 Whole health peer coaching calls ap-
pear to be an effective approach for veterans 
diagnosed with PTSD, and the use of whole 
health services is associated with a decrease 
in opioid use.19,22 However, there are negli-
gible data on patient experiences after meet-
ing with a whole health-focused pain IDT, 
and studies to date have focused on urban 
populations.23 One approach to IDT that 
has shown promise for other health issues 
involves a patient meeting simultaneously 
with all members of the IDT.24-27 With the in-
tegration of the Whole Health System and 
the VHA priorities to provide veterans with 
the “soonest and best care,” more data are 
needed on the experiences of patients and 
support persons with various approaches to 
IDT pain care.28 This study aimed to evaluate 
patient and support person experiences with 
a whole health-focused pain IDT that met 
simultaneously with the patient and sup-
port person during an initial evaluation. This 
study was approved by the institutional re-
view board at the Salem VA Health Care Sys-
tem (SVAHCS) in Virginia.

METHODS
The PREVAIL IDT Track is a clinical pro-
gram offered at SVAHCS with a whole 
health-focused approach that involves pa-
tients and their support persons meeting si-
multaneously with a pain IDT. PREVAIL IDT 
Track is designed to help veterans more ef-
fectively self-manage chronic pain (Table 
1).6,29 Health care practitioners (HCPs) at 
SVAHCS recommended that veterans with 
pain persisting for > 3 months participate 
in PREVAIL IDT Track. After meeting with 
an advanced practice clinician for an intake, 
veterans elected to participate in the PRE-
VAIL IDT Track program and completed the 
initial 6 weeks of pain education. Veterans 
were then invited to be evaluated by the pain 
IDT. A team including HCPs from interven-
tional pain, psychology, pharmacy, nutrition, 
and physical therapy services met with the 
veteran for 60 minutes. Veterans were also 
invited to bring a support person to the IDT 
initial evaluation. 

During the IDT initial evaluation, HCPs 
inquired about the patient’s mission, aspi-
ration, and purpose (“If you were in less 
pain, what would you be doing more of?”) 

and about whole health self-care and well-
ness factors that may contribute to their 
chronic pain using the Personal Health In-
ventory.30,31 Veterans were then invited to se-
lect 3 whole health self-care areas to focus 
on during the 6-month program.3 The IDT 
HCPs worked with the veteran to estab-
lish the treatment plan for the first month 
in the areas of self-care selected by the pa-
tient and made recommendations for addi-
tional treatments. If the veteran brought a 
support person to the IDT initial evaluation, 
their feedback was elicited throughout and 
at the end to ensure the final treatment plan 
and first month’s goals were realistic. At the 
end of the appointment, the veteran and 
their support person were asked to com-
plete a program-specific satisfaction survey. 
The HCPs on the team and the veteran ex-
ecuted the treatment plan developed dur-
ing the appointment, except for medication 
prescribing. Recommendations for medica-
tion changes are included in clinical notes. 
Veterans then received 5 monthly coaching 
calls from a nurse navigator with training in 
whole health and a 6-month follow-up ap-
pointment with the IDT HCPs to discuss a 
plan for continuity of care.

Participant demographic information was 
not collected, and participants were not com-
pensated for completing the survey. Veter-
ans in PREVAIL IDT Track are predominantly 
residents of central Appalachia, White, male, 
unemployed, have ≥ 1 mental and physical 
health comorbidity, and have a history of men-
tal health treatment.32 Veterans participating in 

TABLE 1. PREVAIL Program Description 
Location Topic Summary 

Telehealth  
or in person

Psychoeducation 6-wk active self-management class 
O ptional 90-min whole health introduction 

In person Initial IDT  
evaluation

60  min, shared IDT appointment
In dividualized, whole health biopsychosocial 

treatment plan
Baseline measures

Telehealth Whole health 
coaching

Monthly appointment on barriers and goals
Motivational interviewing

In person 6-mo IDT  
evaluation

30-min appointment with IDT
Follow-up measures

Referral Continuity of  
care

Veteran chooses to graduate or referral to 
SVAHCS Whole Health Program or tertiary-level 
chronic pain rehabilitation program

Abbreviations: IDT, interdisciplinary team; SVAHCS, Salem Veterans Affairs Heath Care System. 
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PREVAIL IDT had a mean age of 57 years, and 
about 1 in 3 have opioid prescriptions.32

A program-specific 17-question satisfac-
tion survey was developed, which included 
questions related to satisfaction with previ-
ous SVAHCS pain care and staff interactions. 
To assess the overall impression of the IDT 
initial evaluation, 3 yes/no questions and a 
0 to 10-point scale were used. The 5 remain-
ing open-ended questions allowed partici-
pants to give feedback about the IDT initial 
evaluation. 

Data Analysis 
A convergent mixed-methods approach 
was used to evaluate participant satisfaction 
with the initial IDT evaluation. The study 
team collected and analyzed quantitative 
and qualitative survey data and triangulated 
the findings.33 For quantitative responses, 
frequencies and means were calculated 
using Python. For qualitative responses, 
thematic data analysis was conducted by 
systematic coding, using inductive methods 
and allowing themes to emerge. Study team 
members performed a line-by-line analy-
sis of responses using NVivo to identify im-
portant codes and reach a consensus. This 
study adhered to the Consolidated Crite-
ria for Reporting Qualitative Research and 
followed the National Institute for Health 
Care Excellence checklist.34,35

RESULTS
Quantitative Responses 
In 2022, 168 veterans completed the ini-
tial IDT evaluation, and 144 (85.2%) com-
pleted the satisfaction survey and were 
included in this study. Thirty-two support 
persons who attended the initial IDT eval-
uation and completed the survey also were 
included. Of the 12 quantitative questions, 
4 had a 100% completion rate, while 8 had 
≤ 3% missing responses. When describing 
care prior to participating in PREVAIL, par-
ticipants indicated a mean (SD) response of 
4.6 (1.4) with the health care they received 
at SVAHCS and 4.3 (1.4) with SVAHCS 
pain management services, both on 6-point 
scales. All but 2 participants (98.9%) re-
ported always being treated with courtesy 
and respect by PREVAIL HCPs during the 
initial IDT evaluation, with a mean (SD) 
score of 4.0 (0.2) on a 4-point scale. Most 

respondents (96.6%) reported that PRE-
VAIL HCPs always listened carefully dur-
ing the initial IDT evaluation, with a mean 
(SD) 4.0 (0.3) on a 4-point scale. Similarly, 
92.6% reported that PREVAIL HCPs ex-
plained things clearly during the initial IDT 
evaluation, with a mean (SD) 3.9 (0.3) on a 
4-point scale. 

All respondents agreed that PREVAIL 
HCPs considered veteran preferences and 
those of their support persons in deciding 
their health care needs during the initial IDT 
evaluation, with a mean (SD) 3.7 (0.5) on 
a 4-point scale. Most respondents left the 
appointment with a good understanding of 
their responsibilities for chronic pain man-
agement with 99.4% (n = 169) strongly 
agreeing or agreeing (mean [SD] 3.6 [0.5]). 
A total of 135 respondents (79.4%) reported 
they left appointments with written informa-
tion on their treatment plan. All 170 respon-
dents reported that they would recommend 
PREVAIL to a friend, and 169 respon-
dents (98.8%) felt that the initial PREVAIL 
IDT evaluation was a valuable use of time. 
Eighty-seven respondents (50.9%) rated the 
initial IDT evaluation as the “best clinical ex-
perience possible” with a mean (SD) score of 
9.2 (1.1) on a 10-point scale (Table 2).

Qualitative Responses
Respondents provided complementary feed-
back on the program, with many participants 
stating that they enjoyed every aspect (eAp-
pendix, available at doi:10.12788/fp.0503). 
In terms of positive aspects of the program, 
several themes emerged: participants appre-
ciated meeting as an IDT, feeling cared for 
and listened to, learning more about their 
pain and ways to manage it, and specific ser-
vices offered. Thirty-three of 144 respondents 
wanted longer appointment times. Twenty-
two respondents suggested logistics improve-
ments (eg, meeting in a larger room, having 
a written plan at the end, sending paperwork 
ahead of time, and later appointment times). 

DISCUSSION
Veterans and support persons were satis-
fied with the initial IDT evaluation for the 
PREVAIL whole health-focused pain clin-
ical program for veterans predominantly 
residing in central Appalachia. These satis-
faction findings are noteworthy since 20% 
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of this same sample reported dissatisfaction 
with prior pain services, which could af-
fect engagement and outcomes in pain care. 
In addition to high satisfaction levels, the 
PREVAIL IDT model may benefit veterans 
with limited resources. Rather than needing 
to attend several individual appointments, 
the PREVAIL IDT Track provides a 1-stop 
shop approach that decreases patient bur-
den and barriers to care (eg, travel, trans-
portation, and time) as well as health care 
system burden. For instance, schedulers 
need only to make 1 appointment for the 
veteran rather than several. This approach 
was highly acceptable to veterans served at 
SVAHCS and may increase the reach and 
impact of VHA IDT pain care.

The PREVAIL model may foster rapport 
with HCPs and encourage an active role in 
self-managing pain.36,37 Participants noted 
that their preferences were considered and 
that they had a good understanding of their 
responsibilities for managing their chronic 
pain. This patient-centered approach, em-
phasizing an active role for the patient, is a 
hallmark of the VHA Whole Health System 
and aligns with the overarching PREVAIL 
IDT Track goal to enhance self-management 
skills, thus improving functioning through 
decreased pain interference.14,38-41 

Participants in PREVAIL provided sub-
stantial open-ended feedback that has con-
tributed to the program’s improvement 
and may provide information into pre-
ferred components of pain IDT programs, 
particularly for rural veterans. When asked 
about their favorite component of the ini-
tial IDT evaluation, the most emergent 
theme was meeting simultaneously with 
HCPs on the IDT. This finding is signifi-
cant, given that only 11% of IDTs involve 
direct patient interaction.

Furthermore, unlike most IDTs, PREVAIL 
IDT includes a dietitian.11,42 IDT programs 
may benefit from dietitian involvement given 
the importance of the anti-inflammatory 
diet on chronic pain.43-46 Participants rec-
ommended improvements, (eg, changes 
to the location and timing, adding a writ-
ten treatment plan at the end of the ap-
pointment, and completing paperwork 
prior to the appointment) many of which 
have been addressed. The program now 
uses validated measures to track progress 

and comprehensive assessments of pain in 
response to calls for measurement-based 
care.13,47 These process improvement sug-
gestions may be instructive for other VA 
medical centers with rural populations.

Limitations
This study used a program-specific satisfac-
tion survey with open-ended questions to 
allow for rich responses; however, the sur-
vey has not been validated. It also sought 
to minimize bias by asking participants to 
give completed surveys to staff members 
who were not HCPs on the IDT. However, 
participants’ responses may still have been 
influenced by this process. Response rate 
and demographics for support persons were 
impossible to determine. The results ana-
lyzed the responses of veterans and support 
persons together, which may have skewed 
the data. Future studies of pain IDT pro-
grams should consider analyzing responses 
from veterans and their support persons 
separately and identifying factors (eg, de-
mographics or clinical characteristics) that 
influence the patients’ experiences while 
participating. 

CONCLUSIONS
The initial PREVAIL IDT evaluation at 
SVAHCS is associated with high-levels of 

TABLE 2. Patient Satisfaction and Experience Responses 
(N = 176)a

Prompt
Question 

type Results

Satisfaction with previous Salem Veterans Affairs 
  Healthcare System care, mean (SD)
    Overall health care
    Pain management services
    Clerks and receptionists

6 point
4.6 (1.4)
4.3 (1.4)
3.9 (0.4)

PREVAIL appointment experience, mean (SD)
    Clinicians treated with courtesy and respect  
    Clinicians listened carefully
    Clinicians explained things clearly  
    Staff took self/caregiver preferences into account
    I understand my chronic pain management responsibilities

4 point
4.0 (0.2)
4.0 (0.3)
3.9 (0.3)
3.7 (0.5)
3.6 (0.5)

PREVAIL appointment rating, mean (SD) 10 point 9.2 (1.1)

Provided written information on treatment plan, No. (%) Yes/no 135 (79.0)

Would recommend clinical experience to a friend, No. (%) Yes/no 170 (100)

Clinical evaluation was valuable use of time, No. (%) Yes/no 169 (98.8)

aOf 12 quantitative questions, 4 had 100% completion rate, 8 had ≤ 3% missing responses.
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satisfaction. These veterans living in rural 
Appalachia, similar to the 4.4 million rural 
US veterans, are more likely to encounter 
barriers to care (eg, drive time, or transpor-
tation concerns) and be prescribed opioids.48 
These veterans are also at high risk of chronic 
physical and mental health comorbidities, 
drug misuse, overdose, and suicide.49,50 Pro-
viding veterans in rural communities the 
opportunity to attend a single appointment 
with a pain IDT instead of requiring several 
individual appointments could improve the 
reach of evidence-based pain care.

This model of meeting simultaneously 
with all HCPs on the pain IDT may connect 
all veterans to the most available and best 
care, something prioritized by the VHA.28 
The initial PREVAIL IDT evaluation also uti-
lizes the Personal Health Inventory and the 
VHA Whole Health System Circle of Health 
to design patient-centered treatment plans. 
Integration of the Whole Health System is 
currently a high priority within VHA. The 
PREVAIL IDT Track model warrants addi-
tional efficacy research. 
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