Behavioral health treatment barriers and preferences of primary care patients with chronic pain and alcohol use

Katherine A. Buckheit?, Jacob Scharer?, Travis A. Loughran®, Gregory P. Beehler®d, Dezarie Moskal®d, Jennifer S. Funderburk®#f
2VA Center for Integrated Healthcare, Syracuse VA Medical Center, Syracuse, NY

bOrlando VA Healthcare System, Orlando, FL, USA
c I * VA Center for Integrated Healthcare, VA Western New York Healthcare System, Buffalo, NY, USA
dSchool of Public Health and Health Professions, University at Buffalo, Buffalo, NY, USA
eDepartment of Psychology, Syracuse University, Syracuse, NY, USA

‘Department of Psychiatry, University of Rochester, Rochester, NY, USA

VA Defining
uead  EXCELLENCE
CARE | in the 21st Century

Center for Integrated Healthcare

Context Results Results (cont.)
* Chronic pain and risky alcohol use are _Most preferred treatment format, tvpe, location, symptom focus  patients were primarily White (74%) males (88%)
highly comorbid yet are most often Face-to-face =
15 — Telehealth — Aim 1
treated separately z Telephone
. . = Video-conference "™ L
* Incorporating patient preferences can S Mobile application ™= Analyses showed significant preferences for:
increase treatment utilization®yet Paper self-help = + face-to-face format (70.3%, p < .001)
little is known about pain/alcohol Individual * individual type (68.7%, p <.001)
Family . . 9,
treatment preferences Group * primary care location (69.2%, p < .001)

* chronic pain focus (38.4%, p < .001)

1. Describe treatment preferences and

VA primary care

VA specialty care  e—
Non-VA clinic  memm Aim 2

Symptom focus Location Type

barriers of primary care patients with 532?:;; Patients with high-risk alcohol use reported
chronic pain and alcohol use - .
. ) Anxiety * more readiness to change alcohol use (F =
2. Test for differences in treatment Weight loss ) -
barriers by alcohol risk level Physical activity 16.18, p < .001) than low/no risk patients
v Chronte pain + stronger pain-alcohol beliefs (F = 42.23, p
Otherd i i
Method ther druguse <.001) than Iow/n.o risk patients
. . Tobacco use * more favorable attitudes toward
¢ Chart review + survey of 371 primary .
) behavioral health treatment (F=3.50,p =
care Veterans with past-year alcohol 0% 10%  20%  30%  40%  S50%  60%  70%  80% . .
. X i .03) than no risk patients
use + chronic musculoskeletal Percentage of patients selecting as most preferred
condition i
. Treat ¢ - tt Means (5D) of treatment barriers by alcohol risk group CO n CI usions
reatmen preferences: format, type, . . — * Primary care patients with chronic
location, symptom fOCUS_ No risk Low risk High risk musculoskeletal pain and alcohol use
. Treatment.barrrers: readiness to (AUDIT=0)  (AUDIT=1-7)  (AUDIT = 8) showed clear treatment preferences
change pain/alcohol use (0-10), . n=79 n=246 n=49 + Those with high-risk alcohol use report
alcohol treatment barriers (0-70)%, Readiness-alcohol®  1.51(3.068)  1.63(277)  4.09 (3.75) differences in treatment barriers that
pain-alcohol beliefs (0-6)°, attitudes _ - may impede (i.e., pain-alcohol beliefs),
toward behavioral health (0-30)° Readiness-pain 5.86(3.23) 5.63(2.92) 6.21 (2.56) or facilitate (i.e., readiness, attitudes)
and medical (0-105)! treatment Alcohol barriers? 35.80(12.96) 35.98(10.22) 35.72(11.45) treatment engagement
« Alcohol risk: Alcohol Use Disorders ; e * Incorporating patient perspectives may
Identification Test (AUDIT; 0-40)*? Pain-alcohol beliefs 0.08 (0.45) 0.45(0.95) 1.95(1.93) optimize behavioral health treatment
* Data analysis: frequencies and non- Attitudes-behavioral®  19.40(5.74) 21.34(4.71) 21.79(5.27) i.e., by incorporating interventions for
i i- i atient-identified symptom focus
parametric Chi-squared tests (aim 1), Attitudes-medical? 77.00(21.44)  80.12(14.38)  75.60 (14.36) P ymp

See handout for additional information.

multivariate generalized linear
Note. *higher score=lower barrier; " higher score=greater barrier Contact: katherine.buckheit@va.gov

models (aim 2)

Disclaimer: Views expressed in this article are those of the authors and do not necessarily reflect the position or policy of the Department of Veterans Affairs or the United States government.
Acknowledgments: Dr. Buckheit is supported by the Department of Veterans Affairs, Office of Academic Affiliations, Advanced Fellowship Program in Mental Iliness Research and Treatment, and
the Center for Integrated Healthcare, Syracuse VA Medical Center.



References

1.

10.

11.

12.

Haskell, S. G., Heapy, A., Reid, M. C., Papas, R. K., & Kerns, R. D. (2006). The prevalence and age-related characteristics of pain in a sample of women
veterans receiving primary care. Journal of Women's Health, 15(7), 862-869.

Kerns, R. D., Otis, J., Rosenberg, R., & Reid, M. C. (2003). Veterans' reports of pain and associations with ratings of health, health-risk behaviors, affective
distress, and use of the healthcare system. Journal of Rehabilitation Research and Development, 40(5), 371-380.

Bradley, K. A., Williams, E. C., Achtmeyer, C. E., Volpp, B., Collins, B. J., & Kivlahan, D. R. (2006). Implementation of evidence-based alcohol screening in
the Veterans Health Administration. Am J Manag Care, 12(10), 597-606.

Bradley, K. A., Rubinsky, A. D., Lapham, G. T., Berger, D., Bryson, C., Achtmeyer, C., ... & Kivlahan, D. R. (2016). Predictive validity of clinical AUDIT-C
alcohol screening scores and changes in scores for three objective alcohol-related outcomes in a Veterans Affairs population. Addiction, 111(11), 1975-
1984.

Beehler, G. P., Funderburk, J. S., King, P. R., Johnson, E. M., Lilienthal, K., Maisto, S. A., & Wray, L. O. (2015). The role and functions of embedded
behavioral health providers in VA primary care-mental health integration. Current evidence and future directions. A VA Center for Integrated Healthcare
White Paper. Center for Integrated Healthcare, Buffalo, NY.

Swift JK, Callahan JL, Ivanovic M, Kominiak N. Further examination of the psychotherapy preference effect: A meta-regression analysis. Journal of
Psychotherapy Integration. 2013;23(2):134-145. doi: http://dx.doi.org/10.1037/a0031423

Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing people for change, 2nd ed. The Guilford Press.

Possemato, K., Funderburk, J., Spinola, S., Hutchison, D., Maisto, S. A., Lantinga, L. J., & Oslin, D. W. (2016). Reliability and validity of a Treatment Barriers
Scale for individuals with alcohol use disorder. Substance Use & Misuse, 51(3), 383-394.

Ditre, J. W., Zale, E. L., Heckman, B. W., & Hendricks, P. S. (2017). A measure of perceived pain and tobacco smoking interrelations: Pilot validation of the
pain and smoking inventory. Cognitive Behaviour Therapy, 46(4), 339-351. https://doi.org/10.1080/16506073.2016.1256347

Elhai, J. D., Schweinle, W., & Anderson, S. M. (2008). Reliability and validity of the attitudes toward seeking professional psychological help scale-short
form. Psychiatry Research, 159(3), 320-329.

Fischer, E. H., Dornelas, E. A., & DiLorenzo, T. A. (2013). Attitudes toward seeking medical care: Development and standardization of a comprehensive
scale. Journal of Applied Social Psychology, 43(Suppl 1), E115-E123. https://doi.org/10.1111/jasp.12043

Saunders, J. B., Aasland, O. G., Babor, T. F., de la Fuente, J. R., & Grant, M. (1993). Development of the Alcohol Use Disorders Identification Test (AUDIT):
WHO collaborative project on early detection of persons with harmful alcohol consumption: Il. Addiction, 88(6), 791-804.
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x

Disclaimer: Views expressed in this article are those of the authors and do not necessarily reflect the position or policy of the Department of Veterans Affairs or the United States government.
Acknowledgments: Dr. Buckheit is supported by the Department of Veterans Affairs, Office of Academic Affiliations, Advanced Fellowship Program in Mental Iliness Research and Treatment, and
the Center for Integrated Healthcare, Syracuse VA Medical Center.


http://dx.doi.org/10.1037/a0031423

