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BACKGROUND: National guidelines advise decreasing
opioids for chronic pain, but there is no guidance on
implementation.
OBJECTIVE: To evaluate the effectiveness of an Integrat-
ed Pain Team (IPT) clinic in decreasing opioid dose and
mitigating opioid risk.
DESIGN:This study prospectively compared twomatched
cohorts receiving chronic pain care through IPT (N = 147)
versus usual primary care (UPC, N = 147) over 6 months.
Patients werematched on age, sex, psychiatric diagnoses,
and baseline opioid dose.
PATIENTS: Veterans receiving care at a VAmedical center
or VA community-based clinics.
INTERVENTION: Interdisciplinary IPT, consisting of a col-
located medical provider, psychologist, and pharmacist
embedded in VA primary care providing short-term biop-
sychosocial management of veterans with chronic pain
and problematic opioid use.
MAIN MEASURES: Change in opioid dose expressed as
morphine equivalent daily dose (MEDD) and opioid risk
mitigation evaluated at baseline, 3 months, and 6months.
KEY RESULTS: Compared with veterans receiving UPC,
those followed by IPT had a greater meanMEDD decrease of
42 mg versus 8 mg after 3 months and 56 mg versus 17 mg
after 6 months. In adjusted analysis, compared with UPC,
veterans in IPTachieved a34-mg greatermean reduction at 3
months (p = 0.002) and 38-mg greater mean reduction at 6
months (p = 0.003). Nearly twice as many patients receiving
care through IPT versus UPC reduced their daily opioid dose
by≥50%, representingmore than a two-fold improvement at
3 months, which was sustained at 6 months [odds ratio =
2.03; 95% CI = 1.04–3.95, p = 0.04]. Significant improve-
ments were also demonstrated in opioid risk mitigation by 6
months, including increased urine drug screen monitoring,
naloxone kit distribution, and decreased co-prescription of
opioids and benzodiazepines (all p values < 0.001).
CONCLUSIONS: Interdisciplinary biopsychosocial mod-
els of pain care can be embedded in primary care and lead
to significant improvements in opioid dose and risk
mitigation.
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A s many as 50% of Veterans report chronic pain com-
plaints and the prevalence may be as high as 75% among

female veterans.1, 2 Co-occurring mental health problems are
especially prevalent in veterans with chronic pain, and veter-
ans with complex chronic pain syndromes prescribed opioids
are at especially high risk for misuse and adverse outcomes.3–
6A recent landmark study demonstrated that opioids are not
superior to non-opioid medications in treating chronic non-
cancer pain.7 Other studies have shown that opioids exacer-
bate mental health and chronic pain conditions, worsen psy-
chosocial functioning, and increase risk for serious adverse
events.8–10

Chronic pain is a multidimensional experience that
responds best to biopsychosocial interdisciplinary care that
incorporates non-pharmacologic modalities such as psycho-
therapy and exercise.11–13 National guidelines have endorsed
this approach,14–17 yet most patients with chronic pain still
present to individual primary care providers (PCPs) who have
relatively little training or support in managing complex
chronic pain and mitigating opioid risk.18, 19 Further, there is
limited evidence that biopsychosocial approaches decrease
opioid use or risk,20–22 and to our knowledge, there are no
evidence-based guidelines for implementing interdisciplinary
pain care within a primary care setting.
The national VA Opioid Safety Initiative (OSI), imple-

mented in 2013, advises reduction or discontinuation of
opioids for the management of chronic pain.23 OSI also pro-
motes several opioid risk mitigation measures. Recent OSI
performance metrics demonstrate significant improvements in
opioid safety since OSI was implemented.23

The SFVAHCS Integrated Pain Team (IPT) Clinic was
established in 2015, inspired by two other interdisciplinary
pain clinics in the VA healthcare system.21, 22 IPT is based on
the biopsychosocial model of pain care and consists of a
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collocated medical provider, psychologist, and pharmacist
embedded in primary care.24 This quality improvement (QI)
study used a prospective matched cohort design and VA
administrative data to determine whether the IPT model is
superior to usual primary care (UPC) in decreasing opioid
dose and meeting three OSI targets: (1) increasing UDS mon-
itoring, (2) increasing naloxone kit distribution, and (3) de-
creasing co-prescription of opioids and benzodiazepines.
Reporting of findings are guided by Standards for Quality
Improvement Reporting Excellence (SQUIRE 2.0).25

METHODS

Context for the Study

This QI study was conducted between November 2015 and
January 2018 throughout the SFVAHCS, a multi-campus VA
healthcare system serving over 40,000 veterans. The SFVAHCS
includes the San Francisco VA Medical Center (SFVAMC), an
urban campus, and six affiliated outpatient campuses serving
both rural and urban areas across Northern California. A local
SFVAHCSOSI committee was chartered in 2015 that focuses on
reducing opioids in patients prescribed ≥ 90 mgMEDD, encour-
aging UDS monitoring and naloxone kit distribution, and de-
creasing co-prescription of opioids and benzodiazepines.

Description of the Intervention

The Integrated Pain Team (IPT) is an interdisciplinary, collo-
cated team of primary care providers with training in pain
management and motivational interviewing and shared
decision-making; pain pharmacists; and pain psychologists.
IPTmembers are based at the SFVAMC, embedded in primary
care, where visits are conducted in-person and via video tele-
health for veterans living in rural areas. Other PCPs at
SFVAMC and affiliated community-based clinics may refer
veterans to IPT for short-term management (a median of 4
visits in 6 months; 60 min for an initial visit with 30-min
follow-up visits). IPT’s main goals are to improve pain and
decrease opioid risk through opioid dose reduction and other
opioid risk mitigation strategies. IPT engages patients in mul-
timodal pain care planning based on patients’ values and
goals, emphasizing self-management strategies. IPT specifi-
cally encourages behavioral health strategies (e.g., cognitive
behavioral therapy for chronic pain andmindfulness), physical
modalities (e.g., acupuncture, chiropractic care, heat, and ice),
and exercise (e.g., physical therapy, yoga, Tai Chi).

Data Sources and Permissions

Twomain sources of VA administrative data were used: (1) the
VA Stratification Tool for Opioid Risk Mitigation
(STORM)26, 27 and (2) the VA Corporate Data Warehouse
(CDW). STORM extracts data from the VA electronic medical
record accessible by VA providers at the point of care.
STORM only includes veterans prescribed opioids and

provides detailed information on opioid risk factors including
opioid dose, substance use, and relevant mental and physical
health diagnoses (e.g., depression, obstructive sleep apnea)
and other co-prescribed pain medications and opioid risk
mitigation strategies (e.g., UDS monitoring). The VA CDW
was used to obtain baseline information on patient sociodemo-
graphics, pain severity (through Numeric Rating Scale (NRS)
scores), verification of opioid prescriptions (drug name, dose
converted to MEDD, dates prescribed), and health services
utilization, including emergency department visits and hospi-
talizations. CDW data were accessed after the study ended
with permission from the Institutional Review Board of the
University of California, San Francisco and the San Francisco
VAHealth Care SystemHuman Research Protection Program.

Study Population and Development of the
Matched Cohorts

This was a prospective matched cohort design. Using STORM
data, veterans entering the IPT clinic and prescribed opioids
for chronic pain were matched sequentially (within 30 days) to
patients with chronic pain prescribed opioids receiving UPC,
(described below) on the following characteristics: age (< 55
or ≥ 55), gender (male or female), number and type of psy-
chiatric diagnoses (PTSD, depression, bipolar disorder, and/or
other psychiatric diagnosis), and baseline daily opioid dose
(MEDD < 100 or ≥ 100). Patients prescribed methadone or
buprenorphine/naloxone for treatment of opioid use disorder
at baseline were excluded. Patients were followed for 6
months and compared at baseline, 3 months, and 6 months.
The final study cohort consisted of 294 patients: 147 in the IPT
group and 147 matched controls in UPC.

Dependent Outcome Variables

The primary dependent outcome variable was opioid dose,
expressed as MEDD and calculated from opioid prescriptions
in VA CDW, using the formula from the Opioid Oral Mor-
phine Milligram Equivalent (MME) Conversion Factors.28

We calculated MEDD at baseline, 3 months, and 6 months,
including opioid prescriptions within a 30-day window before
and after each of the three time points. We included common
oral and transdermal opioids in the VA formulary (e.g., co-
deine, fentanyl, hydrocodone, methadone, morphine, oxyco-
done, tramadol), but excluded opioids rarely used in outpatient
care (e.g., butorphanol, levorphanol). If patients discontinued
traditional opioids and initiated the partial opioid agonist/
antagonist, buprenorphine (in any formulation) during fol-
low-up, their MEDD was zeroed as in other studies.29 Sec-
ondary outcomes included opioid risk mitigation, including
UDSmonitoring, receipt of a naloxone kit, and co-prescription
of opioids and benzodiazepines. CDW was used to capture
frequency of adverse clinical events in the past year, including
emergency department visits and inpatient hospitalization at
VA or non-VA facilities, opioid overdoses, suicide-related
events, falls, and motor vehicle accidents.
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Independent Variables

The main independent variable was pain care approach: IPT
versus UPC. In UPC, pain care is delivered during regular 30-
min primary care visits in which a single PCP (as opposed to
an interdisciplinary team) addresses other physical and mental
health problems. Unlike in IPT, pain may not be the main
focus of the visit; thus, while UPC patients are subject to
opioid safety initiatives, implementation may not be consistent
owing to competing priorities and the lack of an interdisci-
plinary pain team. Other covariates were captured through VA
CDW: age, sex, race/ethnicity and marital status, persistent
moderate-to-severe pain (NRS pain scores of ≥ 4 on three or
more occasions for at least 3 months during the year prior to
study entry),30 and duration of opioid therapy prior to study
entry.We used VA STORM to identify mental health disorders
(depression, anxiety, PTSD, alcohol use disorder, opioid use
disorder and other drug use disorders) and chronic medical
conditions (sleep apnea, chronic pulmonary disease, cognitive
impairment, chronic kidney disease, and hepatic disease),
which can increase risk for adverse opioid-related events.26, 27

Statistical Analyses

We compared the two groups on sociodemographic variables,
physical and mental health status and diagnoses, health serv-
ices utilization, opioid risk mitigation, and adverse events.
Continuous variables were compared using Wilcoxon
signed-rank test, and categorical variables were compared
using McNemar’s chi-square test (2-level), Exact McNemar
test (2-level, cell size < 5), or symmetry test (multiple-level)
for categorical variables of matched pairs. For the primary
outcome, change in prescribed opioid dose, we compared
between-group differences at baseline, 3 months, and 6
months. Means and standard deviations were compared using
the Wilcoxon signed-rank sum test for non-normally distrib-
uted matched pairs. We compared group differences in the
number of patients achieving a binary ≥ 50% opioid dose
reduction (in MEDD) from baseline to 3 and 6 months using
McNemar’s test. Subsequently, we performed a conditional
logistic regression for the binary outcome at 3 months and 6
months, adjusting for variables that were different between the
two groups after matching. Finally, we fit a mixed-effects
linear regression model for change in opioid dose with group
× time point interaction terms, adjusting for covariates. For all
statistical tests, we considered α = 0.05 as the threshold for
statistical significance. Analyses were performed using SAS
(SAS Institute Inc., 2013) and Stata (Stata Corp, 2015).

RESULTS

During the study period, 147 veterans in IPT were matched
sequentially to 147 veterans in UPC on age, gender, mental
health diagnoses, and baseline opioid dose, yielding no
between-group differences in these characteristics. In the total

sample of 294 veterans, mean age was 63 years (SD ± 12 years);
30 (10%) were women; 63% had service-connected disabilities.
Mental health diagnoses were prevalent in both groups: 65% had
≥ 2 mental health diagnoses. Veterans in both groups had re-
ceived opioid therapy for an average of 14 years (SD ± 5.2 years)
and themean opioid dose (inMEDD)was 124.3mg (SD± 236.3
mg), exceeding thresholds for safety. Nevertheless, in the year
prior to the study < 2% had experienced an opioid overdose,
suicide-related event or motor vehicle accident (Table 1).
After matching, some baseline differences were noted. First,

more African American and other minority groups (e.g., Asian
and Native American) received pain care through IPT (25%)
versus UPC (12%) (p = 0.02). More veterans in IPT (96%)
reported persistent moderate-to-severe chronic pain than vet-
erans in UPC (88%, p = 0.01). Similarly, more veterans in IPT
(versus UPC) had diagnoses of opioid use disorder (17%
versus 6%, p < 0.01) and other non-alcohol drug use disorders
(8% versus 3%, p = 0.05). In the year prior to the study,
significantly more veterans in IPT versus UPC presented to
emergency departments (60% versus 46%, p < 0.01) and there
was a trend towardmore falls among veterans in the IPT group
(10 versus 5 falls, p = 0.06) (Table 1).
From baseline to 3 months, mean MEDD decreased from

124.1 to 82.5 mg in the IPT group and from 124.5 to 116.4 mg
in UPC, with further reductions to 68.4 mg (IPT) and
107.1 mg (UPC) at 6 months. The mean opioid dose reduction
was significantly greater in the IPT versus UPC group by 6
months (p < 0.03) (Table 2). An adjusted mixed-effects linear
regressionmodel showed that theMEDD reduction in IPTwas
33.6 mg (95% CI 12.2–55.0 mg) greater than in UPC at 3
months (p < 0.01) and 38.2 mg (95%CI 13.0–63.5 mg) greater
than UPC by 6 months (p < 0.01), independent of race/ethnic-
ity, baseline opioid dose, pain severity, opioid use disorder,
receipt of a naloxone kit, co-prescription of opioids and ben-
zodiazepines, and greater number of emergency department
visits (Table 3, Fig. 1). The model revealed that patients with
higher opioid doses at baseline had significantly smaller
reductions in opioid dose over time, independent of treatment
group and other covariates (Table 3). Compared with UPC,
significantly more patients in IPTachieved ≥ 50% reduction in
opioid dose at 3 months and by 6months (Table 4). In adjusted
analyses, the odds of achieving 50% or more reduction in
opioid dose in the IPT group were more than twice that of
the UPC group at 3 and 6 months (Table 5).
There were also greater improvements in opioid risk mitiga-

tion in the IPT group compared with UPC. At both 3 and 6
months, more veterans in IPT had received UDS monitoring,
despite more veterans in UPC having received UDSmonitoring
at baseline. Similarly, significantly more veterans in IPT re-
ceived naloxone kits and training (69% versus 21% at 3 months
and 71% versus 24% at 6 months; p values < 0.001). From
baseline to 6 months, the number of veterans co-prescribed
opioids with benzodiazepines decreased from 24 to 16 in the
IPT group, whereas in UPC, there was an increase from none to
7 veterans by 3 months (Table 6). Finally, while veterans in IPT
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had significantly more emergency department visits in the year
prior to study entry, by 6 and 12 months, the number of
emergency department visits in the IPT group decreased such
that this was not significantly different between groups

(p values = 0.08 and 0.29 at 6 and 12 months respectively).
Implementation of the IPT clinic is described elsewhere.19, 31

Table 1 Baseline Sociodemographic and Clinical Characteristics of Patients by Clinic Type (N = 294)

Integrated pain team,
n = 147 (%)

Usual primary care,
n = 147 (%)

p value

Age (years, mean ± SD) 62.1 (12.4) 62.9 (11.4) 0.21
Male 132 (89.8) 132 (89.8) 1.00
Ethnicity* 0.43
Hispanic or Latino 10 (6.8) 10 (6.8)
Not Hispanic or Latino 119 (81.0) 121 (82.3)
Race* 0.02
White 88 (59.9) 103 (70.1)
Black or African American 25 (17.0) 10 (6.8)
American Indian or Alaska Native,
Native Hawaiian or other Pacific Islander, or Asian

10 (6.8) 6 (4.1)

Multi-Race 2 (1.4) 2 (1.4)
Marital status* 0.52
Married 55 (37.4) 65 (44.2)
Divorced or separated 52 (35.4) 48 (32.7)
Never married 31 (21.1) 27 (18.4)
Widowed/widow/widower 7 (4.8) 6 (4.1)
Service-connected disability 95 (64.6) 90 (61.2) 0.52
Primary VA facility type* 0.36
VA medical center 68 (46.3) 75 (51.0)
VA community clinic 44 (29.9) 48 (32.7)
Persistent moderate-severe pain** 141 (95.9) 129 (87.8) 0.01
Psychiatric and substance use disorders
Depressive disorder 50 (34.0) 56 (38.1) 0.27
Anxiety disorder 30 (20.4) 23 (15.7) 0.25
Posttraumatic stress disorder 39 (26.5) 38 (25.9) 0.84
Alcohol use disorder 18 (12.2) 14 (9.5) 0.47
Opioid use disorder 25 (17.0) 9 (6.1) < 0.01
Other drug use disorder 11 (7.5) 4 (2.7) 0.05
Chronic medical conditions
Sleep apnea 19 (12.9) 18 (12.2) 0.86
Chronic pulmonary disease 33 (22.5) 23 (15.7) 0.13
Cognitive impairment 4 (2.7) 2 (1.4) 0.41
Chronic kidney disease 13 (8.8) 9 (6.1) 0.35
Hepatic disease 15 (10.2) 13 (8.8) 0.70
Duration of VA opioid therapy (years) 14.1 (5.3) 13.6 (5.1) 0.50
Opioid safety outcomes (year prior to study)
Urine drug screening completed 119 (81.0) 124 (84.4) 0.06
Naloxone kit dispensed with training 56 (38.1) 25 (17.0) < 0.001
Co-prescribed opioids and benzodiazepines 24 (16.3) 0 (0) < 0.001
Adverse events (year prior to study)
Opioid overdose(s) 2 (1.4) 2 (1.4) 1.00
Suicide-related event(s) 4 (2.8) 2 (1.4) 0.16
Fall(s) 10 (6.8) 5 (3.4) 0.06
Motor vehicle accident(s) 1 (0.7) 1 (0.7) 1.00
Emergency department visit(s) 88 (59.8) 68 (46.3) < 0.001
Hospitalization(s) 41 (27.9) 43 (29.3) 0.50

*Percentages do not sum to 100% due to missing or unknown data
**Persistent moderate-severe pain is equivalent to a pain score > 4 and ≤ 10 for at least 3 months

Table 2 Unadjusted Change in Mean Opioid Dose in Morphine
Equivalent Daily Dose (MEDD in milligrams) at 3 and 6 Months by

Clinic Type

Integrated
pain
team, n = 147

Usual
primary
care, n = 147

p
value

Baseline dose, mean
MEDD (SD)

124.1 (241.1) 124.5 (231.5) 0.37

3-month dose, mean
MEDD (SD)

82.5 (157.7) 116.4 (230.0) 0.15

6-month dose, mean
MEDD (SD)

68.4 (166.1) 107.1 (223.4) 0.03

Table 3 Adjusted Change in Opioid Dose (MEDD in Milligrams) by
Clinic Type and Time*

Coefficient (95% CI) p value

Integrated pain team versus
usual primary care (baseline)

1.6 (− 7.8 to 11.0) 0.74

Time (baseline as reference)
3 months − 8.2 (− 15.6 to − 0.8) 0.03
6 months − 17.7 (− 29.2 to − 6.2) < 0.0
IPT* time
IPT at 3 months − 33.6 (− 55.0 to − 12.2) < 0.01
IPT at 6 months − 38.2 (− 63.5 to − 13.0) < 0.01

*Adjusted for race, baseline persistent moderate-to-severe pain, opioid
use disorder, baseline opioid use (MEDD in milligrams), naloxone kit
distribution, co-prescription of opioids and benzodiazepines, and
number of emergency department visits
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DISCUSSION

In this QI study, we examined whether the Integrated Pain
Team approach was more effective than the usual primary care
in reducing opioid dose and in uptake of opioid risk mitigation
strategies in veterans enrolled in VA primary care. Because the
two groups were matched, they were intentionally similar on
key variables, but veterans referred to IPT had higher risk
characteristics than their UPC counterparts. For example, vet-
erans in IPT had a higher prevalence of moderate-to-severe
pain (versus mild), diagnoses of opioid or other drug use
disorders, past-year emergency department visits, and
opioid-benzodiazepine co-prescription. Despite these higher
risk characteristics at baseline, veterans receiving care in IPT
achieved significantly greater decreases in opioid dose and
improvements in risk mitigation after 3 months that continued
improving up to 6 months. These results indicate that IPT is
more effective than usual primary care in improving opioid-
related outcomes. Also, longer engagement with IPT is asso-
ciated with greater improvements in opioid dose and uptake of
risk mitigation strategies.
In IPT, the mean MEDD dropped to < 70 mg by 6 months,

whereas in the UPC group, meanMEDDnever dropped below
100 mg, remaining above the threshold established by VAOSI
(90 mg MEDD).23 Chronic pain and opioid use/dependence
are each associated with underlying mental health condi-
tions.3–5 In the IPT model, psychologists use cognitive

behavioral therapy to modify underlying neuropsychological
drivers of persistent pain, such as catastrophizing, depression
and anxiety, or motivational interviewing (MI) to motivate
behavioral modification surrounding opioid use.13, 32, 33 The
PCP in IPT also uses MI and shared decision-making to
develop a multimodal pain care plan including evidence-
based modalities like yoga, mindfulness, and acupuncture,13,
34, 35 while the collocated pharmacist can oversee individual-
ized opioid tapers. Also, as IPT members are collocated in one
treatment room, not only is this “one-stop shop model” space-
and time-efficient but also patients and providers can be uni-
fied around treatment goals, avoiding “splitting” and frag-
mented care, which can thwart attempts to replace opioids
with multimodal pain care alternatives.19, 31

At most VAs, PCPs practice in Patient-Aligned Care Teams
(PACTs) that include psychologists and pharmacists embed-
ded in usual primary care.36, 37 VA OSI makes additional
services available in usual primary care with pharmacists
dedicated to opioid safety monitoring and tapering.23 Never-
theless, PCPs are still limited to 30-min encounters which
makes it challenging to focus on chronic pain and opioid
concerns in the context of veterans’ other medical problems,
and despite the availability of PACT psychologists and phar-
macists, it is difficult for PCPs to quickly assemble a one-stop
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Opioid Dose Over Time by Clinic Type

Figure 1 Change in opioid dose over time by clinic type in standardized units known as Morphine Equivalent Daily Dose (MEDD) in
milligrams. Analyses were adjusted for race, baseline persistent moderate-severe pain, baseline opioid use (MEDD in milligrams), opioid use
disorder, naloxone kit distribution, co-prescription of opioids and benzodiazepines, and number of emergency department visits. Veterans

receiving care in the Integrated Pain Team clinic demonstrated significantly greater reductions at 3 months which, by 6 months, continued to
decrease from baseline compared with veterans receiving usual primary care.

Table 4 Proportion of Veterans Reducing Opioid Dose (MEDD in
Milligrams) ≥ 50% from Baseline at 3 and 6 Months by Clinic Type

Integrated pain
team, n = 147

Usual primary
care, n = 147

p
value

3 months, n
(%)

44 (29.9) 23 (15.7) < 0.01

6 months, n
(%)

59 (40.1) 33 (22.5) < 0.01

Table 5 Odds of Reducing Opioid Dose (MEDD in Milligrams) ≥
50% from Baseline at 3 and 6 Months by Clinic Type*

Odds ratio (95% CI) p value

Unadjusted
3 months: IPT versus UPC 2.62 (1.38–4.96) < 0.01
6 months: IPT versus UPC 2.53 (1.44–4.43) < 0.01
Adjusted*
3 months: IPT versus UPC 2.35 (1.04–5.35) 0.04
6 months: IPT versus UPC 2.03 (1.04–3.95) 0.04

*Adjusted for race, baseline opioid dose (MEDD in milligrams),
persistent moderate-to-severe pain, and opioid use disorder
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shop model with the same “teamness” as IPT. This may
explain why we detected decreases in opioid dose in UPC,
but IPTwas significantly more effective. For solo practitioners
outside of an integrated system like VA, it is even more
challenging to assemble an interprofessional team that uses a
common electronic medical record to support the intensive
behavioral change required for a durable reduction in opioids,
like that achieved by IPT. 24

From a systems perspective, IPT is more staff- and time-
intensive than UPC, requiring the colocation of three different
interprofessional clinicians for initial and some follow-up
visits. Indeed, there was a median of four visits with IPT
compared with two visits for patients in UPC during the same
6-month period. It was beyond the scope of this QI project to
compare costs, but it is possible that additional up-front costs
incurred by IPT may be offset by subsequent reductions in
higher-cost services, such as emergency department visits as
evidenced in this study. Also, with IPT’s focus on non-
pharmacological self-management strategies, overall costs of
IPT may be lower than if similar patients underwent invasive
procedures or surgery, both of which have mixed outcomes for
chronic pain conditions.16, 38 Future studies can compare costs
of IPT models with UPC and tertiary care for chronic pain
management in comparable patients, considering a variety of
clinical outcomes, including those most important to patients
such as functioning and quality of life.31

There are several limitations to this study. This was a
relatively small QI study using a non-randomized matched
cohort design. Though we attempted to make veterans in IPT
and UPC as comparable as possible, differences remained
such that patients in IPTwere higher risk than veterans receiv-
ing UPC at baseline. While a difference in this direction may
have been acceptable, there may have been other systematic
differences and selection biases that were not measured. For
example, patients referred to and remaining in IPTcare (versus
UPC) may have been more motivated to achieve study out-
comes. Third, we relied on VA pharmacy data which indicates
that opioid medication was dispensed and how often, but not
how patients were taking it. Finally, our results may not

generalize to women or non-veteran populations. Curiously,
more African American and other minority groups were re-
ferred to IPT, possibly because of implicit bias, but our study
design did not allow us to investigate this further.39 Notably,
this paper does not focus on patient-reported outcomes such as
pain severity, functioning, quality of life, or satisfaction with
pain care, but a forthcoming publication indicates improve-
ments in these areas in patients in IPT.
In sum, higher risk veterans followed by IPT achieved

greater opioid dose reductions and improved opioid safety
at 3 and 6 months than their lower risk counterparts fol-
lowed in usual primary care. This study provides compel-
ling preliminary data to support an interdisciplinary collo-
cated primary care–based team approach to decrease opioid
prescribing and improve risk mitigation in patients with
chronic pain.
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