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A Overall Alm and Oblectives

Project Next Steps aims to improve the quality of chronic pain management for medically
underserved patients cared for in safety net health centers. By using technology and innovative
educational strategies the proposed project will enhance the capacity of primary care medical
and behavioral health providers to work coliaboratively to care for patients with chronic pain.
This intervention will combine two advanced nontraditional telemedicine technologies,
eConsult platform (an electronic primary care-to-specialist consultation and referral system})
and ECHO (Extension for Community Healthcare Qutcomes) into an integrated, case-based,
distance-learning collaborative system that delivers best practice, specialist expertise and
guidance directly to the primary care team and enables them to provide pain care that is
evidence-based, safe and effective. The project also has the additional long-term goal to
develop a sustainable financial model to support this intervention in the future by bringing
additional practices and collaborating with a managed care organization in Massachusetts.

Background: Chronic pain is an extremely prevalent and costly condition that is often
overlooked despite the fact that it affects approximately 116 million Americans, with an
estimated annual cost of up to 5635 billion in medical treatment and lost productivity (1)(2).
Patients with painful conditions account for higher utilization and healthcare costs than those
without pain (3-5). Over half of these patients may receive their care in a primary care setting
(6). However, evidence suggests that primary care providers are not well-equipped to manage
chronic pain effectively. Most PCPs express low confidence in their ability to effectively manage
pain (7-11) and receive little or no pain management education during medical training (12-14).
Studies show that there is wide variation in the adherence of primary care providers to
guidelines for documentation and management of pain (15, 16).

Despite limited evidence for effectiveness {17, 18}, opioids are commonly and increasingly
being prescribed by primary care providers for the treatment of chronic noncancer pain (11,
19). Since 1990, the use of prescription opioids has increased by a factor of 10 (20}, in large part
driven by efforts to increase the appropriate recognition of pain through “pain as the 5™ vital
sign” initiatives. This increase has been associated with marked increase in opioid related
morbidity and mortality (2, 20-22). Primary care providers feel caught between the competing
needs to treat pain effectively and to avoid contributing to prescription drug abuse and
diversion (23). Strategies are clearly needed to support primary care providers and enable them
to safely and effectively care for patients with chronic pain.

Quality improvement interventions focused on pain care can improve pain outcomes (7, 24). A
recent Washington State initiative aimed at reducing prescriptions for supratherapeutic doses
of opioids resulted in a 50 percent decline in prescription opioid-associated deaths {25}. In
1998, the Veterans Health Administration {(VHA) released its National Pain Management
designed to develop a comprehensive, systemwide approach to pain management that reduces
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acute and chronic pain (26). Shortly after initiation of the strategy, a collaborative between
VHA and the Institute for Healthcare Improvement showed rapid improvements in pain
assessment, documentation, education and amount of pain (28). Many of these successes have
been sustained {27). Based on this strategy, in 2008, the VHA established the Stepped Care
Model for Pain Management (SCM-PM) as the standard of pain care nationwide {29). This
model advocates for a stepped series of pain management interventions, starting with
assessment and management in primary care and adding on additional levels of
multidisciplinary support as patients increase in complexity. Research has supported its utility
by evidence of improvements in patient outcomes, such as pain severity, function and
depressive symptoms among people with chronic pain (30, 31).

Based on this model, Community Health Center, Inc. (CHCI), in collaboration with the VA
Connecticut Health System, implemented Project STEP-ing Out, a three year project to improve
the quality of pain care by adapting the SCM-PM to the local context of a large, multi-site
community health center and maximizing access and adherence to evidence based care. A
significant focus of the initiative was the development of a robust data infrastructure to
support the identification of patients with chronic pain and the monitoring of pain-specific
outcomes. This was accomplished by deriving and validating a complex identification algorithm
for chronic pain and developing a chronic pain practice dashboard for all CHCi primary care
providers. In addition, Project STEP-ing Out introduced a standardized approach for managing
chronic pain that includes standard follow up visits and structured data collection in the
electronic health record, the routine use of opioid agreements and urine toxicology screens,
administration of NIH-developed outcome surveys, and oversight by an opioid review
committee. In addition, a new service delivery model providing co-located chiropractic services
was thoroughly pilot tested and now is being spread to multiple CHCI sites. Lastly, CHCI
introduced a mandatory, bi-annual continuing medical education event focused on chronic pain
management.

However, further interventions are needed. With the development of a firm foundation
through Proejct STEP-ing Out, CHCI now needs to focus on providing additional support for
primary care providers to care for more complex patients, particularly those with co-existent
behavioral health needs. Primary care providers, particularly those working in safety net
settings, have little or no access to pain specialty centers for consultation or support. Hence this
intervention is focused on building the capacity of the primary care team to manage more
complex cases. Further education and support is needed from specialists and from behavioral
health providers. At CHCl, behavioral health and primary care are co-located and integrated
through use of the same electronic medical record. However, cognitive behavioral health
interventions specific for pain are not routinely offered to patients. Our current data suggests
that less than 25 percent of patients with chronic pain are co-managed by bebavioral health,
and fewer still receive interventions focused on pain. Evidence is strong that behavioral health
treatment can be an important component of pain care and can improve a wide range of
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patient outcomes {32-34). The American Pain Society also made evidence-based
recommendations on the beneficial use of interdisciplinary rehabilitation, including behavioral
health interventions, to treat patients with chronic pain (35, 36).

Project Aims: This proposal, entitled Project Next Steps, is intended to support the continued
improvement of chronic pain management, picking up where Project STEP-ing Out leaves off,
by focusing on providing education and support for primary medical and behavioral health
providers to better manage the more complex cases, spreading the model to other sites, and
developing a sustainable financial model. Project STEP-ing Out developed the infrastructure and
capacity to manage and monitor patients with less complex chronic pain. However, surveys
from primary care providers and chart review data suggest that more support is needed to
assist with the management of more complex cases, particularly those featuring both medical
and behavioral health problems. Unlike traditional educational interventions, this project will
focus on providing direct, case-based learning and case management for complex chronic pain
cases by using technology to link primary behavioral health and medical providers to a
multicisciplinary team of pain specialists. The intervention is intended to educate and promote
the integration of primary care and behavioral health services. The primary care team will have
access to two levels of educational support: 1) a weekly video conference between the pain
center staff and all participating primary care and behavioral health staff during which cases are
presented and discussed as a group, and 2) secure “peer to peer” email consultation for brief,
straight forward consultative questions. The combination of these two interventions will
provide the primary care staff with ready access to the specialty team and create a dynamic
learning environment in which they gradually gain competency and confidence in managing
complex pain cases through ongoing case-based learning and support. In addition, by having
both the primary care and behavioral health providers working together, this initiative will
further foster collaboration between the two disciplines and promote shared learning.

Our data suggests a significant need to provide more robust education and training for
providers, and to promote better integration and co-management between medical and
behavioral health providers for complex chronic pain cases. While formal CME programs can
provide some degree of learning for providers, our proposal focuses on using technology to link
primary care providers to specialists to provide direct, case-based learning using two evidence
based models, eConsult and Project Extension of Community Health Outcomes {Project ECHO).
We propose a novel adaptation of these two models to provide a two tiered mechanism for
support, and to include both behavioral health providers and medical providers to further the
goal of improving integration of care between these two disciplines.

Electronic consultation (e-Consults) projects have been developed to help address the issue of
specialty access for underserved populations and to improve communication between
specialists and primary care providers. These projects provide education and direct, case-based
support for the primary care provider. Eliminating unnecessary in-person visits saves time,
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money, and inconvenience for PCPs, specialist, patient and payors. The resuits from an eConsult
program in San Francisco safety net clinics showed that the need for an actual “in person”
consults fell by as much as 50 percent (37). Further, it strengthens the primary care provider’s
knowledge and skills by providing expert feedback and teaching in the context of each
consultation. CHC has successfully initiated a program of “eConsults” for cardiology referrals.
The project utilizes a secure “peer to peer” communication module within the electronic health
record. Currently, 20 consultations have successfully been completed using the new eConsult
methodology. Although preliminary, our results suggest that primary care providers received
enough advice and guidance from the eConsult to manage the case without a face to face
consult in 90 percent of cases. For Project Next Steps we propose to extend this model to pain
management and provide peer to peer e-consults between a multidisciplinary team of pain
specialists and our primary care medical and behavioral health providers.

Project Extension for Community Healthcare Outcomes (Project ECHO), is an evidence based
intervention that uses videoconferencing, care coordination, and electronic health record
technology to link primary care providers with specialists to improve outcomes for underserved
patients who have difficulty gaining access to specialty care. A recent study of the impact of
ECHO, published in the New England Journal of Medicine, found that the hepatitis C care
delivered by community physicians who participated in ECHO was equivalent or even superior
to that provided by specialists practicing in a state of the art academic health center (38). ECHO
seeks to establish “communities of practice” that build expertise in primary care providers,
improve access to specialty care for those requiring it, and improve retention of primary care
providers in underserved communities through reducing isolation. ECHO is a low-cost,
spreadable intervention that has the potential to have significant impact on health systems and
patient outcomes across the country and around the globe. However, spread of the ECHO
model has been limited by lack of financial support and lack of technological infrastructure. CHC
has successfully replicated Project ECHO for hepatitis C and HIV care and has been conducting
weekly sesssons since January 2012. For Project Next Steps, we propose to extend Project
ECHO to provide acess to evidence-based pain management education across our statewide
healthcare system and to evaluate the impact of the intervention on a variety of patient and
organizational outcomes. We will recruit primary medical and behavioral helathcare providers
from our health centers across the state to participate in a weekly ECHO clinic focused on
treating patients with complex pain conditions. In so doing we will provide access to evidence
based, multidisciplinary care to over 6,000 patients suffering from chronic pain across CHCI’s
statewide primary care network . The pain specialty consultation will be provided by a
nationally recognized pain center, the Integrated Pain Center of Arizona (IPCAZ). 1PCAZ will
conduct the weekly ECHO sessions with a multidisciplinary team of specialists via
videoconference, with provider teams from each of CHCI’s practice sites across the state joining
in.
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Core Health, an Integrated Care Organization under the Massachusetts CMM]I State
Demonstration Project to Integrate Care for Dual Eligibles, expects to care for 7,000 patients in
Massachusetts, focusing on the disabled, dually eligible population under the age of 65. Core
Health supports an integrated care delivery systems across preventive, acute, behavioral health
and home and community based supports. Chronic pain is a major concern in Core Health's
population and as such, this organization will collaborate with CHCI’s Project Next Steps to
accomplish two main objectives: 1) to recruit additional practices in Massachusetts with large
populations of Core Health patients to take part in the Next Steps intervention, and 2) to
develop a financial model to sustain the project in the future. Core Health has committed to
recruiting at least four additional practices in the Boston Metro area and to providing financial
support for the expert pain team at IPCAZ and for each participating Massachusetts practice.
Each new health center joining the project will be included in the evaluation using the same
tools and outcomes.

Specific Objectives: The principal goal of Project Next Steps is to improve the quality of pain
management provided to patients with chronic non cancer pain in primary care. This objective
will be accomplished by improving the knowledge, competence, and self efficacy of the primary
medical and behavioral health providers to work collaboratively to manage chronic pain. To
accomplish this goal, Project Next Steps will have the following specific objectives:

1. Provide primary care providers with access to virtual “curbside” consultation from pain
specialists by implementing an eConsult secure messaging system

2. Provide weekly “Project ECHO” case based learning via video conference between a team of
pain management specialists and primary medical and behavioral health staff practicing in
multiple sites in two different states

3. Increase the number of patients with chronic pain receiving integrated behavioral health
and medical care

4. Spread the intervention to additional sites in Massachusetts in partnership with Core
Health, a managed care organization caring for the dually eligible population in
Massachusetts

8. Technical Approach

i Bazeline Data and Needs Assessment

Demographics: Pain is an extremely common complaint at CHCI. Using a newly developed
chronic pain identification algorithm that incorporates coding data, medications, and pain
scores, we derived a cohort of patients with chronic pain and analyzed clinical and
demographic factors, comparing them to data from patients without chronic pain. Figure 1
shows details of this cohort’s characteristics. Results demonstrate that chronic pain was highly
prevalent in the adult CHCI patient population. Of the 38,518 adult patients seen in the
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measurement year, 7,491 (19 percent) had chronic pain as identified by our algorithm. These
patients utilized primary care services at a much higher rate and accounted for over a third of
all adult medical visits, with an average of 7.00 visits per year as compared to 2.90 per year for
patients not in the cohort (p<0.0002). Patients with chronic pain were predominantly female
(63 percent), between the ages of 30 and 59 {73 percent), and covered by Medicaid insurance
(67 percent). Thirty-eight percent were Hispanic/Latino and 12 percent were Black. These
results demonstrate that chronic pain care represents a significant portion of primary care at
CHCI. With extremely limited access to pain specialists for patients with state insurance or
without insurance, the vast majority of these patients will need to be managed in primary care,
emphasizing the importance of the primary care provider being competent in pain
management.

Provider Education: Using two validated surveys we assessed the knowledge, attitudes and
beliefs of CHCI primary care providers regarding pain management (Figure 2). Surveys were
collected at baseline and repeated annually, and results demonstrate a wide distribution of
scores on the pain knowledge assessment, with an agency-wide average score of 150 out of a
total possible score of 250. These results are similar to those seen in other primary care
practices (40) and suggest need to improve pain care knowledge. Responses to the attitudes
and beliefs survey guestions provided important additional information regarding primary care
providers’ perspectives about pain care. Providers placed a high priority on being able to
provide effective pain care but expressed dissatisfaction with pain management resources and
support, and fow confidence in their ability to effectively manage chronic pain. Based on these
findings, we identified improving pain care knowledge and confidence as a critical need.

Behavioral Health Co-management: Only 19 percent of patients with chronic pain had a visit
with a CHCl mental health provider in the past year or had been referred to an outside
provider, despite the fact that patients with chronic pain were twice as likely to have a
behavioral health diagnosis as patients in the overall clinic population. Given the high rate of
coexistent mental health and substance abuse problems in patients with chronic pain, and the
challenge of living with a chronic, painful condition, these numbers are extremely low. The
Stepped Care Model includes behavioral health and addiction services as a key element of care
for all but the most straightforward pain cases {(29). We have identified the need for further
collaboration between behavioral health and primary care as a principal area of need to further
improve pain ocutcomes at CHCI.

Opioids: We observed wide variation in the use of opioids for pain care, and variable adherence
to standards of care for opioid management. Opioids were commonly prescribed to patients
with pain, with 43 percent of patients having received an opioid at least once in the
measurement year, and 17 percent received 90 days or more of opioid analgesic medications.
The number of patients in each provider’s panel prescribed chronic opioids ranged from O to
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opioids” (PPCO), defined as the total number of patients in a provider’s panel receiving 90 days
or more of an opioid medication, over the total number of adult patients in that provider’s
panel. Results ranged from 0 to 11 percent. Patients taking opioid medications chronically had a
documented opioid agreement 68 percent of the time, and a documented toxicology screening
test 66 percent of the time. This wide variation further confirms our observation that primary
care providers need additional education and support for effective pain management.

Documentation: Review of over 600 patient charts using a rigorous abstraction protocol
demonstrated substantial gaps in pain care documentation. Although presence, cause, and
source of pain were documented fairly consistently, a functional assessment was rarely
documented. In addition, follow up pain assessments at subsequent visits were infrequently
performed. Pain treatment plans were present in 96% of charts reviewed for patients receiving
chronic opioids for pain management, but 69% of these treatment plans contained only pain
medications. Treatment plans rarely included patient education or referral to other specialists.
Figure 3 shows details of our chart review of over 600 patients.

Muitimodal Care: Current guidelines recommend a multidisciplinary approach to treatment for
patients with complex chronic pain conditions. Such an approach may include the involvement
of specialists in physical medicine and rehabilitation as well as behavioral health and
complementary/alternative medicine {CAM). Our results suggest that muiti-modal care is the
exception rather than the rule. Almost no patients with chronic pain were referred to CAM
providers, and only 16 percent were referred to physiatry or physical therapy. This may again
reflect the particular difficulty of obtaining specialty referrals for patients cared for in safety net
clinics . Alternatively, it may reflect patients’ unwillingness or inability to attend a specialty visit,
or a lack of awareness of current guidelines by primary care providers. Surveys of primary care
providers have revealed uncertainty about proper chronic pain management and in particular
about indications for referrals (41).Taken together, these results demonstrate a significant
opportunity to further improve quality of care for patients with pain. Project STEP-ing Out
provided support for the development of a rigorous data infrastructure and the
implementation of a state of the art practice dashboard as well as policies and procedures to
bring structure and closer monitoring for chronic pain management. However, these results
demonstrate the importance of building competency in primary care to manage pain effectively
in safety net settings. Pain is extremely prevalent, and opportunities for outside specialty
support are limited. Providers continue to express low confidence in their abilities to manage
chronic pain, and score less than optimally on pain knowledge assessments.

i, Primary Audisnce

Project Next Steps will address these observed opportunities by providing virtual access to pain
specialists to directly coach and support primary care medical and hehavioral health providers,
who will serve as the primary audience for this intervention. Primary medical and behavioral

health providers from each CHCI and Core Health site will be recruited to participate in this one
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year intervention and will attend weekly ECHO sessions during which they will present cases
and listen to other cases presented by their colleagues. Engagement by the target audience will
be assessed by collecting survey data, practice data from the electronic health record,
monitoring attendance for ECHO sessions, and conducting chart reviews. Three separate
surveys will be administered. Data on Project ECHO pain clinics will be collected each week to
monitor the number of clinics attended per clinician, the number of cases presented per
clinician and the manner in which each participant connects to the conference (e.g. conference
call, teleconference, personal computer, tablet, smartphone).

1. intervention Design and Methods
Study Design: This will be a non-randomized, controlled trial

Provider Recruitment: We will recruit primary care providers and behavioral health providers
from each participating practice site, and recruit additional, case matched control primary care
providers not taking part in the intervention. All primary care providers who care for adult
patients, including internists, family physicians, and family nurse practitioners will be eligible to
participate. All behavioral health providers treating adult clients will be eligible to participate
including psychologists, social workers, marriage and family therapists, psychiatrists, and
advanced practice registered nurses.

Patients: All patients with chronic pain, identified by our newly validated algorithm, cared for by
the intervention provider and the control provider will be included in the analysis. This
algorithm (Figure 4), combines data from the electronic healith record including opioid
medication use, pain scores, and ICD9 scores to identify the presence of chronic pain more
accurately than using any of these criteria individually. Pain scores are collected by trained
medical assistants as part of the intake process for every patient. Opioid prescribing data is
captured through the electronic health record “e-prescribing” tool.

Proejct ECHO intervenion: The intervention will occur over the course of one year on a weekly
basis. Each ECHO session will consist of a half-hour didactic presentation followed by 1.5-hours
of case presentation. Outcomes we will observe include provider practice variables, patient
outcomes, and organizational outcomes. Over the course of the intervention year, the Project
ECHO pain clinic participants will be asked to submit cases to be presented at the weekly clinic.
Working together, the primary care provider and the behavioral health provider will choose
cases from their shared patient panel for which they have questions and desire a
multidisciplinary consultation. Three days prior to the ECHO clinic, providers will record the
relevant aspects of the history and identify the principal consult questions using a standardized
case presentation form. These forms will be transmitted to the pain center via fax or secure
web portal for review prior to the ECHO conference. During the ECHO clinic, each primary care
provider/behavioral health provider team will present their cases to the pain center team via
video conference. The team will discuss the cases and assist the provider in developing an
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appropriate plan of care. The primary care provider will then be responsible for carrying out the
plan of care.

eConsult Intervention: In addition to participating in weekly Project ECHO sessions, each
primary care and behavioral health provider will be able to send brief “eConsults” to the
members of the pain specialty team. These eConsults will be submitted using the eConsult
pathway within the electronic health record which has been previously pilot tested and
successfully implemented for cardiology consults as part of a separate study protocol.
eConsults for pain will be created in the same way that standard referrals are created, with
attachment of a treatment summary, relevant results, documents, and specification of the
consuitative question. The eConsult will be received by the pain specialty team and reviewed
within 48 hours. The result will be received by the primary care provider who will be
responsible for acting appropriately on the pain team’s recommendations.

Study Outcomes: The principal study outcomes will include provider specific outcomes, patient
outcomes, and operational measures to fully assess the impact of the intervention.
i. Provider outcomes
1. Primary care provider knowledge about pain care:
a. Pain care knowledge scores {KnowPain 50 assessment)
b. Project ECHO knowledge survey
2. Primary care provider self efficacy
a. Pain care beliefs survey {Dobscha)
3. Adbherence to standards of care for chronic opioid management
a. Percent of patients using currently using opioids for 90+ days with an opioid
agreement completed/reviewed in the past year
b. Percent of patients using currently using opioids for 90+ days with toxicology
screening test completed within the past 6 months
c. Adherence to charting/documentation guidelines for chronic pain follow up
(VA chart abstraction tool)
ii. Patient Outcomes
1. Pain scores, functional assessment, and quality of life
a. # of patients with current pain score >=4 and/or >=8 during the intervention
year
b. # of patients with average pain score in the past month >=4 and/or >=8
during the intervention year
c. Average pain interference scores
d. Pain Quality of life score
iii. Operational Outcomes
1. Project ECHO: Data on Project ECHO pain clinics will be collected each week to
monitor the number of clinics attended per clinician, the number of cases
presented per clinician and the manner in which each participant connects to the
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conference (conference call, teleconference, personal computer, tablet,
smartphone) and process of implementation.

2. eConsult: We will collect operational data on all consults for the intervention and
control providers. These data will include the date of each consult request, the
date of the consult appointment and/or eConsult response, as well as the
recommendations of each eConsultation

Data management: CHCl has an electronic health record system that includes all patient health
records. The present study will use data elements from the system. Types of data collected
from this source and included in the present study will include primary care performance
measures, chart review data, pharmacy prescribing data, referral data, lab data and utilization
data {outpatient visits, urgent visits). Extraction methods and privacy and confidentiality
procedures will ensure that patient privacy is protected. All patient-level data will be de-
identified and aggregated. Patient identifiers are removed and a study ID is assigned to protect
patient confidentiality once data are accessed.

v, Evaluation Dasign

For the evaluation we will use a quasi-experimental design, mixed methods and a composite of
metrics. We will conduct a non-randomized, pre-post intervention with control group design at
twelve FQHCs in the state of Connecticut. The intervention period will be 12 months. A
pre/post-intervention will be utilized as a measurement system to analyze changes that
occurred as a result of the intervention for the intervention and control groups. We will
implement matching by key variables (e.g. age, sex, etc) to minimize selection bias between the
control group and the intervention group. We will also use quantitative and qualitative
methods in combination to provide greater validity and enhanced understanding of the results
of the intervention.

The research analysis and evaluation of this muitimodal intervention will be done by research
staff from CHCI’s Weitzman Center for Research and Innovation in Primary Care, and will be
focused on the primary goals of the intervention. We will determine the impact of the
intervention on a variety of outcomes including provider practice variables, patient outcomes,
and organizationaloutcomes. CHCI will monitor the intervention and its impact on provider and
patient measures. Operational data on ECHO Pain sessions and eConsults will be collected
prospectively and reviewed regularly by the Principal Investigators, with ongoing evaluation
and process improvement during the intervention period.

The evaluation will be guided by questions about the implementation and the scope and impact
of the Next Steps Educational Intervention. Quality of chronic pain care will be evaluated by
analyzing both patients’ and providers’ measures. An important aspect of this evaluation design
is the use of the same data collecting tools and procedures that provide data on the same
metrics we specify in our needs assessment. This will allow us to collect, analyze and report on
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data with the same metrics pre- and post- intervention, making it easier to compare data and
results. Data will be collected in a cross-sectional manner at the baseline and the end of this
pre/post controlled educational intervention. Some of the data collected during the needs
assessment will also be used as baseline data.

1. Ewvaluation Questions:

We propose the following evaluation questions and hypotheses to be tested:

Question 1. Will a muiti-modal educational intervention for primary care and behavioral health
providers {(eConsultation platform, Project ECHO, and enhancing the competencies of
behavioral health providers) improve quality of chronic pain care as measured by both patients
and provider’'s outcomes and experiences of care?
Hypothesis 1: Implementing the multi-modal educational intervention will result in improved
quality of chronic pain management by participating providers through:

a. Improved provider pain management knowledge and self-efficacy

b. Increased use of multidisciplinary treatment for pain

c. Decreased inappropriate use of chronic opioid medications for chronic pain

d. Increased adherence to pain care treatment guidelines for safety/monitoring of
opioids
Increased efficiency of referral to Behavioral Health for patients with chronic pain.
Increased percentage of patients with chronic pain who satisfactorily complete a
Behavioral Health consultation

r

hom

Hypothesis 2: Implementing the educational intervention will result in a reduction of pain,
improvement in functioning and quality of life for patients with chronic painful conditions
managed by providers taking part in the educational intervention.

Question 2. What changes did providers participating in the intervention actually perceive?

Question 3. What are the barriers and benefits of the program as they were experienced by
participating providers?

2. Inclusion and Exclusion Criteria:

Providers: Primary care providers and behavioral health providers at participating practices will
be invited to take part in the study. All providers who care for adult patients, including
internists, family physicians, family nurse practitioners, and behavioral health clinicians will be
eligible to participate, if they are not already participating in an ECHO clinic, do not plan on
leaving their respective health center for the duration of the study period, and their
employment status is at least .8 FTE. We expect 24 eligible primary care providers and 10
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behavioral health clinicians to participate in the study. All participants will be assigned an
anonymous and unigue study identification number which will be used on all study forms.

In order to prevent selection bias, providers will have to agree to register in the study all their
known chronic pain patients based on predetermined selection criteria. Chronic pain patients
will be identified using electronic searching in the electronic health records system. Patient
data will be collected through the electronic health records system.

Patients: All patients with chronic pain from both the intervention and control primary care
providers’ panels will be part of the evaluation. There is no standard definition for “chronic”
pain, and no standard mechanism to identify such patients from administrative data exists.
CHCI has successfully pilot tested a method using pain scores, ICD-9 codes, and opioid
prescribing data. Pain scores are collected by trained medical assistants as part of the intake
process for every patient at CHCI. Opioid prescribing data is captured through the electronic
health record “e-prescribing” tool. For purposes of the study, chronic pain will be defined
through a complex algorithm developed by CHCI that combines pain scores, ICD9 codes, and
opioid prescribing data (Figure 4). All patients identified as having chronic pain using this
algorithm will form the chronic pain cohort for this evaluation.

3. Data Sources and Collection Methods:

Data on a variety of outcomes will be collected at baseline and at the end of the intervention
period and will include operational measures, knowledge and attitudes surveys, as well as
provider treatment outcomes and patient cutcomes. New diagnostic tools, including two new
NIH-developed patient assessment tools and a new pain performance dashboard, will be used
to evaluate the impact of this project.

The impact of the project will be assessed using the following qualitative and quantitative
measures, all of which we have demonstrated the capacity to collect:

e Pain Care Knowledge, Attitudes, and Beliefs: KnowPain-50 Survey (Appendix A), (a
validated tool for assessing physician pain management knowledge), an 11 item
survey assessing attitudes and beliefs about pain care (Appendix B), and a pain
knowledge survey created by the University of New Mexico Project ECHO program
(Appendix C}.

e Provider practice patterns: pharmacologic management, referrals, adherence to care
standards

¢ Demographics and utilization: demographics, co-morbidity, referrals, behavioral
health, clinic utilization, and medication usage, health care costs and utilization

e Patient Pain outcomes: standard pain score (1-10), a new, validated eight question
function/quality of life survey (Appendix D) and a newly developed survey assessing
risk for abuse/misuse of opioids (the COMM survey, Appendix E)
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Electronic Health Records: CHCI uses the eClinicalWorks (ECW) Electronic Medical Record (EMR)
in conjunction with GE Centricity Practice Solution for billing and scheduling management. All
data will be retrieved from these two systems, de-identified, and analyzed by the study team.
All data retrieval queries will be validated by random chart reviews of at least 25 records. Data
elements will include the patient’s primary care provider name and degree, their demographics,
patient self-reported pain scores, medication prescribing records, laboratory results, opioid
agreement use, and behavioral health and medical referrals. The data will be cleansed
extensively to adjust for variation in free text charting, particularly in data fields containing
medication frequency and dosages. As additional practices in Massachusetts are added we will
collaborate with them and with Core Health to collect similar data from their respective
systems.

Survey instruments and administration: The KnowPain-50 Survey is a validated tool for
assessing physician pain management knowledge (40). To gain contextual information on
primary care provider’s attitudes and beliefs regarding pain care we added eleven survey
questions taken from a VHA-developed survey (7) to the KnowPain-50. Provider perspectives
about the intervention will be evaluated using survey tools pre and post implementation. The
goal will be to determine baseline and post-intervention experience and perceptions regarding
the intervention on multiple domains, including communication with specialists and impact on
clinical care of patients.

Chart Reviews: Manual chart reviews will be conducted to determine adherence to current
guidelines for documenting care for patients with chronic pain. Additional data sources for the
project will include a variety of CHCI operations data and quality measures from the practice
management system and electronic health record. We will also be collecting data from CHCI's
electronic health record system that includes all patient health records. Types of data collected
from this source and included in the present study will include primary care performance
measures, chart review data, pharmacy prescribing data, and utilization data {e.g. outpatient
visits, urgent visits}.

4. Analysis:

Appropriate statistical analyses will be undertaken to test for statistically significant differences
between the two study groups. Primary study hypotheses regarding between-group differences
on provider measures (e.g. pain management knowledge, attitudes and beliefs about pain care
scores, and self-efficacy scores) as well as patient measures (e.g. pain scores, quality of life and
functional assessment scores, COMM survey scores) will be examined. The impact of the
intervention on different providers’ measures including their chronic pain patients’ measures
will be tested statistically using a 2x2 mixed factorial analyses with an inter factor {intervention
group versus control group) and an intra factor (pre- versus post- intervention). We will report
on main effects and group x time interactions.
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To determine factors associated with group differences that emerged over time, we will
develop regression models for pain scores, quality of life and functional assessment scores with
significant group x time interactions. We will estimate change in the scores from data at the
two time points of the study, pre- and post-. These change scores will serve as dependent
variables in multiple regression analyses. To establish regression models, we will consider
baseline scores, as well as the provider and intervention implementation variables for inclusion
as potential predictor variables. Only those variables that correlate with the change scores at a
probability of 0.20 or lower will be included. An alpha level of 0.05 will be adopted as the
criterion for significance.

5. Methods to control for other factors outside this intervention:

We will take the following steps to filter out any confounding variables: we will use a control
group; we will closely match the study’s intervention and control groups prior to the
intervention; the control group will not receive the intervention. Subjects who decline to
participate in the intervention will not be included in the control group. The
intervention/control groups and outcome measures will be chosen before the intervention is
delivered. Evaluation of chronic pain management knowledge will be made before and after the
educational intervention. If we find differences in the characteristics of participants in the
intervention and control groups that might influence how they respond to the educational
intervention, we will apply more sophisticated techniques that allow a correction of these
differences.

Among the quasi-experimental study designs the pre-post control design is the soundest in
terms of establishing causality. This design is an improvement on pre-experimental designs in
that we can determine whether there is a change in provider knowledge and patient outcomes
after the intervention and thus decrease the chances of confounding due to other factors.
Therefore, there will be considerable confidence that any differences between intervention
group and control group will be due to the intervention. The design allows for many
comparisons {i.e. between groups, pre- to post-intervention in one group). Using pre-post
control design is also a useful way of ensuring that the study has a strong level of internal
validity because the pre-intervention ensures that the groups are equivalent, thus filtering out
confounding variables. Additionally, the statistical power can be increased by using the pretest
measure as a covariate to statistically equate the groups.

Y. Detailed Workplan and Dellverables Schedule

Project Next Steps will be divided into three main phases: Phase 1 (3 months) will be the
development phase, Phase 2 {12 months) the intervention phase, and Phase 3 (9 months) the
evaluation phase.
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Phase 1 (October 2012 to December 2012): Phase one is condensed to three months. This
aggressive timeline is feasible given the fact that both Project ECHO and eConsult pilots are
already developed and being conducted for other conditions {(hepatis C/HIV and Cardiology). In
addition, each of the evaluation tools that will be used during the analysis have been previously
pilot tested as well during Project STEP-ing Qut. Project Next Steps will pick up directly where
STEP-ing Out has left off and will leverage our current experience collecting data on pain
management and conducting a thorough evalution. During phase one, the project team will
start by hiring necessary staff and orienting them to CHCI and Project Next Steps. Secondly,
CHCI and IPCAZ will work together to finalize the details of the intervention, including
development of didactic material, creating a case submission protocol, and establishing and
testing the eConsult linkage using Peer to Peer messaging. Video conferencing equipement is
already present and fully functional at all CHCI sites and at IPCAZ. Additionally, the study team
will present the research project to CHCI’s onsite Institutional Review Board for review and
approval. Recruitment of primary care and behavioral health care staff for intervention and
matched control groups will then be conducted via onsite meetings, emails, and phone contact
with the provider teams. After recruitment, the research team will conduct random chart
reviews of each intervention and control provider’s chronic pain patients and adminster
baseline surveys.

Phase 2 (lanuary 2013 to December 2013): During phase 2, the team will conduct the
intervention, monitor adherence to the study protocols, and collect data on eConsults and
ECHO sessions. Data integrity will be carefully montitored to detect early any threats to
completion of the research protocol. Additionally, during Phase 2 the project team will
collaborate with Core Health to identify no less than four additional Massachusetts practices to
join the intervention. Recruitment will be preceded by Core Health’s creation of a
reimbursement structure that will directly compensate the pain center specialists and provide
incentives for primary care practices to join Next Steps as well.

Phase 3 {January 2013 to October 2013): Phase 3 will be dedicated to conducting a
comprehensive, mixed methods evaluation of the intervention. This evaluation will include
detailed anaylsis of study variables collected through chart review, surveys, and electronic
database queries as well as a qualitative assessment based on focus group interviews with
study participants.
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Hire and orient RA and RC
positions

11/15/12

Convene a CHCI project
advisory committee

11/15/12

IRB final application

11/25/12

Develop and finalize brief
didactic curriculum

12/1/12

Create case submission form

12/1/12

Add IPCAZ providers to CHCI
ECW referral list for Peer to
Peer eConsults, test linkages

12/1/12

Recruitment of PCP
intervention providers and
behavioral health providers

12/15/12

Recruitment of matched
provider control group

12/15/12

Administration of baseline
survey to all intervention
and control providers

12/30/12

Chart reviews for all
intervention and control
group providers pre-
intervenion

1/30/12

Train all intervention
providers in eConsult
submission

12/30/12

Train IPCAZ staff in eConsult
receipt and response

12/30/12

Phase 2

Case submission for
presentation at Project
ECHO pain first session

1/5/13 and weekly ongoing

Cases forwarded to IPCAZ
for review prior to each

1/5/13 and weekly ongoing
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session
Project ECHO 2 hr session 1/10/13 and weekly
ongoing
eConults “activated” for all | 1/1/13
intervention staff
Work with Core Health to 3/1/13
finalize financial
reimbursement model for
Next Steps
Recruit additional practices | 6/1/13
in Massachusetts to join the
intervention
Phase 3 Adminster 1 yr post 12/30/13
intervention surveys
Conduct 1 yr post 3/1/14
intervention chart reviews
Conduct primary care 3/1/14
provider focus group
interviews
Conduct IPCAZ focus group | 3/1/14
Primary Data analysis pre- 6/1/14
post and matched control
groups
Prepare final presentation 9/1/14
Manuscript development 9/1/14
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Figure 1: Patient Demographics
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Figure 2: Primary Care Provider Pain Survey Results

item Statement Mean Std. Deviation | P-value
Baseline {Time 1|Baseline {Time 1
2011 2012 |2011 2012
Skilled chronic pain management is a high priority for
P g ghpriority forly 24% laoo |oss 973 |oag**
me.
My management of chronic pain is influenced b
y management of P f Y li1s |1.29 |sss  |n121 755
experience with addicted patients.
My management of chronic pain is influenced by fear
y management of P / viear 56 liao |ees  |1.160 | 733
of contributing to dependence.
I have adequate time to manage most patients with
) . 1.81 1.18 |(1.191 1.248 |.006**
chronic pain.
Fear of narcotic regulatory agencies/administration
influences my decisions regarding chronic pain 2.04 2.36 |1.318 [1.246 [.325
management.
\Analgesic side effects hinder my efforts to treat
. . ) . 2.17 2.64 |1.204 |1.151 060
patients with chronic pain.
Patients | treat become addicted to opioids. 2.55 2.87 (1.212 11.036 |332
I use an opioid agreement with my patients. 4.45 4.53 [1.100 |661 |757
! use a pain assessment or monitoring tool. 3.77 3.11 |1.088 [1.352 [019**
| am confident in my ability to manage chronic pain. 2.77 2.24 |1.220 |1.300 .050%*
{ am satisfied with the quality of resources avaifable
. . . . 1.53 1.78 |1.231 1.204 274
to help me manage patients with chronic pain.
Knowledge assessment score (KP50, total possible
150 150
score = 250
__________________________________________________________ 26| Page
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Appendix C: Project ECHO™ Chronic Pain Clinic Self-Efficacy Questionnaire

Profession/Role: Date:

Organization:

1 2 3 4 5 6 7
None or no skill Vague Slight knowledge, Average among Competent Very competent Expert, teach
knowledge, skills skills, or my peers others
of competance competence

Please use the scale shown above to rate your skills, knowledge or competence in the following issues
and topics related to Project ECHO™ Chronic Pain Clinics. Please indicate @ (N/A) if a question does not
apply to your position/organization.

Please fill in the most appropriate rating bubble for each statement. (N/AL)
1 2 4 5 b 7
MNone Vague Slight Average Competent Very Expert,
orno  knowledge, knowledge, among comBetent  teach (N/A)
skill skills or skills, or my others

competence  compeflence peers
1.1 am confident in my ahility to
identify patients who need
pharmacological management of O O O O O O O O
chronic pain.
2.1 am confident in my ability to
identify patients who may need a
comprehensive approach O O O O O O O O
{rehabilitation, psychological
services} to pain treatment.

3.1 am confident in my ability to assess

patients for respensible opioid O O O O O O O O

analgesic treatment.

4.1 am confident in my ability to

understand possible side-effects of O O O O O O O O

most pharmacological medications
used for pain.

5.1am confident in my ability to

educate my clinic staff about O O O O O O O O

chronic pain patients.

6.1 am confident in my ability to assess
and manage psychiatric co-
morbidities in patients with chronic O O O O O O O O
pain.

7.1am confident in my ability to assess
and manage substance abuse co-
morbidities in patients with chronic O O O O O O O O
pain.



Please rate your skills, knowledge or competence in the following issues and topics related to Project

ECHO Chronic Pain Clinics. Please indicate N/A if a question does not apply to your position.
Please fill in the most appropriate rating bubble for each statement.

1
None
orno

skill

8. lam confident in my ability to
serve as Consultant within my O
clinic and in my locality for
chronic pain questions/issues

9. | am confident in my ability to
explain the risks and benefits of O
common interventional pain
procedures.

10.1 am confident in my abhility to
determine whether a patient is O
appropriate for opiate analgesic
treatment.

11.1 am confident in my ability to
determine if a patient may
benefit from behavioral O
intervention {psychology or
psychiatry).

12.1 am confident in my ability to
wark with patients who suffer O
from chronic pain.

13.1am confident in my ability to talk O
with a patient about chronic pain.

14.1 think physicians have a
responsibility to diagnose and O
treat patients with chrenic pain.

15.1 am confident in my ability to
educate other staff members in
our clinic about the complexities O
of issues associated with chronic
pain treatment.

16.1 am confident in my ability to
formulate a differential diagnosis O
for headaches.

17.1 am confident in my ability to
treat chronic pain patients with O
adjunctive medications.

2
Vague
knowledge,
skills or
competence

)

3
Slight
knowledge,
skills, or
competence

O

4
Average
among
my
peers

O

5
Competent

&
Very
competant

O

7
Expert,
teach
others

O

N/A



Please rate your skills, knowledge or competence in the following issues and topics related to Project

ECHO Chronic Pain Clinics. Please indicate N/A if a question does not apply to your position.
Please fill in the most appropriate rating bubble for each statement.

1 2 3 4 5 6 7
None Vague Slight Average Competent Very Expert,
orno knowledge, knowledge, among competent  teach

skill skills or skitls, or my others

competence cempetence peers

18.1 am confident in my ability to

formulate a differential diagnosis for O O O O O O O

neck pain.

19.1 am confident in my ahility to

formulate a differential diagnosis for O O @) O O O @)

low back pain.

20.1 understand the concept of “equi- 9 O O @) O @) 0

analgesic” dosing of opiates.

21.1 am confident in my ahility to

communicate effectively with patients 9 O O O O O O

and community members about
chronic pain.

What content area in this clinic has been most helpful to you?

N/A

In what content areas would you like additional emphasis to increase your learning in this
clinic?




Appendix D: Assessment of the Impact of Pain on Daily Function
English Version

How would you rate your pain TODAY?

0 1 2 3 4 5 6 7 8 9 10
Least Warst
What was your range of pain over the last month? Mark the scale twice: once for least pain, and then for worst.
0 1 2 3 4 5 6 7 8 9 10

Notat Alittle Somewhat Quitea  Very
all hit bit much

2 How much did pain interfere with work around the 1 2 3 4 5
?

4 How much did pain interfere with your enjoyment 1 2 3 4 5
of life?

6 How much did pain interfere with your enjoyment 1 2 3 4 5
of social activities?

S
8 How much did pain interfere with your family life? 1 2 3 4 5

Please respond to each question or statement by circling one number per row. in the past 7 days...
Please describe how your pain affects your daily life by answering these questions

1. Have you been to the emergency room, urgent care, or other health care practitioner for your pain since your last
visit in this clinic? [_] No [_] Yes

2. Do you have an appointment with a health care practitioner for your pain? [_] No [_] Yes Ifyes,
WHGQ?

3. Is your pain relief adequate? D No |:] Yes I no, please list specific goals that you feel have not been yet
achieved on the reverse side of this paper.

MEDICATION

4, PAIN RELIEF: On the average, by what percentage do your medications reduce your pain? (0% = no relief, 100%
= complete relief}

Pleasecircle: 0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

5.  Since your last visit with us have you experienced any of the medication side effects (circte any that apply):
Nausea sweating drowsiness poor concentration shakiness increased joint pain  itching
feeling drunk poorsexdrive  poor coordination flushing increased tiredness rash

dizziness new headache difficulty urinating constipation new or increased leg or foot swelling



Spanish Version

{Cémo calificaria su dolor HOY?

0 1 2 3 4 5 6 7 8 9 10

Minimo Lo peor
éCudl era su rango de dolor en el daltimo mes? Marque |a escala dos veces: una por el dolor minimo, y luego para
lo peor.

0 1 2 3 4 5 6 7 2 9 10

Minimo Lo peor

Responda a cada pregunta o declaracién marcando una casilla por linea.

Un -,
En los liltimos 7 dias .. Nada poco Algo Mucho  Muchisimo

A
2 LEn qué medida el dolor interfirid en el trabajo en el 1 2 3 4 5
hogar?

4 ¢En qué medida el dolor interfirié en su capacidad para 1 2 3 4 5
disfrutar de la vida?

6 .:En qué medida el dolor interfirié en su capacidad para 1 2 3 4 5
disfrutar de actividades sociales?

8 ¢En qué medida el dolor interfirid en su vida familiar? 1 2 3 4 5

Por favor describa como el dolor afecta su vida cotidiana respondiendo a estas preguntas:

1. {Ha estado en la sala de emergencias, atencidn de urgencia, u otro profesional de atencién médica para el dolor
desde su dltima visita en esta dlinica? [ [No [

2. ¢Tiene una cita con un profesional de la salud para su dolor? |:| No D Si, En caso afirmativo,
¢QUIEN?

3. ¢Es adecuado el alivio del dolor? |:| No |:| Si Si no, por favor liste las metas especificas que usted siente
gue no ha logrado todavia en el reverso de este documento.

MEDICAMENTOS

4, ALIVIO DEL DOLOR: En promedio, por qué porcentaje sus medicamentos le reducen el dolor? (0% = no hay
alivio, el 100% = alivio completo)

Margue conuncirculo: 0% 10% 20% 30%  40% 50% 60% 70% 80% 90%  100%

5. Desde su Gitima visita con nosotros ha experimentado alguno de los efectos secundarios de los medicamentos
{marque lo que corresponda):

Ndusea Transpiracion  Modorra  Falta de concentracion  Temblor  Aumento del dolor articular

Picazon  Sensacion de embriaguez  El deseo sexual pobre  Falta de coordinacién  Lavado  Erupcién

Aumento del cansancio  Mareo  Nuevo dolor de cabeza  Dificultad para orinar  Estrefiimiento nuevao

aumentada inflamacién de la pierna o el pie



Appendix E: COMM Survey

English Version

Very
Never Seidom Sometimes Often Often
In the past 30 days. 0 1 2 3 4

2 How often do people complain that you are not
completing necessary tasks? (i.e., doing things that need to O O 0] o 0]
be done, such as going to class, work or appointments})

3 | go

4 How often have you taken your medications differently
from how they are prescribed?

5

6 low much o your ime was spent”t'h'i‘n |né ab&uibbioid
medications {having enough, taking them, dosing schedule, o] 0 O 0 O
etc.)?

7 0

8 8. Inthe past 30 days, how often have you had trouble
conirolling your anger (e.g., road rage, screaming, etc.)?

10  How often have you bee_r?“worried about how you're
handling your medications?

12 How often have you had to make an emergency phone call
sh p at the clinic without a intment?

symptoms other than for pain {e.g., to help you sleep, 0 0 Q O 0
_improve your mood, or relieve stress)?

Total score (sum of score for each question)




Spanish Version

Rara A A Muy a
Nunca vez veces menudo menudo
En los Gltimos 30 dias... 0 1 2 3 4

b

2 ¢éCon qué frecuencia alguien se ha quejado de que usted no
cumple con sus responsabilidades {por ejemplo, cumplir con 0 O 0 8] 0
lo que debe hacer, como ir a clase, al trabajo o a una cita)?

3

4

5

6

7

8  éCon qué frecuencia ha tenido inconvenientes para
controlar la ira {p. ej., enojarse al conducir, gritar, etc.)?

10 éCon qué frecuencia se ha preccupado por la manera en
ue maneja sus medicamentos?

11

12 éCon qué frecuencia ha tenido que hacer una llamada

L . dir a la clinica sin cita?
cl 5 pers
na mayor

13 1 :
14 éCon gué frecuencia ha tenido que tomar u
cantidad de medicamento que la recetada?

16 ¢Con qué frecuencia ha usado su medicacion para aliviar
sintomas que no eran de dolor {p. gj., como ayuda para
dormir, para mejorar
el estado de dnimo o para aliviar el estrés)?

Total score {sum of score for each question)
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