
SECTION A: COVER PAGE 

1. Title: Central Appalachia Inter-Professional Pain Education Collaborative (CAIPEC) 
2. Grant ID: 16364911 
3. Collaborators: (*Pending organization board/leadership vote ) 

 
4. Abstract: The Central Appalachia Inter-Professional Pain Education Collaborative (CAIPEC) 

proposes a multi-faceted CE approach targeted at health professions in a region of the U.S. 
that has suffered from opioid overuse and inappropriate prescribing practices. CAIPEC will 
bring state organizations, academic institutions, and targeted stakeholders together to 
deliver evidence-based chronic pain education and delivery interventions. Multifaceted 
approaches to CE have a greater impact in clinical practice change compared to solitary 
activities; our proposal addresses this need and goes further by reaching across a spectrum 
of interdisciplinary and inter-professional audiences. CE activities (with culminating 
resources available at participating AHECs) will include webcasts, live round-table 
community meetings, web-based enduring material, and a “Chronic Pain Practice Toolkit” 
that can be used for Maintenance of Certification (MOC) Part IV PI-CME credit. CAIPEC is 
also partnered to present at the state-required inter-professional chronic pain CME 
conferences in both KY and WV hosted by the KY/WV Academies of Family Physicians. 
CAIPEC effectiveness will be evidenced by measured changes in practitioner knowledge and 
attitudes plus impact on implementation and practice performance will be evaluated in a 
controlled study of (patient-level) pain evaluation and (population-level) opioid 
prescriptions rates.  

Academic Organizations 

• University of Kentucky College of Medicine, Dept. Family & Community Medicine 
• University of Pikeville, Kentucky College of Osteopathic Medicine 
• Appalachian Osteopathic Post-Graduate Training Institute Collaborative 
• West Virginia Prevention Research Center/W. Virginia Univ. School of Medicine 

Prescription Monitoring Agencies 

• KASPER (Kentucky All Schedule Prescription Electronic Reporting) 
• West Virginia RX data track (contracted through West Virginia Board of Pharmacy)* 

Family, Osteopathic , & Internal Medicine Associations 

• Kentucky & West Virginia Academies of Family Physicians 
• Kentucky American Colleges of Physicians*; Kentucky Primary Care Association 
• Kentucky & West Virginia Osteopathic Medical Associations* 

Other Community Organizations 

• Kentucky and West Virginia AHECs 
• Kentucky Academy of Physician Assistants*  
• West Virginia Nurses Association Advanced Practice Congress  
•  American Massage Therapy Association, National Office &KY/WV Chapters 
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SECTION C: PROPOSAL 
1. Goal and Objectives: The Central Appalachia Inter-Professional Pain Education 

Collaborative (CAIPEC)’s overarching goal is to improve the delivery of chronic pain 
management to Central Appalachia residents through an evidence-based and inter-
professional approach. CAIPEC’s goal closely aligns with the focus of the Consortium’s RFP: 
Engaging Interdisciplinary and Interprofessional Teams in the Care and Management of 
Chronic Pain Patients by delivering multi-faceted continuing education (CE) interventions to 
a professionally diverse group of health providers caring for individuals with chronic pain. 
CAIPEC’s program intends to impact patient-centered outcomes through advancing 
knowledge on team-based care and processes and the appropriate management of chronic 
pain through pharmacologic and non-pharmacologic modalities. We will achieve our 
overarching goal through the following key objectives: 
 
a. To increase knowledge and capacity of a team-based approach in chronic pain 
management across disciplines and professions through integrated and multi-faceted 
continuing education (CE) interventions. 
 

i. This objective will be achieved by developing and delivering the proposed evidence-
based educational activities through a collaborative and co-presenter approach with 
representation of 3 professions and/or disciplines. 

 
b. To impact practice performance in terms of patient measures (i.e., pain control) and 
rates of opioid prescribing through chronic pain management CE interventions and the 
implementation of the Chronic Pain Practice toolkit (CPP Toolkit). 
 

i. This objective will be achieved by developing and disseminating the CPP Toolkit to an 
inter-professional audience and evaluating its impact in a cohort of primary care clinics 
in both Kentucky and West Virginia using Process, Management, Patient, and Team-
based Evaluation. 

 
c. To increase the use of interdisciplinary healthcare services in the management of 
patients with chronic pain. 
 

i. This objective will be achieved by accomplishing objectives (a) and (b) and assessing 
change in team-based approaches and reach among learners from all educational 
venues. 

 
2. Technical Approach 

CAIPEC will utilize evidence-based chronic pain management guidelines as the basis to 
deliver education through an inter-professional and interdisciplinary approach. CAIPEC 
activities, including community roundtable discussions, case-based webcast, and state 
conference presentations, will target varying professions and disciplines that care for 
Central Appalachians throughout the chronic pain spectrum. These include physicians, 
advanced practice providers (APP), massage and behavioral therapists (MT and BT), and 
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physical therapists (PT). The content of educational activities will have cross-cutting themes 
in epidemiology and pathophysiology of chronic pain, assessment and shared-decision 
making approaches, treatment options that include inter-professional and interdisciplinary 
approaches, and practice enhancement in managing chronic pain patient populations. KY 
and WV medical licensure boards both have chronic pain CME requirements for prescribers. 
The KY and WV Academies of Family Physicians received funding from the Federation of 
State Medical Boards to host a conference in the respective states. CAIPEC will partner with 
KAFP and WVAFP to deliver the Risk Evaluation and Mitigation Strategy (REMS) curriculum 
to an inter-professional audience and will add supplemental CAIPEC content, which includes 
inter-professional training and practice enhancement tools in the form of a CPP Toolkit. The 
Toolkit will provide adaptable clinic workflows, pain assessment and risk tools, templates 
for offices, and customizable controlled medication agreements, for example. These 
aforementioned activities should attain the goals of the RFP: The improvement of clinical 
outcomes and quality of life through team-based approaches. 
 
Without adequate outreach, existing evidence that collaborative care interventions can be 
effective in improving outcomes of chronic pain patients over usual care1 will not reach the 
desired level of impact. The HHS- and NIH-established Interagency Pain Research 
Coordinating Committee (IPRCC) and the Institute of Medicine2 have recognized the 
national need to bridge this gap, and have called for in-depth education of healthcare 
professionals and teams to create a “cultural transformation in the perception and 
treatment of people with pain”.3 In what follows, we describe the high level of need for this 
approach in our Appalachian target population and provide detailed elements of our project 
plans. 
 

3. Targeted Needs Assessment 
Rates of opioid and benzodiazepines prescription are disproportionately high in Appalachia. 
The targeted regions of West Virginia and Kentucky are both among the leading states for 
painkiller prescriptions: A 2012 report ranked Kentucky fourth in the country for the 
number of opioid pain reliever prescriptions (128.4 per 100 persons) and fifth for 
benzodiazepines (57.4 per 100 persons). West Virginia fairs worse by ranking third for 
opioid pain relievers (137.6 per 100 persons) and first for benzodiazepines (71.9 per 100 
persons).4 West Virginia leads the nation in the number of drug overdose deaths at 28.9 per 
every 100,000 people; Kentucky suffers from a similarly high rate.5 

 

At the core of these alarming statistics is the high prevalence of painful and disabling 
conditions in these states. In 2011, 15.8% of adults in Kentucky and 17.6% in West Virginia 
reported having a disability, compared with 10.4% of the U.S. population.6 And, while 
chronic pain is associated with a number of different medical conditions, arthritis is the 
most prevalent of diagnoses, found in 22.7% of the U.S. population with an even greater 
percentage in women. It is striking that Kentucky and West Virginia lead the nation in the 
percent of women with arthritis (both are more than 10% above the national average), and 
that these are the only two states in which both women and men are in the CDC’s highest 
prevalence grouping.7 In addition, these states incur more heart disease, obesity, 
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depression, COPD, and diabetes than the U.S. overall.8,9 This geographic variation is poorly 
understood, creating a tremendous need for regionally sensitive collaborative efforts in 
professional continuing education with an emphasis on team-based care. 
 

 
Addressing the health needs of these populations is not easy, however, since Central 
Appalachia also suffers from a primary care provider shortage. According to a 2014 Health 
Resources and Services Administration (HRSA) report, West Virginia and Kentucky have, 
respectively, 51 and 95 designated medically underserved geographical areas (MUAs; Figure 
1).10 Documentation of MUA shortages includes several factors (see Table 1) in addition to 
the availability of health care providers, but this latter factor alone is striking. With 106 
designated primary care Health Professional Shortage Areas (HPSAs) in West Virginia and 
132 primary care HPSAs in Kentucky, thousands of citizens in each state are impacted. 
 
Table 1. MUA designation factors (Adapted from CDC) 
 West Virginia Kentucky National 
Infant mortality rate (per 1,000) 8.1 6.6 6.9 
Poverty rate  17.6% 18.6% 14.9% 
Percent of population aged 65+ 17.3% 14.4% 14.1% 

 
However, the primary care provider landscape continues to change as more than half of all 
primary care providers work with advanced practice providers, such as nurse practitioners 

Figure 1. 
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and physician assistants.11 Moreover, in a recent national study, adults are using 
chiropractic or osteopathic manipulation and massage as 2 of the top 4 complementary 
health approaches in both metropolitan and nonmetropolitan areas.12 These factors 
highlight the need for both inter-professional and interdisciplinary approaches in 
healthcare, including chronic pain management. 
 

4. Design and Methods 
CAIPEC is a multifaceted CE program focused on educating physicians, APPs, MT, BT, and PT 
about chronic pain management in Central Appalachia. The program will include live 
education venues and enduring web-based experiences. A compendium of electronic pain 
management resources derived from these and other existing activities will be electronically 
compiled and made available to providers in Central Appalachia through dissemination 
efforts of AHECs as another form of enduring materials in this predominately rural region of 
the U.S. We also plan to disseminate the activities and developed resources to all health 
professional education programs in Kentucky (KY) and West Virginia (WV). Table 2 provides 
information about these venues. 
 
Table 2. CAIPEC Activities 
Deliverables Total CE 

credit 
Target 
Audience* 

Activity 
occurrence 

Dissemination 
Method 

Community 
Roundtables 

Up to 320 
hrs 

MD, DO, NP, 
PA, PT, BS, MT 

8 (4 in KY and 4 in 
WV), recorded 
and posted 

Interactive case-
based dialogue; 3 
inter-professional 
moderators 

State required 
Chronic Pain CME  
presentations 

Up to 6-8 
hrs/ 
learner 

MD, DO, NP, 
PA, PT, BS, MT 

In both KY and 
WV 

2 inter-professional 
presenters 

Webcasts-Chronic 
pain cases 

Up to 7.5 
hrs per 7 
webcasts/ 
learner 

MD, DO, NP, 
PA, PT, BS, MT 

7 interactive 
webcasts; 
Enduring material 

CE Central website; 
program partner 
websites; social 
media 

Chronic Pain 
Practice (CPP) 
Toolkit  

800 hrs PI-
CME 

MD, DO, NP, 
PA, Clinical 
staff 

Enduring 
material; In-clinic 
QI processes 

State presentations; 
websites; CE Central 
website; program 
partner websites; 
social media 

Webcast for CPP 
Toolkit 

Up to 1 
hr/learner 

MD, DO, NP, 
PA, Clinical 
staff 

Interactive 
Webcast; 
Enduring material 

Maintenance of 
Certification 
(MOC) Guide 

Per CPP 
Toolkit 
above 

MD, DO Enduring material 

*MD, doctor of allopathic medicine; DO, doctor of osteopathic medicine; NP, nurse practitioner; PA, physician 
assistant; PT, physical therapist; BS, behavioral specialist; MT, massage therapist 

Activities will span across KY and WV. Coordination and implementation of the CAIPEC 
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activities will be managed by personnel located at the University of Kentucky (UK) and West 
Virginia University (WVU). 
 
CAIPEC chronic pain management content 
The outlined activities will be based on evidence-based guidelines and expert resources from 
the Institute for Clinical Systems Improvement, American Academy of Pain Management, 
American Academy of Pain Medicine, American Pain Society, and PainEDU.org. The content 
that is derived from these resources will be augmented by inter-professional societies and 
research including materials provided from the American Massage Therapy Association, the 
Orthopedic Section of the American Physical Therapy Association, and research in Cognitive-
Behavioral Therapy.13 These resources will be utilized to develop the following core modules 
with guidance from Dr. Chong Han Kim, a board certified pain management specialist, Dr. 
William Elder, an expert in behavioral therapy and massage therapy research related to 
chronic pain Kathryn Stewart, LMT, a licensed massage therapist, Dr. Patrick Kitzman, UK 
faculty in PT, and Drs. William Betz, Dana King and Roberto Cardarelli, physicians with 
expertise in practice-based research, musculoskeletal health and manipulation, and team-
based care. These experts will work with collaborators across disciplines to ensure content is 
appropriate and engaging for the inter-professional and interdisciplinary audience. 
 
Module 1: Epidemiology of Chronic Pain 
 Learning objective 1a: Define the prevalence of chronic pain in Central Appalachia and 

the burden of chronic pain to society 
 Learning objective 1b: Describe overdose death rates and opioid prescribing rates in 

Central Appalachia 
 Learning objective 1c: Recognize the different provider disciplines caring for people with 

chronic pain 
 
Module 2: The Biopsychosocial Aspects of Chronic Pain 
 Learning objective 2a: Define the four physiologic elements of chronic pain 
 Learning objective 2b: Discuss the definition of abnormal pain 
 Learning objective 2c: Explain the somato-somatic and visceral-somatic aspects of 

chronic pain 
 Learning objective 2d: Describe the mental and social linkages to chronic pain  
 
Module 3: Risk Management 
 Learning objective 3a: Identify factors that place patients at high risk for controlled 

medication use/abuse 
 Learning objective 3b: List tools and resources that can be used to identify patients at 

high risk for controlled medication use 
 Learning objective 3c: Discuss the elements of a controlled medication agreement and 

basic clinical tests in a risk management workflow strategy 
 
Module 4: Chronic Pain History and Shared Decision making Approaches 
 Learning objective 4a: Define common terms and categories describing pain 
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 Learning objective 4b: Identify key elements in the patient’s chronic pain history 
 Learning objective 4c: Discuss the behavioral elements in the patient’s chronic pain 

history 
 Learning objective 4d: Practice shared decision making approaches with patients with 

chronic pain 
 
Module 5: Examination and Diagnostic Testing in Patients with Chronic Pain 
 Learning objective 5a: Define soft tissue and musculoskeletal elements of a physical 

examination in patients with chronic pain 
 Learning objective 5b: Discuss behavioral and neurological elements of the physical 

exam 
 Learning objective 5c: Identify appropriate diagnostic testing in chronic pain cases 
 
Module 6: Non-Pharmacologic and Pharmacologic Treatment Options 
 Learning objective 6a: Identify non-pharmacologic options in chronic pain management 
 Learning objective 6b: Discuss behavioral therapy approaches in managing chronic pain 
 Learning objective 6c: Describe appropriate pharmacologic options, including adjuvant 

therapies, in chronic pain management 
 
Module 7: Practice Enhancement in Managing People with Chronic pain through a Team-
based Approach 
 Learning objective 7a: Describe a team-based approach in chronic pain management 
 Learning objective 7b: Develop a comprehensive workflow model for clinic practice 
 Learning objective 7c: Discuss referrals patterns to providers  
 
The content of all seven modules are applicable to the intended interdisciplinary and inter-
professional audience. It is just as valuable for the physician to understand the non-
pharmacologic and behavioral approaches to chronic pain as it is for the massage and 
behavioral therapists, for example, to be aware of the pharmacologic options in the 
management of patients. These modules function as the overlaying framework and outline 
for all educational activities proposed in the CAIPEC program (Table 2). These objectives will 
be covered during community roundtable events, conference presentations, the seven 
webcasts, and the content of the CPP toolkit. The following describes each activity of the 
CAIPEC program: 
 
Community Roundtables 
Inter-professional community roundtable events will be hosted in collaboration with the 
regional AHECs. Dissemination about the roundtable events will occur through the AHECs 
and the partnering state professional organizations. Regional AHECs will assist in securing 
event locations (Table 3). Roundtable events will include facilitated chronic pain 
management case-based interactive sessions that highlight educational content aligned 
with the module objectives. Facilitators will include a physician or APP, a behavioral 
specialist, a massage therapist, or physical therapist. Each roundtable will include up to 20 
participants from various professional disciplines. An overarching theme will be team-based 
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approaches to managing individuals with chronic pain and how local factors either facilitate 
or impede team-based approaches. Each session will be approximately 2-hrs in length and 
CE will be provided after completing the pre/post event evaluations. Four roundtables will 
be conducted in KY and another four roundtables will occur in WV for a total of eight 
roundtables. We anticipate reaching 160 participants for a total of 320 individual contact 
hours for this specific educational intervention. 
 
Table 3. Chronic Pain Community Roundtable Events (2 hrs CME/Event*) 
Partnering AHEC Number of Roundtables in Region Anticipated Number 
Northeast KY AHEC 2 40 
Southeast KY AHEC 2 40 
Southern WV AHEC 2 40 
Northern WV AHEC 2 40 
TOTALS 8 160 (320 CME hrs*) 

 
State-Required Chronic Pain CME Conference Presentations 
Drs. Cardarelli and Elder will provide 3-4 hr lectures at each conference in KY and WV. KY 
and WV medical licensure boards both have chronic pain CME requirements for prescribers. 
The KY and WV Academies of Family Physicians received funding from the Federation of 
State Medical Boards to host a conference in their respective states; recently approved by 
the medical boards. CAIPEC is partnered with KAFP and WVAFP to deliver the content of the 
Risk Evaluation and Mitigation Strategy (REMS) curriculum to an inter-professional 
audience with supplemental CAIPEC content to disseminate the inter-professional and 
team-based approach to chronic pain management. Each conference is anticipating 100-200 
provider attendees. 
 
Chronic Pain Education Webcasts 
Seven live and archived webcasts will be conducted throughout the duration of the grant 
period for the interdisciplinary and inter-professional target audience. There will be 7 
webcast cases, each focused on one of the 7 modules with the targeted learning objectives 
as described above. The webcasts will be 1-1.5 hr in duration and CE will be provided after 
evaluations are complete. Providers will be notified about the live webcasts, and availability 
of archived webcasts, through our collaborations with the professional societies and with 
announcements during the roundtable and conference presentations. 
 
Table 5. CAIPEC Webcasts 
Topic Target Audience* CE credit 
Epidemiology of Chronic Pain MD, DO, NP, PA, PT, BS, MT 1 hr 
The Biopsychosocial Aspects of 
Chronic Pain 

MD, DO, NP, PA, PT, BS, MT 1 br 

Risk Management MD, DO, NP, PA (PT, BS, MT may benefit) 1 hr 
Chronic Pain History and Shared 
Decision making Approaches 

MD, DO, NP, PA, PT, BS, MT 1 hr 
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Examination and Diagnostic 
Testing in Patients with Chronic 
Pain 

MD, DO, NP, PA (PT, BS, MT may benefit) 1 hr 

Non-Pharmacologic and 
Pharmacologic Treatment 
Options 

MD, DO, NP, PA, PT, BS, MT 1.5 hr 

Practice Enhancement in 
Managing People with Chronic 
pain through a Team-based 
Approach 

MD, DO, NP, PA (PT, BS, MT may benefit) 1 hr 

TOTALS  7.5 hrs 
*MD, doctor of allopathic medicine; DO, doctor of osteopathic medicine; NP, nurse practitioner; PA, physician 
assistant; PT, physical therapist; BS, behavioral specialist; MT, massage therapist 
 
Chronic Pain Toolkit (CPP Toolkit) 
The CPP Toolkit will be a collection of resources and templates for clinics to adapt based on 
their specific needs. The Toolkit will align with the educational content of the seven 
modules of the CAIPEC chronic pain management program and will function as a “how-to” 
for providers. The collection will include adaptable clinic workflow designs delineating 
action items for initial visits and subsequent follow-up visits. Also, templates for risk 
management and assessment will be provided, such as controlled medication agreements. 
The following table lists the elements of the Toolkit that are aligned with the 7 modules. 
The Toolkit will have accompanying links to guidelines that may be pertinent for a specific 
profession. Learners who access and implement the Toolkit will be encouraged and guided 
to utilize it as a Quality Improvement (QI) project for their healthcare setting, and assisted 
with the processes for maintenance of certification (MOC) PI-CME credit, provided through 
UK HealthCare CECentral, which is approved (June 1, 2013) as a Portfolio Sponsor by the 
Multi-Specialty MOC Portfolio Approval Program to develop, monitor and approve quality 
improvement (QI) projects for MOC Part IV credit. The CAIPEC program will: 

1. Assist clinics with workflow design and adaptation with selected tools appropriate 
for specific practices, 

2. Assist clinics in the implementation and trouble-shooting of the workflows and 
activities, and 

3. Provide assistance and guidance to providers in completing the QI process and 
obtaining PI-CME through the MOC Part IV program. 

 
Table 6. Chronic Pain Practice (CPP) Toolkit 
Corresponding Modules Toolkit element Purpose 
Biopsychosocial PHQ-9 Depression 

Inventory14 
Screen for co-morbid 
depression 

Risk Management ASSIST15; CAGE-AID16 Screen for levels of addiction 
and current alcohol and 
substance dependence 
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Alcohol Use Disorders 
Identification Test (AUDIT)17 

Assess extent of alcohol 
impact and provide referral 
guidance 

Current Opioid Misuse 
Measure (COMM)18; Opioid 
Risk Tool (ORT)19 

Assesses risk for active and 
problematic behavior with 
opioid use 

Controlled Medication 
Contract 

Sample contract 
requirements 

Exit Strategy Algorithm  A plan to discontinue opioid 
therapy 

Chronic Pain History & 
Assessment 

Pain Assessment and 
Documentation tool (PADT)20 

Sample of chronic pain 
progress note 

Pain Disability Index21 Measures life disruption 
from pain  

Universal Pain Assessment 
tool 

Additional measure to 
objectively assess pain level 

Practice Enhancement 
& Team Based Care 

Sample clinic workflows Provides a flow of activities 
and steps including 
interdisciplinary and inter-
professional involvement in 
care 

 
CPP Toolkit and MOC Part IV Process Webcast 
A webcast, with applicable and free CE, will appear on the UK CECentral site. It will identify 
the elements of the Toolkit described previously, focus on the implementation aspects of 
the Toolkit and it will also discuss a recommended QI process related to using the Toolkit 
and the process to receive MOC Part IV PI-CME credit. The webcast will be 1 hr in duration 
and archived. 
 
Maintenance of Certification Guide for Physicians 
A pdf guide will be developed to assist physicians in translating their QI efforts into applying 
for specific MOC Part 4 credit towards maintaining board certification. In essence, we 
propose building from the CPP Toolkit and accompanying guidance such that an 
implementable QI intervention can be followed using an eight-step QI process that can also 
lead to MOC credit. Guidance about the American Board of Medical Specialties MOC 
process will be provided. In addition, a pain management Self-Assessment Module (SAM)22 
that has been developed by the American Board of Family Medicine has been recently 
approved by the Kentucky Medical Board. Family medicine providers will be educated about 
the existence of this SAM opportunity as well. Providers may receive varying CE credit 
through the sponsoring organizations. For example, providers can receive up to 20 hrs of 
CME by fully completing a MOC Part 4 process. 
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This provides a unique opportunity to transform educational interventions, causing practice 
change and impacting patient and community outcomes. 
 
Dissemination Plan 
The CAIPEC program has a multi-modal dissemination plan which starts with a centralized 
website developed and managed by CECentral for all activities, which will also host the 
webcasts and be archived on the website. All events, the CCP Toolkit, guides, and resources 
will be available on the CAIPEC landing page. 
 
CECentral distributes online educational modules in 40 healthcare-specific content areas 
and delivers them through a variety of formats including webcasts, case studies, electronic 
monographs and, most recently, eLearning Communities. Averaging over 9,000 unique 
visitors each month, the web-based platform has delivered credit to over 115,000 health 
care professionals worldwide. The rapidly growing impact of CECentral and the breakdown 
of professions it serves can be seen by the statistics described below: 
 

• 9,900+ visitors each month 
• 57,000+ page views each month 
• 4,200+ CE certificates served each month 
• 115,000+ HCPs total membership 
• 41,000 Physicians 
• 21,000 Pharmacists 
• 9,500 Nurse APNs 
• 11,000 Nurses 
• 3,000 PAs 
• 700+ new members each month 

 
Viewership is obtained on an initiative-specific basis by a mixture of two strategies. First, 
learners are solicited through a series of targeted e-blasts. CECentral members who are 
opted into the email listserv, and who match the specialties needed in the initiative, are 
selected for the email. A branded e-blast is then crafted with a link (a call to action) to the 
learning initiative. The e-blast conforms to the regulations described in the CAN SPAM act. 
Second, learners who arrive on CECentral through organic search or from an affiliated web 
site are directed to the initiative through: (a) a search tool, (b) spotlight graphic on topic 
page, (c) banner graphic on topic page, or (d) text links on home or topic page. We will not 
go into the technical specifics here, but organic traffic is driven to CECentral by a mixture of 
affiliated site linkages and search engine optimization techniques. 
 
Upcoming events, resources, and activities will also be disseminated through the CAIPEC 
partnership network that is demonstrated in the attached Letters of Commitment. 
Professional organizations will include information about CAIPEC activities through 
membership email blast, newsletters, and meetings. Conference presentations will be 
directly marketed by the KY and WV Academies of Family Physicians, as the host 
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organization. There is a strong likelihood the CAIPEC on-line programs will be accessed by 
providers outside the Central Appalachia catchment area, which is welcome. All enduing on-
line material (guides, archived webcasts, and resources) will be available and accredited for 
3 years beyond the funding timeframe. Some specific dissemination strategy examples 
include: 

• Informational emails to all health profession educational programs in KY and WV  
• Partner professional conferences 
• CAIPEC website 
• Direct member email blast through partner professional organizations (medicine, 

massage therapy, etc.) 
• AHEC partners 
• AHEC associated community faculty 
• Practice-based research network members (primary care and physical therapy) 
• Appalachian Osteopathic Post-Graduate Training Institute Consortium (AOPTIC) 

Results will also be reported to academic medical and education audiences via submission 
to peer-reviewed journals. 
 
Anticipated challenges and solutions 
Several challenges are apparent. 1) Distances and remoteness. The Appalachian regions of 
KY and WV are predominately rural, and their remote location may affect accessibility and 
participation in CE activities. Solutions. Our team is highly experienced with this issue. Our 
AHEC system locates personnel in our remotest areas, hiring “local people” with a mission 
to engage health care providers. This proposal benefits from their established experience in 
promoting and organizing local activities. Also, CECentral will enable effective distance 
learning. Following early recognition of regional need for advanced communication 
technologies, high speed and state of the art video networking is available to deliver 
education and direct care daily. 2) Achieving and measuring practice change is difficult. 
Solution: As described in below in Section D, our team has significant experience and has 
refined processes to achieve practice change through educational and Quality Improvement 
(QI) interventions. Our plan to deliver change through the MOC process will be developed 
with ABFM, which is located in Lexington with its leadership appointed in our department. 
3) Advancing interdisciplinary and interprofessional care is relatively new territory and 
requires innovative techniques. The UK Office of Interprofessional Education (IPE) is 
recognized nationally for its advanced training methodologies, highlighted by CECentral, 
described above. Through our prior IPE work we are already aware of barriers to team-
based care, and we will gather further information as we work with identified associations 
and stakeholders to develop specific IPE activities with measurable training objectives. 4) 
Sustainability. Solutions. The solutions just described reveal significant strengths and 
resources that will contribute to sustainability of our efforts. It should be evident that the 
issues the RFA seeks to address are the kinds of problems we care deeply about and will 
continue to work on. Unstated before, but perhaps our main motivation for pursuing this 
funding is the opportunity it affords to create an impactful, community provider 
intervention working with the other schools and associated networks. 
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5. Evaluation 

a) Community Roundtables, Webcasts, and State Conference Presentations 
Moore’s 7-Level CME framework will evaluate the effectiveness of the educational 
methods.23 The number of CE credits provided and the professional distribution of CE for 
each activity type will be reported (Moore’s Level 1). The quality of each activity will be 
assessed at the conclusion of the activity in terms of clarity of content, meeting stated 
objectives, and personal satisfaction with the education experience (Moore’s Level 2). 
Declarative and procedural knowledge and competence (Moore’s Level 3A, 3B, and 4) will 
be assessed. Baseline and post-evaluations will occur for community roundtables, live and 
archived webcasts, state presentations, and the CPP Toolkit in-clinic implementation 
evaluation. For each activity, knowledge gained will be directly evaluated as will intent to 
change practice as a result of the educational experience and content. 
 
Moore’s evaluation level 1 through 4 will be applicable for all professions (MD, DO, PT, BS, 
APP, MT) as all activities will be inter-professional. There is an anticipated change of 20% 
from baseline to post-evaluation for knowledge attainment and intention to impact 
practice. The evaluation instrument used will be developed based on previously tested 
instruments in the literature (e.g., The Knowledge and Attitudes Survey Regarding Pain24, 
the Dartmouth Hitchcock Medical Center’s Medical Staff Knowledge and Attitudes Pain 
Survey,25 and others26,27). Due to the anticipated inter-professional audience, we have 
identified instruments that have been used for research and educational purposes for 
different professions. The CAIPEC team will merge these instruments following Moore 
evaluation levels. In addition, team-based assessments will be integrated throughout the 
evaluation process. The Institute of Medicine’s report, Core Principles & Values of Effective 
Team-Based Health Care,28 will be used as the foundation of team-based assessment 
questions for the CAIPEC program. The evaluation instrument will be a combination of 
Likert questions/statements, multiple choice and true/false questions, and case vignettes. 
In-person live events (roundtable and state presentations) will use paper-based evaluations. 
Live and archived webcasts will be web-based evaluations. 

 
Comparison group: We acknowledge that there are on-going efforts by state 

organizations throughout the US, including in Central Appalachia, that are focused on 
addressing appropriate chronic pain management. Therefore, it is imperative that a 
comparison group is used to assess the true impact of CAIPEC’s activities. We will leverage 
our leadership of three practice-based research networks (PBRNs; two in primary care, and 
one in physical therapy) and relationships with the AMTA to send surveys to providers (MD, 
DO, APP, patient, MT) about their knowledge and attitudes related to chronic pain 
management. We will identify 25-50 providers in each PBRN who has not participated in 
any CAIPEC activity and have the same survey (as CAIPEC participants) sent by mail or 
completed by phone or on-line. 

 
Analyses: Counts and frequencies will be used to assess reach of each activity. Cross-

tabulations will be conducted to assess inter-professional dispersion and participant 
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demographics. Pre-post evaluations will be assessed for statistical significance using t-test 
and chi-square analysis for continuous and categorical variables, respectively. Post-activity 
evaluations of participants will be compared to the comparison group described above. 
Similar statistical methods will be utilized in this comparison. 
 
b) Chronic Pain Toolkit (and webcast) 
The CPP Toolkit was described above. Its intent will provide convenient, practical and 
relevant resources to clinics as a means to integrate a chronic pain management process. 
Provider performance (Moore’s Level 5) and patient-centered outcomes (Moore’s Level 6) 
will be assessed to measure outcomes of implementation of the Toolkit. This will be 
accomplished by partnering with two PBRNs (Kentucky Ambulatory Network and the West 
Virginia Practice-Based Research Network). These two PBRNs will each recruit through its 
large membership roster (45-55 clinics/664 clinicians) 10 intervention clinics/providers and 
10 control clinics/providers for a total of 20 intervention and 20 control clinics/providers. 
The intervention clinic providers will have completed an in-person detailing of the chronic 
pain presentations by the CAIPEC team (replicates state conference presentation) and, 
through direct assistance with the CAIPEC team, will implement the CPP Toolkit in the clinic. 
This will include customizing clinic workflows, instruments and processes based on the 
Toolkit and adapted for specific clinics. The control clinics will not have the Toolkit 
implemented, but will be provided information about the MOC process after the project 
evaluation period. 
 
Direct measurement of appropriate chronic pain management and processes based on the 
content of the CAIPEC, and the underlying guidelines, will be used for the evaluation. In 
addition, patient health will be assessed by pain scores. This will be performed by reviewing 
medical records through a quality improvement process and recording if appropriate 
actions occur, such as risk assessment, mental co-morbidity assessment, appropriate 
treatment options, referrals for imaging and non-pharmacologic management (i.e., 
behavioral, massage and physical therapy) and patient-level data (i.e., pain score). Team-
based outcomes will also be assessed for communication between providers within the 
clinic and/or referrals to other providers. These activities will be extracted from the medical 
records. Eligible charts will be identified through daily schedules and the goal is to identify 
20 charts per clinic/provider. This results in 400 intervention charts and 400 control charts. 
 

Analyses: Defining appropriate pain management is difficult. Hence, evaluations for the 
CPP Toolkit will be divided into 4 general categories: Process Evaluation, Management 
Evaluation, Patient Evaluation, and Team-based Evaluation. 
 
Process Evaluation will assess whether core elements of work-plans are implemented and 
executed. This includes the presence of controlled medication agreements, urine drug 
screens, pain score documentation, etc. The RE-AIM framework will be the basis of the 
process evaluation plan.29 
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Management Evaluation will entail appropriate documentation of the type of pain, 
assessment, and corresponding treatment options and referrals. These will be based on the 
approach and content of the CAIPEC program. 
 
Patient Evaluation will be measured by the pain score documented in the medical chart.  
 
Team-based Evaluation will be based on pre/post evaluations of providers and staff in the 
clinics. Also, secondary measures, such as percent of referrals to massage, behavioral and 
physical therapy will be collected from chart reviews. 
 
These four evaluations will be performed in the intervention and control clinics and be 
compared for baseline and 6 months after CPP Toolkit is fully implemented in the clinic. The 
impact of the Toolkit is expected to demonstrate a 10-20% difference between the 
intervention and control groups for each evaluation category. Appropriate bivariate 
analyses will be performed to assess for statistical significance at a 0.05 level. 

 
c) Community impact (Moore’s Level 7) of the CAIPEC program 
Community impact will be performed in collaboration with KASPER, Kentucky’s prescription 
reporting system. KASPER will provide county level data on opioid usage/prescription rates. 
We will compare opioid usage/prescription rate changes Eastern KY with Western KY, where 
the CAIPEC program was not active. These measures will be performed prior to CAIPEC 
program implementation and 3 month after the CPP Toolkit intervention, roundtable and 
conference presentations are complete. Based on the limited 15-month duration of the 
project, we anticipate a 5% relative reduction of opioid usage/prescription rates. 
 

6. Work Plan and Deliverables Schedule 
Months 1 and 2 will involve IRB approval at the University of Kentucky, West Virginia 
University Health Science Centers, and University of Pikeville. During this period 
administrative processes, such as executing sub-contracts, will be performed. Immediate 
study planning meetings and training will occur including the hiring of the program 
coordinators in KY and WV. Content of each module and the CPP Toolkit, with associated 
evaluation tools, will be completed and vetted by all content experts during Months 1-3. 
During this time, the CAIPEC website landing page will be completed and made functional 
through CECentral. We will also be preparing all logistics related to community roundtables 
with the AHECs and webcast recordings with CECentral. During months 2-3, the 
Maintenance of Certification Guide will be completed and uploaded to the CAIPEC website. 
In addition, recruitment for the CPP Toolkit evaluation study will commence once IRB 
approval is secured. Roundtables, conference presentations and webcasts will occur 
concurrently during months 3-10. The CPP Toolkit evaluation study will occur from months 
6-14. Months 14-15 will be focused on evaluation analyses and reporting, including the 
community level data analyses (i.e., KASPER Data). The CAIPEC detailed work plan can be 
found in the appendix. 
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SECTION D: ORGANIZATIONAL DETAIL 

1. Leadership and Organizational Capability: 
This project will be produced from the Division of Community Medicine in the Department of 
Family and Community Medicine at the University of Kentucky College of Medicine (UKCOM) 
under the leadership of division chief Roberto Cardarelli, DO, MPH. It will be completed through 
the collaboration of academic organizations, professional associations, practice based research 
networks, and state prescription monitoring agencies.  
Academic Organizations and Associated Offices, Centers and PBRNs 
UKCOM and theMedical Center Campus. UKCOM was founded in 1960 and provides 
innovative, high-quality training to 1405 medical students, graduate students, and 
res id en t s . Approximately 840 full-time faculty represent eight basic science departments 
and 17 clinical departments. Located on the same campus are five other health professions 
colleges (Public Health, Nursing, Pharmacy, Dentistry, and Allied Health Professions), affording 
excellent inter-professional research and clinical collaboration. UKCOM has a strong social 
mission (ranked 14th in 2010), and  has  a  special focus on rural health care to address 
health disparities and service access. 
The Division of Community Medicine,  the Kentucky Ambulatory Network and the UK CCTS. 
Our Division of Community Medicine is charged with the advancement of community medicine 
approaches in education and research with community partners serving vulnerable 
populations. Dr. Roberto Cardarelli serves as the Chief of the Division and directs the Kentucky 
Ambulatory Network (KAN) found within the Division. KAN is a PBRN funded in 2000 by AHRQ 
that comprises over 300 members and a long history of funded research. Dr. Cardarelli also 
serves as the Co-Director for the Community Engagement & Research Core of the UK Center for 
Clinical and Translational Science. The major goal of CCTS is to increase the pace and 
effectiveness of translational research at UK and in Appalachia.  
Kentucky College of Osteopathic Medicine (KYCOM), Pikeville, KY. KYCOM’s mission is to 
provide an osteopathic medical education that emphasizes primary care, promotes lifelong 
scholarly activity, and produces graduates committed to serving the health care needs of 
communities in rural Kentucky and other Appalachian regions. KYCOM will provide CME Credit 
for DO participants; create content on Musculoskeletal Medicine (Dr. William Betz) and 
collaborate on content presentations at roundtables and professional conferences.  
West Virginia University School of Medicine (WVU-SOM)/ West Virginia Prevention Research 
Center/ West Virginia Office of Health Services/West Virginia Pain Management Center. For this 
project, WVU-SOM efforts will originate from the Appalachia campus in Morgantown. From the 
Department of Neurosurgery, Chong King, MD is a Board certified pain management specialist 
at WVUHSC. He will oversee and provide guidance for pain management content of the CAIPEC 
program. Dr. King, Chair of Family Medicine at WVUHSC, will oversee WV PBRN activities. He 
will also assist Dr. Cardarelli in development and delivery of the primary care content of the 
CAIPEC program. The WV Offices of Health Services Research and the WV Prevention Research 
Center are eager to expand research into chronic pain treatment and, under the leadership of 
directors Geri Dino, PhD and Cecil Pollard, MA, will engage multiple community and clinical 
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partners, organizations and stakeholders to develop the CPP Toolkit Intervention in WV, meet 
educational objectives, disseminate results and create results based policy recommendations. 
Appalachian Osteopathic Post-Graduate Training Institute Collaborative (AOPTIC). The AOPTIC 
is a collaborative of 4 medical schools and 19 residency programs with the goal of training DO 
residents to practice in Appalachia and other rural and frontier sites. The AOPTIC was formed in 
1999 and 118 residents are currently training in community based practices. Many of these 
practices participate in the Frontier Rural Innovations Network (93 practices in eleven states) 
which originates from the AOPTIC. Under the leadership of John Rehmeyer, MA, Executive 
Director, the AOPTIC will engage Appalachian practices that are not already members of our 
PBRNs for implementation of the CPP Toolkit and will also directly disseminate educational 
content to all members of the Frontier Rural Innovations Network. 
Prescription Monitoring Agency 
Kentucky All Schedule Prescription Electronic Reporting (KASPER). KASPER was one of the first 
statewide prescription dispensing systems and it monitors controlled substance prescriptions 
dispensed within each state. The reports show all scheduled prescriptions for an individual over 
a specified time period, the prescriber and the dispenser. The agency will collaborate with the 
project by providing participating practice, zip code and county based controlled substances 
prescription data pre, post and subsequent to the project to enable conclusions as to project 
impact. 
Practice Based Research Networks (PBRNs) 
Described above in association with their academic organizations, the Kentucky Ambulatory 
Network (KAN) and the West Virginia PBRN will serve as our principal means for recruitment 
and implementation of our planned CPP Toolkit intervention. In particular, each network will 
employ a TBN coordinator who will work with physician practices in implementation, and will 
gather pre and post intervention practice data. The Frontier Rural Innovations Network will 
assist with practice identification and dissemination of educational programming. 
Kentucky and West Virginia Area Health Education Centers (AHECs) 
UKCOM and WV-SOM have a long history of successful partnerships with their associated 
AHECs. The AHECS will assist with organization and hosting of roundtables in central Appalachia 
with two each in northwest WV, southwest WV, northeast KY, and southeast KY (eight total). 
Physician Professional Member Organizations  
Family medicine, internal medicine and osteopathic medical associations in each state (six 
total,including two pending) and the Kentucky Primary Care Association will assist with 
recruitment of physician participants by providing access to mailing lists and newsletter item 
placements. Of particular note is our plan to deliver specifically tailored content at annual 
conferences of the Family Medicine Academies of both states. Specifically, the WV and KY 
Academies of Family Medicine have contracted with the Federation of State Medical Boards 
and the KY and WV licensure boards to deliver REMs presentations, and these boards are 
allowing us to supplement CAIPEC educational modules related to inter-professional 
approaches to chronic pain management. 
Other Professional Community Organizations 
Physician assistant and advanced practice nurse associations will participate in the project in 
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the same fashion as the physician professional organizations to enable recruitment of their 
members using mailings lists, etc. as well as delivery of content. In addition, the American 
Massage Therapy Association (a national organization) will support the efforts of its KY & WV 
Chapters to recruit massage therapists into all activities and will assist with development of MT 
specific content. 
2. Staff Capacity: 
Per application guidance, we note that the country of residence for all staff is the United States 
and that we do not expect that any of the speakers will have received funding from Pfizer for 
any promotional CME activity in the previous twelve months. 
Roles: Key personnel (≥10% FTE). Roberto Cardarelli, DO (10% FTE) will serve as the PI. He will 
have oversight on all aspects of the program, and will oversee the PBRN evaluation aspects in 
KY. He will lead in all content developed with the assistance with consultants and co-
investigators. He will lead the content of the CPP Toolkit and the primary care aspects of the 
content. William Elder, PhD (10% FTE) will lead all behavioral content of the CAIPEC program. 
He will serve as one of the primary speakers. He will assist Dr. Cardarelli in overview of the 
entire program and its content and deliverables. Two TBN Coordinators (100% FTE each) will 
work with PBRNs and other organizations in each state. This will include all administrative 
aspects of the CAIPEC program. They will also be the lead for the in-clinic CPP Toolkit 
implementation and evaluation for the respective PBRNS. 
Consultants. Dana King, MD, Chair of Family Medicine at WVUHSC will oversee the PBRN 
activities in WV. He will also assist Dr. Cardarelli in creating primary care content. Chong Kim, 
MD is a Board certified pain management specialist at WV-SOM and will oversee that content 
of the CAIPEC program. Katherine Stewart is a licensed massage therapist (LMT). She will 
oversee the massage therapy content and participate in Roundtable didactics. William Betz, DO 
is Senior Associate Dean at KYSOM. He will provide content expertise on musculoskeletal 
aspects of care. Patrick Kitzman, PhD, MSPT will oversee our physical therapy content. 
Capabilities: Dr. Cardarelli has led the PBRN-based component of the “Debates & Directions in 
Fibromyalgia,” funded by Pfizer Medical Education (2010). In this project, he enrolled 18 clinics 
and reviewed over 80 patient charts with fibromyalgia. The study evaluated baseline practice 
performance and, from baseline assessments, developed an intervention meeting the needs 
specific of the provider. Impact was evaluated 4 weeks after intervention. The program was 
part of a multi-faceted approach lead by the Professional and Continuing Education Office at 
University of North Texas Health Science Center (UNTHSC). He also led a task force in 
developing a chronic pain education and toolkit for the Department of Family Medicine at 
UNTHSC that included 6 clinics and over 25 providers. This included lectures, workflows, clinical 
instruments, that were replicable at each clinic site. 

Dr. Elder is a clinical psychologist, full professor and Director of Behavioral Science in the 
Department. His fellowship focused on interdisciplinary chronic pain rehabilitation. He has 
completed over 2.5 million dollars of NIH funded research on chronic pain and interdisciplinary 
care, published peer-reviewed and clinical topics on these subjects, and served on the HRSA 
Advisory Panel for Interdisciplinary Community-Based Linkages, writing the first HRSA 
recommendations for interprofessional curriculum guideline.  
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APPENDICIES 

CAIPEC Work Plan 
Activity Time Frame Deliverable Notes 
IRB approval Months 1-2 3 approved IRB 

protocols 
We will need to 
complete 3 IRBs 

Subcontract 
execution 

Months 1-2 Completed and 
executed 
subcontracts 

Contracts with WVU 
and University of 
Pikeville 

Study meetings and 
trainings 

Weekly- Month 1; 
Biweekly-Months 2-
3; Monthly- Months 
4-15 

Meeting agenda and 
minutes 

Delivery of 
educational activities 
will occur here and 
throughout he 
program. 

Staff Hiring Months 1-2 2 hired coordinators 1 in WV and 1 in KY 
Finalize CAIPEC 
program content 

Months 1-3 Final curriculum and 
evaluations for each 
module 

 

Finalize roundtable, 
state conference, 
and webcasts 
speaker assignments 

Months 1-3 Speaker assignment 
roster 

 

Develop and launch 
CAIPEC webpage 

Months 1-3 Publicly available link 
to CAIPEC program 
webpage 

Developed by 
CECentral 

Finalize logistics for 
roundtables,  

Months 1-3 Speaker roster with 
place and time of 
events 

 

Develop and finalize 
Maintenance of 
Certification Guide 

Months 2-3 MOC guide loaded to 
CAIPEC webpage 

 

Recruit CPP Toolkit 
Evaluation Study 
clinics/providers 

Months 3-5 List of study 
participating 
clinics/providers 

 

Community 
Roundtables, 
Webcasts, 
Conference 
Presentations 

Months 5-10 Sign-in sheets; CE 
delivered; 
evaluations 

These core activities 
will be occurring 
simultaneously 
during these 
months. 

CPP Toolkit 
Evaluation Study 

Months 6-14 CE delivered; 
evaluations; Number 
of CPPs implemented 

40 clinics/providers 
in total  

CAIPEC Program Months 14-15 Final reports Based on KASPER 
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Community Level 
Analyses 

data 

CAIPEC program 
analyses and reports 

Months 14-15 Final reports  
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SECTION G: LETTERS OF COMMITMENT 
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MiC
SCHOOL OF PUBLIC HEALTH

October 8, 2014

Dear Dr. Cardarelli,

The West Virginia Prevention Research Center and the West Virginia Office of Health Services Research
are pleased to support the application for the Central Appalachia Inter-Professional Pain Education
Collaborative (CAIPEC). We are excited to collaborate with you on this proposal to begin to address
chronic pain management in our communities. The approach, offering team-based professional
education, is a recognized need by our community members and clinical partners, and will help fill a gap
to address this critical issue. The team-based inter-professional approach supports practice
transformation and translational research to create systems change to impact the pervasive connection
between chronic pain and opioid abuse in Central Appalachia.

The Prevention Research Center and the Office of Health Services Research are long-standing partners.
Together, we are poised to engage community and clinical partners including key state and local health
departments, state organizations, health care systems, academic partners, and other stakeholders to
inform and participate in intervention development, implementation, dissemination, and policy
recommendations. We will commit the resources and access needed to achieve the goals of the proposed
project.

We look forward to working with you in this study.

Sincerely,

Geri Dino, PhD
Director, WV Prevention Research Center

Pollard, MA
Director, WV Office of Health Services Research

SCHOOL OF PUBLIC HEALTH
WV Prevention Research Center

PO Box 9190 | Health Sciences Center
Morgantown, WV 26506-9190
El 304.293.2502 H 304.293.6685 http://pubiichealth.hsc.wvu.edu

Equal Opportunity/Affirmative Action Institution





      
   

ROBERT C. BYRD HEALTH SCIENCES CENTER 
of West Virginia University - Charleston Division 
AREA HEALTH EDUCATION CENTERS (AHEC) 

 
October 14, 2014 
 
3110 MacCorkle Avenue, SE 
Charleston, WV  25304 
 
Dear Dr. Cardarelli, 
 
It is my pleasure to submit this letter in support of the Central Appalachia Inter-Professional Pain 
Education Collaborative (CAIPEC).  As Director and PI of the West Virginia Area Health 
Education Centers (AHEC) Program, I am honored to have West Virginia’s AHEC Centers 
involved in such a valuable project.  
 
West Virginia has a well-documented need for team-based professional education in chronic pain 
management, and it is our desire to utilize this opportunity to augment our current efforts to 
address this critical shortage in our communities. 
 
West Virginia AHEC is committed to engage fully with you and the other collaborators on this 
important project.  Our Centers have agreed to participate fully by disseminating the activities 
that are described in this proposal. The resources we are provided will be appropriately allocated 
for the purposes for which they are intended, and we will provide access, resources and 
personnel (as appropriate) so that the maximum benefit can be achieved for the proposed project. 
 
The West Virginia AHEC Program’s Centers are excited about this opportunity to partner with 
you in this study, and we look forward to working with you. 
 
Sincerely, 

 
Sandra Y. Pope, MSW 
Director and PI 
 

 
3110 MacCorkle Avenue, SE, Suite B102  ●  Charleston, WV  25304-1299  ●   Telephone 304-347-1302 

Fax 304-347-1265  ●  Equal Opportunity / Affirmative Action Institution   
 


















	Central Appalachia Interprofessional Pain Educational Collaborative10172014KLR_RC
	Combined Biosketches
	Cardarelli R Biosketch Oct 2014 CCTS
	BIOGRAPHICAL SKETCH
	Roberto Cardarelli, DO, MPH, FAAFP

	University of North Texas Health Science Center/ School of Public Health. Fort Worth, Texas 
	University of California, Davis. Davis, California
	Family Medicine
	Faculty Development
	Family Medicine


	biosketch_Bill Elder edited 10 17 2014CAIPEC
	BIOGRAPHICAL SKETCH
	A. Personal Statement
	C. Selected Peer-reviewed Publications

	King Biosketch for CTSI 2014
	Honors and Awards
	1976      Phi Beta Kappa - National Honorary

	C.Kim Bio_CAIPEC
	A. Personal Statement
	Teaching Experience:
	2009– present West Virginia University School of Medicine: Anesthesiology House Staff, Family Medicine House Staff, Medicine House Staff, Neurology House Staff, Occupational Medicine House Staff, Psychiatry House Staff, Psychology Interns, Medical Stu...
	2011– present Chatham University: Physician Assistant Program
	2013– present Alderson Broaddus University: Physician Assistant Program
	2011– present West Virginia Wesleyan College: Athletic Training Program
	2001  Temple University School of Medicine TMARC: Instructor
	1997 – 2000 Penn State University: Teaching Assistant
	Certification/Licensure:
	D. Research Support


	W  Betz Bio_CAIPEC
	A. Personal Statement
	Certification/Licensure:
	J. Skelton, T.A. Smith, W.T.Betz, L.J. Heaton, T.T. Lillich, “ Improving the oral health knowledge of osteopathic medical students, “J. Dent.Educ.: 2002 Nov, 66(11): 1289-96


	Katie Stewart biosketch_CAIPEC
	BIOGRAPHICAL SKETCH
	A. Personal Statement
	I am a clinician and educator in the field of massage therapy.  I am eager to contribute my expertise and information as part of an interprofessional team treating patients with chronic pain.  I feel that my perspective on treating the body, mind and ...
	B. Positions and Honors
	C. Peer-reviewed Publications

	Kitzman_ biosketch 10-13-14
	BIOGRAPHICAL SKETCH

	J Schilling biosketch
	BIOGRAPHICAL SKETCH


	SECTION G
	Combined LOS CAIPEC
	CAIPEC_LoS_WVPBRN
	Letter of Support UK CAIPEC Study 09-29-2014 KASPER
	LOS_to_CAIPEC_Dino (PRC) and Pollard (OHSR)
	LOS CAIPEC UK AHEC
	LOS CAIPEC WV AHEC
	Letter of support Kim
	KAFP Support Letter
	WV AFP LOS
	KPCA
	CAIPEC Letter AMTA
	CAIPEC_LoS_APCWV
	Cardarelli Support Letter Betz
	CAIPEC LOS 10092014 Rehmeyer
	WVNA letter10 07 14


