December 21, 2020
To: Jenae J. Benns, Agency for Healthcare Research and Quality
RE: Todd Graham Study: Integrated Pain Management Programs Research Protocol

CC: Mark Helfand, M.D., M.P.H., Director of the Scientific Resource Center within the EHC Program
Shari Ling, MD; Acting Chief Medical Officer, Centers for Medicare and Medicaid Services
Jackie Walorski (R) — Indiana
Suchitra lyer, PhD, Health Scientist Administrator, Agency for Healthcare Research and Quality

We are grateful for the efforts of the Agency for Healthcare Research and Quality (AHRQ) in designing
this systematic review. An integral part of the Dr. Todd Graham Pain Management Study, this review
will aid in the design of Medicare benefits so that whole person pain management is optimized by
providing access to evidence-based modalities, including non-opioid pain management treatments.
These efforts should also avoid financial incentives to use opioids instead of non-opioid treatments.
The members of our coalition have been working on the complex issues related to comprehensive
integrative pain management for many years. More than two dozen leaders who are engaged in
comprehensive pain care as payers, providers, researchers, and patients, discussed this research
initiative and share important concerns about a few critical elements of the AHRQ proposal. Thank you
for considering input of this diverse group of experts.

The Alliance to Advance Comprehensive Integrative Pain Management (AACIPM) is a multi-stakeholder
collaborative, comprised of non-profit organizations representing people living with pain, public and
private insurers, patient and caregiver advocates, researchers, purchasers of healthcare, policy experts,
and 37 professional trade organizations representing the full spectrum of healthcare providers. These
diverse experts are united in a shared interest to advance access to a person-centered model of pain
care focused on maximizing function and wellness that includes biomedical, psychosocial,
complementary and integrative health, and spiritual care. It is with this unique perspective that the
undersigned members of AACIPM respectfully offer the following comments in response to AHRQ's
Integrated Pain Management Programs Research Protocol.

In discussion with our collaborators, several themes have emerged. We will enumerate those themes
and briefly present our feedback related to each and a possible solution to further advance the work of
AHRQ and the research directed in the Todd Graham study.

Timing & Deadlines — AHRQ released this review protocol and request for relevant information during
the week of Thanksgiving with a deadline of less than 30 days after it was first released to the public.
Further complicating matters, many relevant stakeholders who have information helpful to AHRQ are
health care providers who are currently dealing with a widespread surge of COVID-19, including recent
vaccination roll-out.

Additionally, many of these stakeholders are engaged in ongoing and/or innovative telehealth for pain
management during the pandemic and receiving information on these cutting-edge issues is
imperative if we are to get a true picture of the pain management landscape in 2020. We have heard



from numerous stakeholders who would like to respond but will be unable to do so in the short
timeframe provided.

Recommendation 1: To ensure the highest quality information is made available for this
review, we request that AHRQ extend the deadline into middle of 1Q2021 or allow for a second
round of responses before the evidence is reviewed.

Definition of Integrated and Comprehensive Pain Management Programs — Within the inclusion
standards for this review, AHRQ defines which types of pain programs will be included within the study
by defining Integrated Pain Management Programs (IPMPs) and Comprehensive Pain Management
Programs (CPMPs). The inclusion standards require that included programs have, at a minimum:

(1) a pharmacotherapy component, (2) a psychological component, and (3) a physical reconditioning
component.

IPMPs and CPMPs are not standard industry terms, and the components proposed in the AHRQ
definitions are not industry-standard components. While it may be considered advisable to have all
three components in each of these program types, the reality of the healthcare industry is that most
programs will have only two of the three components, and patients may be referred outside of the
system to access the third component.

Many of our collaborators are concerned that IPMPs and CPMPs, as currently defined, do not reflect
the reality of Pain Management that most patients are receiving, even in cases where we would say
the patient is receiving some form of comprehensive integrative pain care. Further, as they are
currently written, the terms exclude a substantial population of patients that access comprehensive,
integrative pain management through a self-organized approach because more cohesive care is not
available within their healthcare system. While almost all current clinical pain management guidelines
recommend first-line use of evidence-based non-pharmacological treatments, a practical reality is the
lack of integration into primary care for numerous reasons. Further, many of these treatments are not
commonly covered by health plans, or if covered, the utilization is often poor. This creates a
disincentive for programs to offer these services—which is exactly what this review is attempting to
address. We fear that in leaving out comprehensive integrative pain management programs that fall
short of the current IPMP/CPMP standards, the research will fail to encapsulate the full spectrum of
practical issues faced in Pain Management, which could further perpetuate the problems that we are
working to remedy.

We are concerned that the current inclusion standards will prevent highly relevant data related to
comprehensive integrative pain management, which is delivered in various modes and organized
structures, from being included in the review.

Recommendation 2: We suggest that AHRQ request definitional clarification from the key
constituencies by accepting written proposals and/or empaneling an Advisory Work Group or
hearing for the AHRQ research team to hear recommendations from a comprehensive cross-
section of patients and stakeholders in the medical and complementary Pain Management
disciplines. We recommend broadening these definitions so that additional programs may be
considered, and a more comprehensive evaluation of Pain Management be reviewed.



Recommendation 3: We recommended that the AHRQ research team look to the HHS
Interagency Pain Management Task Force report for definitions and support for the research
and organization of comprehensive integrative pain management components.

Population Scope — After carefully reviewing the inclusion and exclusion standards, we have a number
of concerns regarding the populations which will and will not be considered by this review.

Recommendation 4: Medicare Beneficiaries — While we agree that included research should be
applicable to a Medicare population, we strongly caution against excluding data which is not
considered “exclusively” relevant to a Medicare population, as very few studies and programs
will be specific to only this population. For example, the NCCIH has funded joint studies by the
NIH-DoD-VA Pain Management Collaboratory on the use of non-opioid pain management in
military and military beneficiary populations. Additionally, including studies involving state
Medicaid data should be considered given the growing development of these programs, which
is outlined in the recently published National Governors Association report “Expanding Access
to Non-Opioid Management of Chronic Pain.” Because there is significant overlap between the
Medicare beneficiary population and the population covered by these studies, they should be
considered as relevant to the purpose of this review. Therefore, we recommend extrapolating
the appropriate and relevant data pertinent to Medicare beneficiaries from broader
studies/programs.

Recommendation 5: Palliative Care — The exclusion list includes “palliative care” alongside
“end-of-life care” and “terminally ill (e.g., hospice) patients”, to which we must strongly object.
While we understand excluding those who are receiving end-of-life care, it must be noted that
palliative care programs are not synonymous with end-of-life/hospice care. Unlike hospice care,
which begins after treatment of the disease has stopped and it is clear the patient will not
survive the illness, palliative care can begin at diagnosis of a life-altering condition and often
goes on for many years or until the patient recovers. Patients are not required to be at end-of-
life to avail themselves of palliative care services, and in many communities, palliative care
services are the only form of comprehensive integrative pain care available. We recommend
that relevant information about these palliative programs is highly relevant to the AHRQ's
review and should not be excluded.

Recommendation 6: Pediatric and Military Populations — It is unclear whether these patients
are to be included, and if so, to what extent. The exclusion list related to CPMPs and IPMPs
excludes “Programs in very young and non-disabled populations (e.g., military populations)”.
We recommend that AHRQ clarify the following: Are “young” populations and “non-disabled”
populations being excluded, or are “young and non-disabled” populations being excluded? In
other words, would young disabled populations who qualify for Medicare be included (as we
would recommend), or are all young populations being excluded? Further, does “military
populations” refer to active-duty servicemembers, or does it refer to young, non-disabled
family members of those serving in the military? We recommend that AHRQ clarify this
language to better enable stakeholder responses.



Study Design and Outcome Measures — AACIPM identified concerns that the inclusion/exclusion
standards for outcome measures will result in the omission of vital information. While measurements
in pain, function, and opioid use are all important measures, there are many other outcomes that are
important in a patient-centered approach to comprehensive integrative pain management. Many
patients, regardless of treatment, will continue to live a life with a certain amount of pain. Thus, in
comprehensive programs, success is often measured as progress toward a patient’s goal of improved
quality of life, such as being able to return to work, being able to resume a favorite hobby, or
improving overall sleep quality. In fact, there has been a strong push in recent years to utilize outcome
measures other than the traditional pain and function. Further, excluding standard measurement
methods will exclude data from progressive patient-centered comprehensive integrative pain
management programs.

Recommendation 7: We recommend expanding the outcome measures that will be included,
as excluding valid and appropriately collected data currently defined by AHRQ as “non-
validated instruments for outcomes”, is inconsistent with current evidence-based best practice
standards.

Recommendation 8: There is strong agreement among Pain Management stakeholders that
inclusion of data from pragmatic trials, comparative effectiveness studies, healthcare utilization
data, and cost analyses is critically important and highly relevant for addressing the question
this review was commissioned to answer. We recommend that AHRQ accept high quality
studies of this design within the review criteria along with randomized controlled trials.

The Alliance to Advance Comprehensive Integrative Pain Management (AACIPM) and its collaborators
remain ‘at-the-ready’ in service to and support of the AHRQ efforts to ensure the result of the time and
funds invested produce a result that can benefit the greatest number of American citizens. Thank you
for considering our recommendations.

Individual Collaborators (Alphabetically), followed by Organizations

Stephen Coleman, MD, Clinical Assistant Professor, Department of Anesthesiology, Perioperative, and
Pain Medicine, Stanford University School of Medicine

David Copenhaver, MD, Chief, Division of Pain Medicine, Department of Anesthesiology and Pain
Medicine, University of California, Davis School of Medicine

Penney Cowan, Founder and CEO, American Chronic Pain Association

Daryll E. Daley, MSOM, L. Ac., Clinical Director/Instructor, Skokie Campus, Midwest College of Oriental
Medicine, AMITA- St. Joseph's Hospital, Diamond Headache Unit, Chicago, Illinois

Charles DeMesa, MD, Associate Clinical Professor, Department of Anesthesiology and Pain Medicine,
University of California, Davis School of Medicine



Mehul Desai, MD, MPH, Medical Director of International Spine, Pain, & Performance Center,
Washington, DC

Freda L. Dreher, MD, President, American Academy of Medical Acupuncture

Cara Feldman-Hunt, MA NB-HWC, Program Manager, University of Vermont Integrative Health

Megan Kingsley Gale, MSAOM, Dipl. OM (NCCAOMP®), Director, The Hospital Handbook Project for
Acupuncturists and Their Hospital Admin

Rollin M. Gallagher, MD MPH, Editor-in-Chief, Pain Medicine; Retired Clinical Professor of Psychiatry
Anesthesiology, Director for Primary Care and Health Policy, Penn Pain Medicine, Univ. of Pennsylvania

Paula Gardiner MD MPH, Department of Family Medicine and Community Health, University of
Massachusetts Medical School

Tracy Gaudet, MD, Executive Director, Whole Health Institute, Former Executive Director, Veteran’s
Health Administration’s National Office of Patient Centered Care and Cultural Transformation

Jeffrey Geller MD, President, Integrated Center for Group Medical Visits

Richard Goldberg, MD, Professor Emeritus, Department of Psychiatry & Human Behavior, Warren
Alpert School of Medicine, Brown University

Amy Goldstein, MSW, Director, Alliance to Advance Comprehensive Integrative Pain Management
Mimi Guarneri, MD FACC ABOIM, Clinical Associate Professor at University of California, San Diego
J. Greg Hobelmann, MD, MPH, Chief Medical and Clinical Officer, Ashley Addiction Treatment

Robert N. Jamison, PhD, Pain Management Center, Professor of Anesthesia, Depts. of Anesthesiology,
Perioperative and Pain Medicine, Psychiatry, Brigham and Women's Hospital, Harvard Medical School

Katie Jordan OTD, OTR/L, FAOTA, Director, American Occupational Therapy Association Board of
Directors

Michael Jung, MD, Assistant Clinical Professor, Associate Program Director, Pain Medicine Fellowship
Program, Dept. of Anesthesiology and Pain Medicine, University of California, Davis School of Medicine

Janet Kahn, PhD, LMT, Senior Research Scientist, Integrative Consulting, LLC

David L. Katz, MD MPH, President, True Health Initiative, Former Director, Integrative Medicine Center
at Griffin Hospital, Founder, former director, Yale University’s Yale-Griffin Prevention Research Center

Rebecca Kirch, JD, Executive Vice President of Policy and Programs, National Patient Advocate
Foundation



Eric Lee, MD, President of Pacific Spine and Pain Society; Pain Management Physician in Northern
California

Trevor A. Lentz, PT, PhD, MPH; Assistant Professor, Department of Orthopaedic Surgery and Duke
Clinical Research Institute, Duke University

Michael Leong, MD, Clinical Professor, Director of Neuromodulation, Department of Anesthesiology,
Perioperative, and Pain Medicine Stanford University Medical Center

Lance Luria, MD, FACP, Dipl.-ABOIM, President, Institute of Integrative Pain Management, Integrative
Healthcare Solutions, LLC, Formerly Chief Medical Officer, Mercy Care Management, Mercy Health

Gagan Mahajan, MD, Professor, Medical Director, Division of Pain Medicine, University of California,
Davis School of Medicine, Department of Anesthesiology and Pain Medicine

Sherry McAllister M.S (Ed)., D.C., CCSP, President, Foundation for Chiropractic Progress
Douglas Metz, Chief Health Services Officer, Executive Vice President, American Specialty Health

Garret Morris, MD, Clinical Assistant Professor, Department of Anesthesiology, Perioperative, and Pain
Medicine, Stanford University School of Medicine

Jordan Newmark, MD, Chair, Department of Anesthesiology, Alameda Health System, Highland
Hospital, Oakland, California

Kate Nicholson, ID, President and Founder, National Pain Advocacy Center
Mark H. Pitcher, Ph.D., Director, Health Sciences Inter-professional Research, University of Bridgeport

Josh Plavin, MD, MPH, MBA, Vice President and Chief Medical Officer, Blue Cross® and Blue Shield® of
Vermont

Jason Pope, MD, Chairman of Pacific Spine and Pain Society; President and CEO of Evolve Restorative
Center in Northern California

Jon Porter, MD, Medical Director, Comprehensive Pain Program, University of Vermont Medical Center
Asst. Professor, Dept. of Psychiatry and Family Medicine, Univ. of Vermont Larner College of Medicine

Ravi Prasad, PhD, Clinical Professor, Director of Behavioral Health, Department of Anesthesiology and
Pain Medicine, University of California, Davis School of Medicine

Scott Pritzlaff, MD, Assistant Clinical Professor, Program Director, Pain Medicine Fellowship Program
Department of Anesthesiology and Pain Medicine, University of California, Davis School of Medicine



Bill Reddy, LAc, Director, Integrative Health Policy Consortium

Eric B. Schoomaker, MD, PhD, FACP, Lieutenant General, US Army (retired), 42nd Army Surgeon
General & Former Commanding General, US Army Medical Command

Adam Seidner MD MPH CIC, Chief Medical Officer, The Hartford

Shalini Shah MD, Vice-Chair, Associate Clinical Professor, Department of Anesthesiology and
Perioperative Care, Director, Pain Services, University of California Irvine Health

Samir Sheth, MD, Pain Management Physician at Sutter Health Roseville, California

Dannell Shu, Family Advocate, Pediatric Palliative Care Task Force, Pediatric Palliative Care Coalition of
Minnesota

Vanila M. Singh, MD MACM, Clinical Associate Professor, Department of Anesthesiology, Perioperative
and Pain Medicine, Stanford School of Medicine

James Specker, Director of Industry and Government Relations, American Massage Therapy
Association

Steven P. Stanos, DO, Executive Medical Director, Rehabilitation and Performance Medicine, Medical
Director, Pain Medicine and Services, Swedish Health System, Seattle, Washington

Peter S. Staats, MD MBA FIPP ABIPP, Chief Medical Officer National Spine and Pain Centers, President,
World Institute of Pain, Founder and Director Division of Pain Medicine, Johns Hopkins University

Cindy Steinberg, National Director of Policy and Advocacy, US Pain Foundation; Member, Best Practices
Pain Management Inter-Agency Task Force, US Department of Health and Human Services

Timothy I. Suh DAOM, L. Ac., Dipl. Ac., Dipl. OM, ERYT-500 Founder & Clinic Director
Alternative Health Group LLC, Lead Acupuncturist, Amita - St. Joseph Hospital, Chicago, Illinois

Matthew J. Taylor, PT, PhD, C-IAYT, Pain Management Representative, International Association of
Yoga Therapists

Ariana Thompson-Lastad, PhD, Assistant Professor of Family and Community Medicine, Osher Center
for Integrative Medicine, University of California San Francisco

Robert Twillman, PhD FACLP, Pain Management Psychologist, Saint Luke’s Health System, former
Executive Director, Academy of Integrative Pain Management

Rick Vaglienti, MD, MBA, Medical Director, WVU Medicine Center for Integrative Pain Management

Christin Veasley, Co-Founder & Director, Chronic Pain Research Alliance



Organizations

Academic Collaborative for Integrative Health

Academy of Integrative Health and Medicine

Alliance to Advance Comprehensive Integrative Pain Management
American Academy of Pain Medicine

American Chronic Pain Association

American Occupational Therapy Association, Inc.

Center to Advance Palliative Care

American Massage Therapy Association

Integrative, Complementary, and Traditional Health Practices Section of the American Public Health
Association

Integrative Health Policy Consortium
Integrative Medicine for the Underserved
International Association of Yoga Therapists
US Pain Foundation

The Pain Community



