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Case Study E.S.

E.S. 37 y.oobese female high school graduate and 

special ed. classroom aide

boarded out of Army following diagnosis of RRMS in 

2009

chooses to move with her two children to Virginia to be 

close to family, leaving spouse in Ft Hood, Tx.- He will 

soon deploy to Afghanistan.  



Neurogenic Pain

Arrives in the VA system through the ED in 2010

c/o burning, crushing pain in both ankles, ascending to 

groin over past three months

Txby nonVAneurologist with DMT and three five day 

courses of steroids within six weeks.

dilaudidfor pain



E.S. in theEmergencyRoom

Unable to speak; convulsive type tremors of face, lips 

and body

weakness; unable to walk; arrives in WC

Admitted and diagnosed with steroid induced psychosis

Step one: the assessment begins



Pain- The Fifth Vital Sign

VAS: 14 of 10

Functional assessment: 

15 yodaughter stopped going to school to care for her mom and nine-

year-old sister

Sick leave from job as special education classroom aide

chronic fatigue; sleeping all day

constant crying

Unable to move about due to pain



The VHA National Pain 
Management Strategy:

Implementation Of A Stepped Care Model 

Robert D. Kerns, Ph.D.

Director, PRIME Center, 
VA Connecticut Healthcare System

National Program Director for 
Pain Management,
VA Central Office

Professor of Psychiatry, 
Neurology and Psychology, 

Yale University



Pain Management is a Priority 
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ÅAs many as 50% of male VHA patients in primary care report chronic 
pain1,2

ÅThe prevalence may be as high as 75% in female Veterans3

ÅPain is among the most costly disorders treated in VHA settings; total 
estimated costs attributable to low back pain was $2.2 billion in FY994

ÅNumber of Veterans with chronic low back pain is growing steadily5



Concomitants of persistent pain

Â Pain is associated with:

Â poorer self-rating of health status,

Â greater use of healthcare resources,

Â more tobacco use, alcohol use, diet/weight concerns,

Â decreased social and physical activities,

Â lower social support,

Â higher levels of emotional distress, and

Â among women, high rates of military sexual trauma.



Pain among persons with Multiple Sclerosis
ÅEstimates suggest that 13-92% of persons with MS report presence of pain

ÅNorth American Research Committee on MS (NARCOMS) Patient Registry Survey 

focused on pain conducted in 2002  - 54% response rate (10,176 surveys completed)

ï 74% reported pain in past month

ï 13% reported severe to totally disabling pain

Hadjimichael, O., Kerns, R.D., Rizzo, M.A., Cutter, G., & Vollmer, T.L. (2007).  Persistent pain 

and uncomfortable sensations in persons with multiple sclerosis. Pain, 127, 35-41.

ÅSurvey of Veterans with MS (VR-36 survey; Veterans with MS identified from VA 

MS National Data Repository) ï63.9% response rate among Veterans with MS 

(2974)

ï 92% reported bodily pain in prior four weeks

ï 69% reported moderate to severe pain

ï 85% reported pain related interference

ï 71% reported moderate to severe interference

Hirsh, A.T., Turner, A.P., Ehde, D.M., & Haselkorn, J.K. (2009).  Prevalence and impact of pain in multiple 

sclerosis: physical and psychologiccontributors. Archives of Physical Medicine and Rehabilitation, 90, 646-

651.



Cumulative from 1st Quarter FY 2002 through 2nd Quarter FY 2011

Diagnosis (Broad ICD-9 Categories)** Frequency PercentÀ

Infectious and Parasitic Diseases (001-139) 101,158 14.8

Malignant Neoplasms(140-209) 8,822 1.3

Benign Neoplasms(210-239) 41,121 6.0

Diseases of Endocrine/Nutritional/ Metabolic Systems (240-279) 207,196 30.3

Diseases of Blood and Blood Forming Organs (280-289) 23,096 3.4

Mental Disorders (290-319) 349,786 51.2

Diseases of Nervous System/ Sense Organs (320-389) 294,433 43.1

Diseases of Circulatory System (390-459) 139,318 20.4

Disease of Respiratory System (460-519) 173,560 25.4

Disease of Digestive System (520-579) 242,070 35.4

Diseases of Genitourinary System  (580-629) 96,624 14.1

Diseases of Skin (680-709) 139,159 20.4

Diseases of Musculoskeletal System/Connective System (710-739) 377,205 55.2

Symptoms, Signs and Ill Defined Conditions (780-799) 341,019 49.9

Injury/Poisonings (800-999) 190,188 27.8

Frequency of Diagnoses*

among OEF/OIF/OND Veterans

Data are from the DoD Defense Manpower Data Center (DMDC)

*Includes both provisional and confirmed diagnoses.

**These are cumulative data since FY 2002, with data on hospitalizations and outpatient visits as of March 31, 2011; Veteranscan have multiple diagnoses with each health 
care encounter.  A Veteran is counted only once in any single diagnostic category but can be counted in multiple categories, so the above numbers add up to greater than 
683,521; percentages add up to greater than 100 for the same reason.
ÀPercentages reported are approximate due to rounding.



PTSD 

N=232

68.2%
2.9%

16.5%

42.1%

6.8%

5.3% 

10.3%

12.6%

TBI

N=227

66.8%

Chronic Pain 

N=277

81.5%

Lew et al., (2009). Prevalence of Chronic Pain, Posttraumatic Stress Disorder and Post-concussive Symptoms in OEF/OIF Veterans: 

The Polytrauma Clinical Triad. Journal of Rehabilitation Research and Development, 46, 697-702.

Prevalence of Chronic Pain, PTSD and TBI: 
Sample of 340 OEF/OIF Veterans 



National Pain Management Strategy

Objective is to develop a comprehensive, multicultural, 

integrated, system-wide approach to pain management 

that reduces pain and suffering for Veterans 

experiencing acute and chronic pain associated with a 

wide range of illnesses, including terminal illness. 



VHA Pain Management Directive (2009-053)

ÂObjectives of National Pain Management Strategy

ÂPain Management Infrastructure

Â Roles and responsibilities

ÂStepped pain care model

ÂPain Management Standards

Â Pain assessment and treatment

Â Evaluation of outcomes and quality

Â Clinician competence and expertise



VHA National Pain Management Strategy 
Infrastructure

ÅPain Management Program Office

ïSpecialty Care Services; Patient Care Services; DUSH for Policy 
and Services

ÅNational Pain Management Strategy Coordinating Committee 

ïCoordinating Committee Working Groups

ÁNursing Pain Management Working Group

ÅVISN Pain Points of Contact

ÅFacility Pain Points of Contact

ÅPrimary Care Pain Champions

ÅPain Resource Nurses

ÅVISN and Facility Pain Management Committees



VHA Stepped Care Model for Pain Management

ÅSingle standard of pain care for VHA
ïPopulation based approach

ïTimely access to pain assessment

ïState of the art treatment and follow-up

ïReliable communication and case management

ïPatient and family participation 

ÅEmpirically supported model
ïVon Korffet al. Stepped care for back pain: Activating approaches for primary 

care.  Ann IntMed 2001;134:911-917.

ïDobscha et al. Collaborative care for chronic pain in primary care.  JAMA 
2009;301:1242-1252.

ïKroenkeet al., Optimized antidepressant therapy and pain self-management in 
primary care patients with depression and musculoskeletal pain: A randomized 
controlled trial.  JAMA 2009;301:2099-2110.



Treatment 
Refractory

Comorbidities

STEP

1

STEP

2

STEP

3

Patient Aligned Care Team (PACT)
Routine screening for presence & intensity of pain

Comprehensive pain assessment

Management of common pain conditions

MH-PC Integration, OEF/OIF, & Post-Deployment Teams

Expanded nurse care management 

Opioid Renewal Clinics

Complexity

RISK

Secondary Consultation 
Pain Medicine

Rehabilitation Medicine

Behavioral Pain Management 

Multidisciplinary Pain Clinics

SUD Programs 

Mental Health Programs

Tertiary Interdisciplinary Pain Centers
Advanced diagnostics & interventions
CARF accredited pain rehabilitation

Integrated chronic pain and SUD treatment

VHA Stepped Pain Care 



Implementation of the stepped care model

ÅOEF/OIF Pain Care Enhancement funding

ïEducation for primary care providers

ïExternship at Tampa for building Pain Centers

ïIncentive for increased staffing of secondary and tertiary programs

ÅNational pain management leadership conferences
ÅPain and Primary Care Task Force
ïCompetencies for primary care providers
ïModel for specialty pain care within PACTs

ÅInterdisciplinary Pain Center Work Group
ÅHealth Executive Committee/VA-DoDPain Management Work Group

ÅPrimary Care Rural Health Initiative

ÅMental Health-Primary Care Integration

ÅProject SCAN (Specialty Care Access Networks)



Other Implementation Initiatives
ÅCommunication/education infrastructure

ïVA Pain List Serve

ïNational Pain Management Website 
(www.va.gov/painmanagement)

ïMonthly Pain Management Leadership teleconferences

ïMonthly pain management educational teleconferences

ÅGuidelines

ïChronic OpioidTherapy

ïAcute, post-operative pain management

ïDissemination of APS/AAPM guidelines

ÅWeb-based education

ïGeneral, opioidtherapy, polytrauma

ïLecture series on basics of pain management

http://www.va.gov/painmanagement


Primary Care Competency Educational Strategy
Measurement of 

achievement

Strategies for 

sustainability

Conduct of comprehensive pain assessment 

>Web-based training

>In-person training sessions

>Manuals from PainEDU.org

>Completion of training

>Chart review

>Panel size adjustments and 

increased visit time for pain 

patients

>Performance 

measures/monitors

History including assessment of psychiatric/behavioral comorbidities, 

addiction, and aberrant behavior (diversion)  

Conduct of routine focused physical/neurological examinations 

Judicious use of diagnostic tests/procedures

Optimal patient communication 

>Web-based training

>In-person training sessions

>Manuals from PainEDU.org

>Motivational interview 

training

>Completion of training

>Patient feedback

>Patient satisfaction 

surveys, but must 

account for skew due 

to disgruntled patients, 

secondary gain, 

>Ongoing 

reassessment of 

treatment plan

>Appropriately 

soliciting patient 

questions and 

concerns

>Availability of wellness 

programs,

>Behavioral 

management/pain 

psychology

>Patient support groups

>Templates for functional 

evaluation and re-evaluation

How to encourage realistic evidence-based expectations

How to provide reassurance and discourage negative behavior

How to foster pain self-management

Negotiating behaviorally specific and feasible goals 

Pain Management

>Web-based training

>In-person training sessions

>Manuals from PainEDU.org

>List of available services

>Service agreements

>Web-based info on local 

arrangements

>Links to practice guidelines

>Completion of training

>Medication utilization 

monitoring (long acting 

vsshort acting opioids, 

non-opioidtherapy)

>Utilization of adjuvant 

therapy, other 

interventions

>Chart review

>Separate problem patients 

from regular PC pain 

population

>Identify and review outliers

>Availability of wellness 

programs,

>Behavioral 

management/pain 

psychology

>Performance 

measures/monitors

Knowledge of accepted clinical practice guidelines 

Rational, algorithmic based polypharmacy

Opioidmanagement 

Knowledge/use of common metrics for measuring function 

Determining the need for secondary consultation 



PC Rural Health Series

Purpose: To provide virtual education support primarily to rural primary care providers (PCP) to 
help ensure all Veterans receive uniform, competent, expert care by VHA physicians regardless 
of geographic setting. 

Geriatrics
-Dementia

-Frailty

-Sex & Driving

- Advanced Care 
Planning

-Screening

Mental Health

-Evaluation & 
Treatment of Anxiety, 
Depression, & 
Suicidality

-Alcohol Misuse

-PTSD

Pain Management

-Complex Chronic 
Pain

-Stepped Integrated 
Pain Care

Post Combat Care

-Post Deployment 
for Frontline 
Providers

-C&P Process

-Environmental 
Agent Exposure

-Military Culture



SCAMP Trial
KroenkeK, Bair MJ, Damush TM et al.  Optimized antidepressant treatment and pain 

self-management in primary care patients with depression and musculoskeletal pain:  

A randomized controlled trial. JAMA2009;301:2099-2110.
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Improving access using technologies

ÅHome telehealth(Cervone/Vogel)

ïNurse care management

ÅVideoconferencing (Sellinger)

ïNational TelementalHealth Center

ÅInteractive Voice Response (Heapy)

ïEntirely therapist-less intervention

ïSelf-management emphasizing self-monitoring, self-evaluation, and self-
reinforcement

ïFunded HSR&D Investigator Initiated Research (IIR) Project

ÅWeb-based (Kerns)

ïVeterans Pain Management Resource Center

ÁVeteran preferences

ÁPain coping skill module approach



VA Specialty Care Access Network (SCAN) 

The mission of VA SCAN is to:

ÅMeet the needs of primary care 
providers and PACT teams for 
access to specialist consultation 
services and  support

ÅProvide case-based (CME) learning 
modules to improve core 
competencies and provider 
satisfaction

ÅFacilitate referrals to tertiary care 
centers when indicated

ÅUltimately to improve veteran 
access to specialty care and 
treatment outcomes



Specialty Pain Care Capacity

ÅOne hundred percent of VISNs are providing dedicated PAIN Clinic 

Services.

ÅEighty-nine percent (124/140) of facilities have dedicated PAIN 

Clinics established.   

FY09 FY10 % change

FY09-FY10

Encounters 287,915 333,447 15.8

Unique Patients 88,887 100,833 13.4



Trends in Pain Care Settings

VHA Health Analysis and Information Group Pain Management Survey conducted in October 2007 and 2009



Promoting Safe and Effective Use of Opioids

ÅOpioidïHigh Alert Medication Initiative

ïOpioidRenewal Clinic

ïCollaborative Addiction and Pain (CAP) 

Program

ïOpioidDecision Support System

ÅChronic Opioid Therapy ïClinical Practice 

Guideline

ÅOpioidTherapy Web Course

ÅPharmacy Benefits Management Initiatives

ÅDirective and Clinical Considerations regarding 

state-authorized use of marijuana programs

ÅPartnership with Office of National Drug 

Control Policy (ONDCP) in development and 

implementation of National Prescription Drug 

Control Policy


