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EXECUTIVE SUMMARY

EXECUTIVE SUMMARY

Introduction

The Army Surgeon General LTG Eric B. Schoomaker chartered the Army Pain Management Task Force (TF) in
August 2009 to make recommendations for a MEDCOM comprehensive pain management strategy that was holistic,
multidisciplinary, and multimodal in its approach, utilizes state of the art/science modalities and technologies, and
provides optimal quality of life for Soldiers and other patients with acute and chronic pain. TSG appointed BG
Richard Thomas, Assistant Surgeon General for Force Projection, as the TF Chairperson. Task Force membership
included a variety of medical specialties and disciplines from the Army, as well as representatives from the Navy, Air
Force, TRICARE Management Activity, and Veterans Health Administration (VHA).

The Task Force conducted its review and analysis utilizing site visits, interviews with clinical subject matter experts
and medical staff, and data collection through Regional Medical Commands, as well as through a review of medical
literature, and policies and regulations of U.S. Army Medical Command (MEDCOM) and the Department of Defense
(DoD).

The Task Force conducted 28 site visits from October 2009 through January 2010 at Army, Navy, and Air Force
Medical Centers, Hospitals and Health Clinics, as well as VHA and civilian hospitals. Visits outside of Army Medical
Treatment Facilities (MTFs) were scheduled based on recommendations from Service representatives, while also
taking into account the facilities’ reputations for innovative and state of the art approaches to pain medicine. During
site visits, leadership and staff were asked to assess pain management capabilities, strengths, weaknesses, and best
practices at their respective facilities.

National Defense Authorization Act for 2010

Section 711 of the National Defense Authorization Act for fiscal year 2010 tasked the Secretary of Defense to
develop and implement a comprehensive policy on pain management by the military health care system, no later
than March 31, 2011.

Overview of Pain in the United States and the Military Health System

Pain is the most frequent reason patients seek physician care in the United States, and more than 50 million
Americans suffer from chronic pain. The annual cost of chronic pain in the U.S. is estimated at $100 billion, including
health care expenses, lost income, and lost productivity. Back pain alone is the leading cause of disability in
Americans under 45 years of age. The failure to adequately address pain in the health care system continues to
result in unnecessary suffering, exacerbation of other medical conditions, and huge financial and personnel costs.

The variability that characterizes the practice of pain management in the U.S. health care system is a result of
several factors. To begin with, each medical provider's understanding and approach to pain management is unique
and variable, as it is significantly influenced by each physician’s academic medical training, mentors, cultural beliefs,
and personal experiences with pain. In addition, there is a lack of clear ownership of pain medicine by any one
medical specialty. According to the American Academy of Pain Medicine, “pain medicine” is a relatively new medical
specialty that is evolving along with its place in the medical hierarchy.

PAIN MANAGEMENT TASK FORCE E-1



EXECUTIVE SUMMARY

Although there are many treatment modalities for pain management, one of the major components for the treatment
of pain continues to be the use of Over-The-Counter and prescription medications. The use of medications is
appropriate, required, and often an effective way to treat pain. However, the possible overreliance on medications to
treat pain has other unintended consequences, such as the increased prevalence of prescription medication abuse
and diversion throughout the United States. According to the Office of National Drug Control Policy, prescription
opioid analgesics are the most commonly abused prescription drugs in the U.S., with the highest rate of abuse
occurring among those ages 18-25.

For patients interested in treatments other than, or in addition to, medication, Complementary Alternative Medicine
(CAM) is a popular option. Though CAM is increasing in popularity among patients, this popularity has yet to result in
a parallel increase in acceptance and use within traditional medicine. There is a wide range of these therapies and
treatments, such as acupuncture and yoga therapy, that have proven valuable in reducing an overreliance on use of
medications to treat pain.

Many of the Military Health System’s (MHS) challenges with pain management are very similar to those faced by
other medical systems, but the MHS also faces some unique issues because of its distinctive mission, structure and
patient population. For example:
o The nation expects the MHS to provide the highest level of care to those carrying wars’ heaviest burdens.
o The transient nature of the military population, including patients and providers, makes continuity of care a
challenge for military medicine.
o Pain management challenges associated with combat polytrauma patients require integrated approaches to
clinical care that cross traditional medical specialties, not all of which are universally available across the
MHS.

MEDCOM and MHS lack a comprehensive pain management strategy that addresses current deficiencies. As a
result, pain management initiatives are fragmented - often driven by local champions and subject to retirements,
changes of command, and annual budget priorities for their continued existence.

Finally, the MHS care for Warriors is rooted in a military culture that praises selflessness, toughness, and willingness
to accept pain. “No pain, no gain” is a philosophy embraced by much of the Active Duty force and their leadership.
This attitude often causes delays in seeking treatment, as Soldiers, Sailors, Airmen, and Marines attempt to work
through their pain and “tough it out.” This frequently results in relatively minor acute issues later becoming harder-to-
manage chronic conditions.

Pain Management Task Force Recommendations

The Pain Management Task Force developed 109 recommendations that lead to a comprehensive pain management
strategy that is holistic, multidisciplinary, and multimodal in its approach, utilizes state of the art/science modalities
and technologies, and provides optimal quality of life for Soldiers and other patients with acute and chronic pain.

The recommendations rely heavily on an education and communication plan that crosses DoD and VHA medical staff
and patients. The Task Force also placed an emphasis on linking to existing Service and MHS initiatives (e.g.
Patient Centered Medical Home, Comprehensive Soldier Fitness) that support the pain management strategy. The
requirement to synchronize both effort and approach to pain management across the MHS and VHA is an essential
first step in combating the variability that plagues pain management across the MHS. This requirement was the
driving force behind many of the other TF recommendations.
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EXECUTIVE SUMMARY

Recommendations are divided into four areas:

1. Provide Tools and Infrastructure that Support and Encourage Practice and Research Advancements in Pain
Management

2. Build a Full Spectrum of Best Practices for the Continuum of Acute and Chronic Pain, Based on a Foundation of
Best Available Evidence

3. Focus on the Warrior and Family - Sustaining the Force

4. Synchronize a Culture of Pain Awareness, Education, and Proactive Intervention

All recommendations support the TF vision statement of “Providing a Standardized DoD and VHA Vision and
Approach to Pain Management to Optimize the Care for Warriors and their Families.”

The Way Ahead

Improving pain management across the DoD will require a significant reorganization, education, and training effort
that will be most effective if pursued as a part of a DoD and VHA partnership.

The Uniformed Services boast an impressive group of pain medicine physician subspecialist but they are relatively
few in number when compared with the mission. In addition to ensuring there are continued efforts to grow and
retain pain medicine specialists, the MHS must develop a supporting team of clinicians and staff to assist specialists
in addressing the pain management needs of their patients and staff.

Pain medicine should be managed by integrated care teams which employ a biopsychosocial model of care. The
standard of care should have objectives to decrease overreliance on medication driven solutions and create an
interdisciplinary approach that encourages collaboration among providers from differing specialties.

The DoD should continue to responsibly explore safe and effective use of advanced and non-traditional approaches
to pain management and support efforts to make these modalities covered benefits once they prove safe, effective
and cost efficient.

MHS Leadership must establish pain as a priority, with an urgency that leads to practice changes. The focus should
be on prevention, followed by prompt and appropriate treatment that seeks to relieve acute pain and eliminate
progression to chronic pain when possible.

Including the VHA in this strategy is essential. DoD and VA should cooperate and share common educational
materials, venues, protocols, and formularies. A common standard would demonstrate the power of a unified effort
and expedite achievement of the common goal: providing a standardized DoD and VHA vision and approach to pain
management to optimize the care for Warriors and their Families.
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Task Force Recommendation Objectives

Provide Tools and Infrastructure that Support and Encourage Practice and Research

Advancements in Pain Management

Establish common pain taxonomy across the DoD and VHA.

Describe a common language DoD and VHA pain assessment tool with visual cues and a common set of
measurement questions.

Establish a common baseline of pain care capabilities across DoD and VHA by creating a modified version of the
2009 VHA Pain Management Survey to distribute to all DoD MTFs.

Evaluate the utilization, potential roles, and certification requirements for Nurses in the DoD pain management
strategy.

Establish a process to standardize a Military Health System credentialing process for pain medicine.

Reexamine the use of productivity measures (Relative Value Units) in evaluating primary care.

Develop a patient-centric approach to recovery, rehabilitation, satisfaction, and pain control, with greater attention
to opioid control and minimizing abuse.

Establish a joint formulary to facilitate smoother transitions and minimize pain throughout the continuum of care.

Adopt a clinical information data system that provides pain assessment screening with an outcomes registry to
promote consistency in pain care delivery.

Incorporate scientific advances in battlefield surgery and medical technology to improve the delivery of pain care
across the continuum.

Expand telemedicine capabilities to incorporate pain management initiatives.

Add a Joint Theater Trauma Registry module to capture, define, and characterize Wounded Warrior pain issues
throughout the care continuum, from the battlefield to MTFs.

Develop an electronic pain order set to assist health care providers in selecting evidence-based, individually
tailored pain management plans.

Standardize medical equipment, personnel support, and training across the continuum of pain care.

Leverage advances in regional anesthesia techniques by integrating the data through an existing, sanctioned joint
tracking data system.

Identify substance abuse patients in Warrior Transition Units by embedding the necessary resources to develop
and implement a coordinated care and monitoring plan.

Mitigate the risk of prescription drug abuse and dependence in pain patients, with a focus on those receiving
controlled substances for the treatment of chronic pain.

Develop collaborative pain research strategies that advance Warrior pain care and rapidly translate effective
findings into practice.

Improve military pain research strategic communications.

Standardize the practice of pain medicine with pain management clinical practice and clinical management
guidelines.
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Build a Full Spectrum of Best Practices for the Continuum of Acute and Chronic Pain, Based on a

Foundation of Best Available Evidence

Incorporate integrative and alternative therapeutic modalities into a patient centered plan of care.

Leverage embedded osteopathic and physical therapy resources in the provision of manipulation therapies for
musculoskeletal pain.

Integrate pain management into primary care, consistent with the Patient Centered Medical Home Model.

Adopt the VHA Stepped Care Model to ensure timely access to collaborative care, reduce pain and suffering, and
improve quality of life for Warriors and their Families.

Integrate the prevention, early identification, and treatment of injuries as a component of the comprehensive pain
management strategy.

Focus on the Warrior and Family - Sustaining the Force

Implement a drug abuse assessment strategy to ensure the efficacy of pain treatment and reduce aberrant
behavior, abuse and addiction with opioids.

Provide appropriate pain management and clinical pharmacy oversight in Warrior Transition Units.

Collaborate with the Warrior Transition Command to revise the satisfaction survey to incorporate pain metrics.

Synchronize a Culture of Pain Awareness, Education, and Proactive Intervention

Transform the pain curriculum at all levels of medical education and care delivery.

Integrate TF recommendations and STRATCOM with other related DoD and VHA programs.

Develop a pain management education plan that addresses the full spectrum of stakeholders and issues.

Establish enterprise-wide tiered pain management requirements to standardize patient care services.

Establish interdisciplinary pain management services to oversee optimum patient-centered, integrated pain care.

Develop requirements for Service pain consultants to reflect an interdisciplinary, integrative approach to pain
management.

Establish an effective pain management advisory board for DoD and VHA.

PAIN MANAGEMENT TASK FORCE E-5
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PRELUDE TO THE PAIN MANAGEMENT TASK FORCE

l. PRELUDE TO THE PAIN MANAGEMENT TASK FORCE

In May 2008 the Health Policy and Services (HP&S) Proponency Office for Rehabilitation and Reintegration (PR&R)
at Office of The Army Surgeon General (OTSG) began an examination of “Pain” as a distinctive issue for the U.S.
Army Medical Command (MEDCOM). Around the same time, Congress proposed a “Military Pain Care Act” in the
House and Senate versions of the National Defense Authorization Act (NDAA) for 2009. The legislative language
included an assessment that stated:

“Comprehensive pain care is not consistently provided on a uniform basis
throughout the systems to all patients in need of such care.”

Although the Military Pain Care Act was not included in the NDAA for 2009, the Services were informed by Congress
that the issue would be revisited in the NDAA for 2010. Subsequently, PR&R formed the MEDCOM Pain
Management Work Group, consisting of local military pain management specialists from Army, Navy and Air Force,
as well as a few OTSG staff officers. The group concluded that MEDCOM'’s pain management strategy was focused
on complying with the Joint Commission (JC) pain standards. Although this was a worthy objective and MEDCOM
appeared to be successful in meeting the JC standards for pain management, the work group was convinced that
this goal was not sufficiently ambitious.

During a PR&R-sponsored strategic summit in December 2008, participants shared information about local pain care
initiatives, including the Walter Reed-based Military Advanced Regional Anesthesia & Analgesia (MARAA) program
that focuses primarily on the analysis of:

¢ Acute pain management techniques for the battlefield, and ways to make improvements.

e Pain management clinics that utilize a wide variety of integrated medicine approaches.

o The Veterans Administration’s (VA) very mature pain management initiative.

At the 2009 Army Family Action Plan (AFAP) Conference, one of the four new medical issues presented to Army
Senior leadership was “overmedication of Service Members and Families.” Senior leaders at the MEDCOM
Behavioral Health Summit singled out pain management as a priority for the organization. Several months later, the
Army Suicide Prevention Task Force (ASPTF) tasked MEDCOM to develop recommendations to provide alternate
approaches to pain management. The ASPTF concluded there was a possible overreliance on pain management
medications, while certain complementary approaches for pain management were being underutilized. Although the
Pain Management Work Group members concurred with the need to expand available treatment modalities, they
were also convinced that no new approach would have the desired effect unless it was part of a comprehensive pain
management strategy for MEDCOM.

Despite some successes, such as establishing a requirement for a Pain Consultant to The Surgeon General (TSG)
and increased recognition of the ongoing efforts of many local pain management champions around MEDCOM, there
continued to be insufficient progress toward the development of an effective comprehensive pain management
strategy. The Pain Management Work Group determined that:

¢ Significant improvement in pain management would require a course correction for the organization.

e Pain management would need to be redefined for MEDCOM.

e MEDCOM would require a reorientation and an updated approach to a new definition of pain management.

The PR&R and HP&S leadership supported the assessment that an increased amount of command attention and
resources would be required to develop and implement an effective strategy for an organization as large as
MEDCOM. Following a briefing from the MEDCOM Chief of Staff, TSG elected to charter a Task Force (TF) to
address the pain management challenge under his command.
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Il. TASK FORCE ORGANIZATION AND LIMITATIONS

Charter

Army Surgeon General LTG Eric B. Schoomaker established the Pain Management Task Force in August 2009 to
make recommendations for improving clinical, administrative, and research processes for the provision of pain
management care and services at MEDCOM facilities. The primary objective of the TF was to develop a template for
a MEDCOM comprehensive pain management strategy that is holistic, multidisciplinary, and multimodal in its
approach, utilizes state of the art/science modalities and technologies, and provides optimal quality of life for Soldiers
and other patients with acute and chronic pain. A copy of the signed Charter is attached as Appendix C.

LTG Schoomaker appointed BG Richard Thomas, Assistant Surgeon General for Force Projection, as the TF
Chairperson and later appointed the remainder of MEDCOM TF members, ensuring representation from the
continuum of clinical specialties involved in pain management.

Because pain management challenges are not unique to MEDCOM, and a joint solution is required to ensure a
uniform continuum of care is provided for Warriors and other Beneficiaries, TSG invited the Assistant Secretary of the
Army for Manpower and Reserve Affairs (M&RA); Acting Under Secretary for Health for the Veterans Health
Administration (VHA); Surgeons General of the Air Force and Navy; Deputy Director, TRICARE Management Activity
(TMA); and United States Army Reserve (USAR) and United States Army National Guard (USNG) to nominate
representatives for the TF. All of these organizations nominated individuals who were subsequently appointed to the
Task Force.

Structure and Member Selection

Because relieving pain and suffering is an objective that is organic to all specialties across the health care continuum,
there was an extensive list of stakeholders to be considered for inclusion on the TF. MEDCOM Regional Medical
Commands submitted nominations for the TF with the understanding that TF activities would require an estimated
25% of representatives’ duty time. The TF Chairperson selected the number of members as well as the cross
section of specialties required to adequately represent this complex issue, while ensuring a manageable TF size.

The TF member list follows in Figure 1.

Chairperson BG Thomas requested that those specialties not specifically represented on the Task Force be provided
the opportunity to offer feedback on the TF recommendations prior to release of the Final TF Report. Their feedback
has been solicited and integrated, as directed. A list of the medical specialties and stakeholders is attached as
Appendix D.
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Figure 1. Task Force Member List

TASK FORCE ORGANIZATION AND LIMITATIONS

Organization

Chairperson BG Richard. W. Thomas Army ASG, (FP)
Senior Medical Officer COL‘(b)(G) \ MC AFRR

Acute Pain: Anesthesia col|(P)(6) MC MEDCOM-WRAMC
Chronic Pain: Anesthesia wal @O ye MEDCOM-WRAMC
Behavioral Health (Addiction) col P)©) MC MEDCOM-GAHC
Pharmacy L 7¢/(0)®) MS | MEDCOM-CRDAMC
Primary Care W(t‘:) PA, Pharm MEDCOM-MAMC
PM&R (Integrative Medicine) col/(b)(6) NC MEDCOM-WBAMC
Research Dr|(b)(6) COL (Reb) MRMC

IM IT: Primary Care L TC |(P)(O) MC OTSG

Physical Medicine and Rehab MAJ|(0)(6) MC OTSG

WTC: Primary Care col () AN WTC

Reserve Component: Primary Care MA‘..‘ (b)(6) E’ ARNG

Orthopedic Surgeon col/(P)(©) Nc USAR

Nursing LTC (P)|(P)(6) AN MERA

Primary Care pr,| (0)(6) COL (Ret) | M&RA

TF Operations Specialist (b)(6) M&RA

Pain Management: Anesthesia CDR (b)(6) MC NAVY

Pain Management: Anesthesia Maj] O I me AIR FORCE

TMA: Primary Care cDR|(P)(6) MC TMA

VHA: Pain Medicine Dy (P)(6) MD Veterans Health Administration
TF Chief of Staff: Nursing LTC (P)|(P)(0) AN OTSG

Methodology

The Task Force conducted its review and analysis utilizing site visits, interviews with clinical subject matter experts
and medical staff, and data collection through Regional Medical Commands, as well as through a review of medical
iterature, and policies and regulations of MEDCOM and the Department of Defense (DoD).

The large amount of information collected during the TF operations was managed through a Web portal developed
on Army Knowledge Online (AKO). Access to the AKO Web portal was limited to TF members and select invited
guests. Capabllities of the Web portal included document sharing, editing, and scheduling, as well as an extensive
lIbrary of pain-related information links, news stories, medical literature, and educational materials.
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The TF focused on developing actionable information to meet the major deliverables identified in the Charter,
Including the following:

1. Assessment of current pain management clinical and administrative processes, capabillities, best practices, and
research:

2. |dentification of safe and effective complementary and alternative approaches to pain management; and

3.  Recommendations for improvements to clinical and administrative processes, capabllities, best practices, and
research.

Task Force Activities

Data call

The first activity of the Task Force was a pain management data call sent to MEDCOM Military Treatment Facilities
(MTFs). Regional Medical Centers (RMCs) responded with a 100% return rate, providing the TF with qualitative
baseline summaries of MTF pain management activities, initiatives, resources and perceived deficiencies. This data
provided the TF visibility of locations with unique approaches to pain care and the identity of local champions.
Information from the data call helped further focus TF areas of exploration and analysis.

The data revealed a wide variation in approaches to treating acute and chronic pain across MEDCOM, specifically In
coordination, collaboration, standardized measurement, tracking, and resource availablility. MTFs of similar size and
mission reported significant variations In pain management structure, staffing and available treatment modalities.
Many promising local initiatives were Unfinanced Requirements (UFR). There were neither standards for patient-
centered, outcomes-based care nor actionable pain metrics across the enterprise. In summary, there was no
common understanding of pain management responsibilities, approaches or resourcing across commands. A copy
of the MTF distribution list and data call template can be found in Appendix E.

Meefings
The Pain Management Task Force held its first meeting 24-27 August 2009. In addition to TF Chairperson BG
Thomas, and the appointed members of the TF, attendees included:

. [(b)(®) | ASA (M&RA)

o |(b)(6) Acting DASA-MHA
e RADM Thomas J. McGinnis, TMA

(]

BG (Ret) Stephen Xenakis, M.D.

The meeting also Included invited representatives from:
e MEDCOM

Warrior Transition Command (WTC)

Headquarters Department of the Army (HQDA)

Defense Centers of Excellence (DCoE)

Veterans Health Administration (VHA)

The first day consisted of an orientation to the Pain Management Task Force goals followed by presentations from
MEDCOM, Army, DoD, and VHA programs and initiatives. These briefings were organized to:

e [Educate the TF membership about the wide variety of ongoing initiatives related to the TF mission;
e Educate the representatives on Initiatives and programs related to TF objectives; and

e [nitiate collaboration and communication among TF participants to ensure activities complement existing
efforts.
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The second day TF members were divided into three facilitated breakout sessions focused on identifying Policy and
Performance Management, Service Delivery, Warriors in Transition, and Program Integration issues related to pain
management. The TF focused on these tasks in its initial evaluation of MEDCOM pain management and began to
develop a comprehensive pain management strategy. TF members decided to invite representatives from Air Force
(USAF), Navy (USN), and Army Guard and Reserve to ensure full representation.

Following the initial meeting, the TF held monthly in-person meetings and weekly or biweekly telephone conferences
to provide updates, conduct issue discussions, and coordinate future TF activities. Additionally, ad hoc meetings
were held among TF members while working on their assigned issues.

Site Visits

The Task Force conducted 28 site visits from October 2009 through January 2010. The TF visited Army, Navy, Air
Force, and VA MEDCENS, MEDDACS and Health Clinics as well as civilian facilities, which were chosen based on
their reputations for innovative and state of the art approaches to pain medicine. Civilian facilities outside of
MEDCOM were selected based on input from TF representatives.

The TF developed a standardized site visit template that was used to conduct interviews and report findings on the
site visits (Appendix F). Interview questions asked leadership and staff to assess pain management capabilities,
strengths, weaknesses, and best practices at their respective facilities. The TF found a variety of best practices and
confirmed the wide variation in existing practices and available resources, further substantiating information provided
through the MTF data call. Findings from the site visits, and other activities of the Task Force, are presented in this
Task Force Report.

Figure 2: Task Force Site Visit Map

WESTERN Region NORTHERN Region

@amy Ova
() Navy @ civilian

oo | | [ womemner |

Fort Lewis (MAMC) FortHood (CRDAMC) Fort Campbell (BACH) Honolulu (TAMC)

Puget Sound VA
University of Washington
Swedish Hospital
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Limitations and Caveats for the TF Report

The Army Surgeon General chartered the Army Pain Management Task Force to evaluate MEDCOM pain
management, and although the TF membership and charter were naturally “Army-centric,” The Surgeon General
recognized the importance of including Navy, Air Force, and Veterans Health Administration in this effort. At the start
of the process, all TF members concluded that achieving significant pain management improvements in their
respective organizations would require developing recommendations that could be applied to a larger DoD and VHA
approach to pain care. As such, all recommendations in this report were developed with the intent of being part of a
DoD and VHA comprehensive pain management strategy.

Representations in this TF Report were made as part of the TF mandate to provide recommendations regarding the
DoD and VHA programs, initiatives, and projects. The Task Force understands that the Services and the Veteran’s
Health Administration, while having representation on the TF, have not had the opportunity to officially review and
staff the recommendations within their organizations.

While the TF Report appears to focus on the inadequacies of pain medicine in the military and VHA health care
systems, there was no intention to leave an impression that standards of care are not currently being met. In fact,
the DoD and VA facilities continue to deliver exceptional health care within accepted standards of care. During the
site visits and interviews, the TF identified numerous best practices for pain management that were later used to
develop the recommendations in this report. The TF members determined that there was both a need and an
opportunity to push the MHS and VHA beyond meeting the current standards of care.

The Pain Task Force conducted its evaluation and analysis over the course of six months. With the exception of
scheduled monthly meetings and site visits, the appointed members continued working at their regularly assigned
places of duty and positions. The Task Force leadership continually balanced the desire to leverage the synergy of
gathering TF members with the competing reality that these were leaders in military medicine with clinical
responsibilities.

Lastly, with the limited time available, the Task Force was not able to fully evaluate and make specific
recommendations for Pediatric and Palliative Care pain management. The consensus from the Task Force members
was that a thorough evaluation of these areas would require further expertise and time, neither of which were
available to the TF.
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Il PAIN MANAGEMENT OVERVIEW

Introduction

Treating pain is one of medicine’s oldest and most fundamental responsibilities. Yet modern medicine continues to
be challenged in its efforts to understand pain mechanisms and to relieve pain and suffering. Pain is an enigmatic
issue that places significant burdens on patients, families, medical providers, and employers.

Pain is the most frequent reason patients seek physician care in the United States and it affects more Americans
than diabetes, heart disease and cancer combined (Centers for Disease Control and Prevention and American
Academy of Pain Medicine). When including health care expenses, lost income, and lost productivity, the annual
cost of chronic pain in the U.S. is estimated at $100 billion (National Institutes for Health). Back pain alone is the
leading cause of disability in Americans under 45 years of age.

The variability in pain management practice throughout medicine is partially due to the lack of a congruent pain
curriculum in the academic preparation of various medical professionals. The topic of pain management is often
poorly presented and inadequately developed in the curricula of many U.S. medical, nursing, pharmacy, and other
medical professional schools, as well as in their respective continuing education.

A medical provider's understanding and approach to pain management is unique and variable. It is significantly
influenced by academic medical training, currency of pain curriculum, medical mentors, cultural beliefs, and personal
experiences with pain. Considerable variation in the management of pain currently exists also, in part, due to a lack
of clear ownership of pain medicine by any one medical specialty. This has resulted in medical turf-wars as diverse
specialties battle for reimbursement and workload credit. The failure to adequately address pain in the health care
systems continues to result in unnecessary suffering, exacerbation of other medical conditions and huge financial
and personnel costs.

According to the American Academy of Pain Medicine, “pain medicine” is a relatively new medical specialty that is
evolving in conjunction with advances in pharmacology and interventional procedures. Its place in the medical
hierarchy is still developing. There is much variability in what constitutes a “Pain Specialist” or “Pain Clinic.” This
creates uncertainty for patients and providers. The perception of many patients and providers is that pain
management specialists fall within one of two categories: intervention-centered (e.g., needles) or medication-
centered (e.g., pills). Neither of these unitary approaches to pain management completely meets the needs of
patients, who often present complicated causes and reasons for their pain. Therefore, a comprehensive and
integrated approach to pain management across several medical specialties is required.

Although there are many treatment modalities for pain management, one of the major components for the treatment
of pain, whether in primary care or by “pain specialists,” continues to be the use of Over-the-Counter (OTC) and
prescription medications. Using medications to treat pain is appropriate, required, and often effective. In some
cases, an increased reliance on prescription medications for pain treatment appears to be influenced by the fact that
most pain medications are relatively inexpensive, patients readily accept their use, and they require minimum time
expenditure on behalf of the provider and patient. The possible overreliance on medications to treat pain has other
unintended consequences, however, such as an increase in prescription medication abuse and diversion throughout
the United States. According to the Office of National Drug Policy, prescription opioid analgesics are the most
commonly abused prescription drugs in the U.S., with the highest rates of abuse occurring among those between the
ages of 18 and 25 (Wilson, 2006). These medications are often diverted from family members or friends and are
viewed as “legal,” less shameful to use, and safer than illegal drugs (NIDA, 2008).
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For patients seeking a treatment plan that includes more than just medication, Complementary Alternative Medicine
(CAM) is gaining popularity, though this has yet to result in a parallel increase in the acceptance and use of these
complementary modalities within traditional medicine. There is a wide range of these therapies and treatments, such
as acupuncture and yoga therapy, that have proven valuable in reducing an overreliance on use of medications to
treat pain. There are many reasons individuals may seek the option to use CAM, not the least of which is the failure
of current treatment to relieve their pain. Current research indicates that part of the appeal of CAM includes the
opportunity for greater personal involvement in health maintenance, holistic health beliefs and, for those with chronic
conditions, an active coping mechanism (Bishop, Yardley and Lewith, 2007; Sollner et al., 2000).

Understanding that pain is not just a symptom of disease but at times, is a disease process in itself, is a fundamental
change occurring in modern medicine, explaining the new emphasis on effective pain control. Regardless of the
treatment setting, inadequate acute pain control is associated with a myriad of physiologic changes that can
significantly increase patient morbidity and possibly mortality (Dubois, 2009). Evidence suggests that untreated or
poorly treated acute pain, and the pro-inflammatory and immunosuppressive responses associated with it, may result
in deleterious health effects for months or even years after the initial onset of pain (Meiler, 2006). Pain is a disease
state of the nervous system and deserves the same management attention given to any other disease states.

Pain in MEDCOM, MHS, and VHA

The Military Health System’s (MHS) challenges with pain management are very similar to those faced by other
medical systems. However, there are some unique issues faced by the MHS because of its distinctive mission,
structure and patient population.

The MHS’s mission to take care of Service Members and their Families extends beyond the usual relationship
between a health care system and its patients. Providing world-class medical care is always an imperative, but
during a time of war, its importance is heightened. The nation expects and demands that the MHS provide the
highest level of care possible for those carrying the heaviest burdens. Doing any less than this is unacceptable to the
military leadership, Congress, and the American people.

The likelihood that patients have their medical care coordinated by a single Primary Care Manager (PCM) remains
very low in the MEDCOM. The transient nature of the military population, including both patients and providers,
creates extraordinary challenges to providing continuity of care, something very important to pain management.
Ongoing access to a PCM is often limited because of provider deployments, Temporary Duty (TDY) for training, or
Permanent Change of Station (PCS) moves. Patients are also subject to many of these same variables. The
inability to provide continuity of care is extremely problematic when attempting to develop and implement long-term
treatment plans for pain management and other chronic medical conditions. This often exposes patients to
duplicative appointments, laboratory tests, and medical procedures, along with inconsistent treatment approaches
that can cause confusion, frustration and in some cases unnecessary suffering.

Modern military medicine is unparalleled in its ability to save Wounded Warriors. Body armor and improved delivery
of battlefield medicine have increased patient survival from wounds that were fatal in previous conflicts. This,
however, has resulted in pain management challenges for combat polytrauma patients. One such challenge is the
need to provide pain control for potentially medically unstable Warriors immediately following injury and then
continuously during transport to secondary and tertiary care facilities. Other challenges include the management of
comorbid conditions, such as post concussive syndrome, mild-Traumatic Brain Injury (TBI) and PTSD. These latter
conditions require integrated approaches to clinical care that cross traditional medical specialties, not all of which are
universally available across the MHS.

Overall, both MEDCOM and MHS lack a comprehensive pain management strategy, exacerbating several patient-
provider continuity challenges. The MEDCOM and MHS are responsible for patient care throughout the world.

8 PAIN MANAGEMENT TASK FORCE



PAIN MANAGEMENT OVERVIEW

However, no widely disseminated pain management philosophy is currently in place and specialty care services,
personnel, and treatment modalities are neither standardized nor predictable across MTFs. The MEDCOM and MHS
have no published standards for pain management structure, capabilities, or personnel for their clinics, hospitals, or
medical centers.

As a result, MEDCOM and MHS pain management initiatives are fragmented, driven by local champions and subject
to retirements, changes of command, and annual budget priorities for their continued existence. A PCS move for a
Service or Family Member can result in loss of access to certain treatment modalities that have proven successful for
pain management. Losing access to multimodal treatment options frequently results in an overreliance on
medications, associated complications, decreased quality of life and, eventually unnecessary burdens on both the
health care system and Families.

Anothglr complication is thalt the MHS care for Warriors is rooted B TS p——
in a military culture that praises se[flessnes§, tpughngss, and a by much of the Active Duty force and their
willingness to accept pain. “No pain, no gain” is a philosophy leadership and this frequently results in
embraced by much of the Active Duty force and their leadership. relatively minor acute issues becoming
This attitude often results in delays in seeking treatment as harder-to-manage chronic conditions
Soldiers, Sailors, Airmen, and Marines attempt to work through
their pain and “tough it out.” This frequently results in relatively minor acute issues becoming harder-to-manage
chronic conditions. Additionally, the military faces complex pain management challenges during a time of war when
the patient population is sustaining levels of physical and emotional trauma unparalleled in civilian medicine.

Veterans Health Administration Pain Management Initiative

The Veterans Health Administration initiated a national pain strategy in 1998 in an effort to develop a system-
wide approach to pain management, with an ultimate goal of reducing suffering among Veterans with acute and
chronic pain. The strategy aimed to establish consistent pain management understanding and expectations
among the patients, providers, and support staff in a medical system that cares for more than 5.8 Million patients
in 153 Medical Centers, 134 Community Living Centers (NH Care), 6 independent outpatient clinics, and 783
Community Based Outpatient Clinics across the U.S. “Pain as the 5th Vital Sign” was promoted in all inpatient
and outpatient clinical settings in order to ensure consistency of pain assessments throughout the VHA.

One of the elements the plan addressed was the complexity of chronic pain management, which is often beyond
the expertise of a single practitioner, especially for patients whose pain problems are complicated by PTSD,
combat injuries, and substance abuse. Primary care providers’ ability to effectively deal with pain management
challenges requires additional education and access to resources, such as pain medicine specialists and
behavioral specialists, as well as interdisciplinary pain clinics in order to effectively evaluate and manage these
complex patients.

The VHA pain management strategy was strengthened in October 2009 with the publication of VHA Directive
2009-053 for Pain Management (Appendix B-9). This directive provides policy and implementation procedures
for the improvement of pain management consistent with the VHA National Pain Management Strategy and in
compliance with generally accepted pain management standards of care. It also defined the “Stepped Care”
model for pain management.

This model serves as the framework for developing organizational capabilities that support timely access to
providers, treatment modalities, and specialty referrals commensurate with patient pain management needs.
Stepped Care balances a focus on managing pain as early as possible in a primary care setting while providing
access to pain medicine specialty consultation, and interdisciplinary and multimodal pain management resources
when required. It also emphasizes optimal pain control, improved function, and increased quality of life.
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Patients and Families are encouraged to be active participants in their pain management plans of care. Lastly,
the national strategy promotes standardized education and training of medical staff appropriate to their clinical
settings and role.

Pain Care Legislation

Section 711 of the National Defense Authorization Act for Fiscal Year 2010 (FY10 NDAA) tasked the Secretary of
Defense to develop and implement a comprehensive policy on pain management by the MHS, no later than March
31, 2011. This policy will cover:

The management of acute and chronic pain.

The standard of care for pain management to be used throughout the Department of Defense.

The consistent application of pain assessments throughout the Department of Defense.

The assurance of prompt and appropriate pain care treatment and management by the Department when

medically necessary.

5. Programs of research related to acute and chronic pain, including pain attributable to central and peripheral
nervous system damage characteristic of injuries incurred in modern warfare, brain injuries, and chronic
migraine headache.

6. Programs of pain care education and training for health care personnel of the Department of Defense.

7. Programs of patient education for Members suffering from acute or chronic pain and their Families.

il

The Secretary of Defense was also directed to revise the policy on a periodic basis in accordance with experience
and evolving best practice guidelines. Not later than 180 days after the implementation date of the policy and on
October 1 each year thereafter through 2018, the Secretary shall submit to the Committee on Armed Services of the
Senate and the Committee on Armed Services of the House of Representatives a report on the policy that will
include:

1. A description of the policy implemented, and any revisions to such policy.
A description of the performance measures used to determine the effectiveness of the policy in improving pain
care for Beneficiaries enrolled in the military health care system.

3. Anassessment of the adequacy of Department pain management services based on a current survey of patients
managed in Department clinics.

4. An assessment of the research projects of the Department relevant to the treatment of the types of acute and
chronic pain suffered by Members of the Armed Forces and their Families.

5. Anassessment of the training provided to Department health care personnel with respect to the diagnosis,
treatment, and management of acute and chronic pain.

6. Anassessment of the pain care education programs of the Department of Defense.

7. An assessment of the dissemination of information on pain management to Beneficiaries enrolled in the military
health care system.

The Pain Task Force was nearly half-way into its evaluation of pain management in the MEDCOM, MHS, and VHA
when this legislation was signed in October 2009. At that time, a comparison between the NDAA language and the
Task Force’s charter, ongoing analysis, and the pain management strategy under development validated the current
direction of the Task Force.
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