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	KIRK PENBERTHY:

Hello and welcome to our broadcast!  
My guests today are Dr. Drew Helmer, and Dr. Helena Chandler, from the War Related Illness and Injury Study Center, or WRIISC.  They are both experts in the field of post deployment health issues.  Welcome!
I understand the WRIISC is a VA national resource for combat Veterans of all eras.  Your multi-disciplinary team provides a holistic approach to managing Medically Unexplained Symptoms and Chronic Multisymptom Illnesses, with the ultimate goal of providing optimum healthcare for our Veterans.

Dr. Helmer, what do you hope to accomplish with this broadcast – what are the main messages you’d like viewers to take away?



	3.

Drew Helmer on camera
	DREW HELMER:
Kirk, our focus at WRIISC is on comprehensive clinical evaluations, research, and education.  Our goal is to have these clinical evaluations offer a treatment “Roadmap” for the Veteran and their primary care provider. We serve under the Office of Public Health and also contribute to their mission of conducting surveillance for clusters of unusual or unexplained illnesses. With our focus on patients with complex illnesses that might be related to deployment, we have developed expertise and an approach to care that we would like to share with this audience.
By the end of this session viewers should be able to discuss the demographics, differences, and current treatment strategies for Medically Unexplained Symptoms or MUS.  They’ll be able to screen their patients for Fibromyalgia and Chronic Fatigue Syndrome, and discuss the symptoms of MUS with their patients.  And finally they’ll know how to direct the appropriate diagnostic work up of a patient with MUS, avoiding invasive, expensive, and unnecessary testing.


	4. 

Kirk Penberthy on camera
	KIRK PENBERTHY:
Let’s start at the beginning.  Tell us what exactly is a medically unexplained symptom?  Is this a new phenomenon?  

	5.

Drew Helmer on camera
MUS CHARACTERISTICS:
· Bothersome enough to be mentioned in health care visit
· Stable/lasting/frequent enough for diagnostic investigation

· Cause elusive to patient and healthcare team

Medically Unexplained Symptoms:
· Multifactorial

· Tests not sensitive/specific enough to label problem

· Condition evolving and not manifested fully
EVOLUTION OF DISEASE LABELS:

· Tuberculosis- Consumption

· Epilepsy- demonic possession

· Hepatitis C- Non-A, Non-B Hepatitis

· Congestive heart failure- dropsy

· HIV disease- Gay-related immune deficiency


	DREW HELMER:
When we use the term ‘medically unexplained symptom’ we are referring to a bodily experience or phenomenon that a patient reports to his healthcare providers without finding a clear explanation or cause. Implicit in this definition are several characteristics of a medically unexplained symptom. First, it must be bothersome enough for the individual to mention it during a healthcare visit. Second, it must be stable enough, either lasting for an adequate period or recurring with adequate frequency, to allow for diagnostic investigation. Finally, the cause of the symptom must elude both the patient and the healthcare team.
Let me illustrate this a little more. We all experience symptoms on a daily basis.  For example, we may feel pain in a joint, some muscle ache, gurgling in our abdomen, or even see a rash or pass some loose stool. If one of these symptoms occurred one day, did not interfere much with our daily routine, and we had a likely explanation for why it happened, we probably wouldn’t go to the doctor. Now, if the symptom persisted for several days or weeks, forced us to miss work , or we couldn’t figure out why it might have happened, we would go to the doctor to get some assistance with diagnosis and/or treatment.
To be truly medically unexplained, the healthcare team must evaluate the symptom and also be stumped for its cause.  The most critical part of the evaluation is an appropriate history and physical examination. Previous studies have indicated that up to 70% of diagnoses are made from the history and physical examination of patients.  In most cases, the clinician has a very good idea what the most likely cause of the symptom is, and may or may not use laboratory or other tests to confirm the diagnosis.  Sometimes, the cause is not so clear, so diagnostic testing becomes more important in narrowing the differential diagnosis list of possible causes.  Not infrequently, the exact cause of a symptom remains elusive, for three main reasons:

1. because there are several contributing factors (multifactorial)
2. the clinically available tests are not sensitive or specific enough to definitively label the problem, or
3.  the condition is evolving and has not manifested fully.
It’s interesting to note how disease labels have changed as we increase our understanding of diseases.  Here are a few examples:
· Tuberculosis- Consumption

· Epilepsy- demonic possession

· Hepatitis C- Non-A, Non-B Hepatitis

· Congestive heart failure- dropsy

· HIV disease- Gay-related immune deficiency
I think the bottom line is we still don’t completely understand how the human body works- it’s physiology- and for some diseases we have a very incomplete understanding of how it breaks down- the pathophysiology.  Medically unexplained symptoms represent situations in which there is great uncertainty in the diagnosis and causal understanding of the illness for both the patient and the healthcare provider.


	5a.
	KIRK PENBERTY:
How are they screened and ultimately treated?



	5b.
	DREW HELMER:

Healthcare providers do not need to ‘screen’ for MUS the way we might screen for diabetes or tuberculosis. Patients with symptoms that rise to the level of requiring medical attention will bring themselves to their doctor and the doctor will evaluate those symptoms.  On the other hand, if a patient is making frequent visits, especially unscheduled or urgent visits, seeking care in the emergency room, or endorsing many symptoms in the review of systems, it is a good idea to think about medically unexplained symptoms or syndromes in the approach to helping the patient. MUS can exist in conjunction with chronic, ‘explained’ conditions, but it is very important to ensure that a more likely, better-defined cause of a symptom is considered and addressed appropriately.  For example, there is a list of ‘rule- out’ diagnostic tests recommended prior to assigning the label of chronic fatigue syndrome to a patient. This list covers other known causes of fatigue, most of which are treatable. Later in this presentation, we will discuss two cases to illustrate more specifically how to approach MUS.   



	6.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Chandler, as a psychologist, what external factors can contribute to medically unexplained illnesses in our Veteran population?


	7.

Helena Chander on camera
NEW Slide 7
	HELENA CHANDLER:
Kirk, there are a number of examples of MUS in combat Veterans and research shows that the exposure to extreme stress can change brain chemistry and overall physiology.  In the past, names such as trench fatigue and shell shock were used to describe the neurological changes observed in combat Veterans.  Currently, a diagnosis of Posttraumatic Stress Disorder, or PTSD, is used to denote the psychological and behavioral changes that were observed in these early observations, but the descriptions of soldiers suffering these conditions include a broader set of physical ailments which is not encompassed by the PTSD diagnosis.  As Dr. Helmer mentioned, the causes of medically unexplained symptoms are typically multifactorial – in other words, there are likely to be several contributing factors.  Physiological changes in response to combat stress are only one piece of the puzzle.  A more recent example of unexplained symptoms in Veterans occurred following the 1990-1991 Persian Gulf War.  Various combinations of pain, fatigue and cognitive problems seem to occur together and , the name Gulf War Syndrome was applied to describe this clustering.. In these conditions, the experience of combat itself is believed to contribute to the development of symptoms that are not readily explained using current diagnostic labels.   It’s important to note that while some of these Veterans also meet criteria for Posttraumatic Stress Disorder or other combat-related mental health diagnoses, others report these symptoms in the absence of such diagnoses. Because Gulf War Syndrome is made of symptoms that vary widely and therefore do not meet the definition of a syndrome, the VA prefers not to use this term.  Instead, Veterans can be diagnosed with, treated for, and in some cases receive disability compensation for unexplained illness syndromes such as Chronic Fatigue Syndrome, Fibromyalgia, and Functional Gastrointestinal Disorders.  
The slide shows the primary characteristics of each of these syndromes, as well as the population prevalence estimates.  As you can see, the rates of illness are greater among Veterans than in the general population.  An additional important thing to note is that the rates of medically unexplained illness are higher in women than men, although the reasons for that difference are not known.


	8.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Why might these symptoms develop, Dr. Helmer?


	9.

Drew Helmer on camera
	DREW HELMER:
Well, the short answer to that is “we don’t know.”  For individuals deployed to particular combat zones, these symptoms are often attributed to specific military, occupational, environmental, or medical exposures. For example, Veterans who were deployed to Kuwait for Operation Desert Storm are often concerned about chemical warfare nerve agents, poor air quality from burning oil fires, or medical prophylactic measures intended to protect service members such as pyridobromostigmine tablets and certain vaccinations. Veterans of Operation Enduring Freedom and Operation Iraqi Freedom express concerns about poor air quality, especially in the vicinity of burn pits and chronic symptoms after mild traumatic brain injury. These exposures may play a role in certain individuals’ symptoms, but given the universality of MUS after combat, others theorize that some individual’s experience a change in their physiology, perhaps due to the prolonged exposure to the stress of deployment and combat.  


	10.
Kirk Penberthy on camera
	KIRK PENBERTHY:
How does stress cause physical symptoms like pain and fatigue?



	11.
Helena Chandler on camera
	HELENA CHANDLER:
Well, Kirk, the word “cause” implies a direct effect or consequence.  I’m afraid the research is not advanced enough yet to make such a strong statement   We do know that people with pain and fatigue conditions are more likely to have a history of acute or chronic stress.  The research also shows that stress affects our cognitive functions, including attention and memory.  And in terms of medical disorders, people who have endured stress and developed PTSD are more likely to have cardiovascular disease and autoimmune disorders such as insulin dependent diabetes and rheumatoid arthritis.  

In terms of mechanisms, there are promising hints in the scientific literature to support stress-related changes to neuroendocrine function, the autonomic nervous system, brain chemistry and anatomy, and immune function.   How these changes interact and produce the wide variety of medically unexplained symptoms is still unclear.



	12.

Kirk Penberthy on camera
	KIRK PENBERTHY:
Dr. Helmer, I understand you have a teaching case study of a fibromyalgia patient.  Can you take us through the presenting symptoms, please…



	13.

Drew Helmer on camera
	DREW HELMER:
Sure, Kirk.  Let me tell you about Sheila.
Sheila is a 45 year old female nurse deployed with the Army to PGW in 1991 who came to my clinic for the first time because her last doctor told her he ‘didn’t believe in fibromyalgia.’ Before him, she was cared for by the same doctor since 2000. 

She reports she has been unable to work due to pain ‘all over’ and fatigue since 1993.  When she tries to be more active (e.g., taking her kids to the park when they were younger, walking for exercise now), she is sore and tender for days, particularly in her upper back, upper arms, and thighs.  She currently goes out of the house mainly for medical appointments and important family events because the extra activity exacerbates her pain.  She does little household work. Her pain improved a little after her PCP started sertraline in 2000 and she’s been on it since.  Gabapentin, NSAIDs, acetaminophen, and tramadol haven’t helped. She believes that she might be hurting herself if she ‘overdoes it.’

Her mental health records document two sexual assaults while in the military and childhood sexual trauma.   She endorses depressed mood, but attributes it to her pain and denies suicidal ideation or previous attempts.  She continues to see a psychologist every month or two and attend a support group for women with military sexual trauma.  She is not sexually active.

She has been service-connected and on social security disability since 2001 and lives with her husband of 20 years and two teenage daughters.  

Her blood tests have been normal except for a mild iron deficiency anemia which resolved after a hysterectomy in 2006 and hypothyroidism which has been adequately treated since 2004.  She has no laboratory evidence of a connective tissue disorder or autoimmune condition.  HIV, hepatitis, and syphilis tests were checked 2 years ago and were normal.

Her physical exam is normal except for the presence of 13 fibromyalgia tenderpoints.  She has full range of motion at all her joints and there are no visible or palpable abnormalities of her musculoskeletal system.



	14.

Kirk Penberthy on camera
	KIRK PENBERTHY:
That’s fascinating and very scary.  Let’s talk a little more about Fibromyalgia.  What is it, exactly?


	15.

Drew Helmer on camera
NEW Slide 8
	DREW HELMER:
People with fibromyalgia report widespread pain that lasts for at least 3 months, and occurs in all 4 quadrants of the body.  Patients must also report tenderness to mild pressure at 11 or more of 18 classic FM tender points. Most people with FM also report fatigue and non-restorative sleep.

The current theory is that people with FM experience amplification of sensory inputs to the brain, resulting in the experience of pain in contexts where others may not. The exact mechanism for this amplification is still under investigation.
Population based studies demonstrate that using the 1990 American College of Rheumatology (ACR) case definition, 2-5% of Americans meet criteria for FM.  Studies of PGW Veterans have estimated the prevalence of FM at 2.0% (versus 1.2% among their non-deployed counterparts), indicating a prevalence of this problem similar to the prevalence for Americans overall, but more common than expected among Veterans.  
Of note, experts have recently suggested changing the definition of FM,focusing on the extent of widespread pain and the severity of related symptoms, while dropping the tender point criterion from the case definition.  )  Removing the tenderpoint criterion removes clinician subjectivity from the diagnosis and simplifies the criteria to calculating a score based on self-report of the pain and other symptoms using standardized surveys.


	16.

Kirk Penberthy on camera
	KIRK PENBERTHY:
Dr. Chandler, are there other non-medical factors that contribute to fibromyalgia?


	17.

Helena Chander on camera
FIBROMYALGIA EXACERBATED BY:
· Increased psychosocial stress (e.g., PTSD)
· Excessive physical exertion
· Lack of slow wave sleep
· Changes in humidity or barometric pressure

	HELENA CHANDLER:
Yes there are, Kirk.  Fibromyalgia is known to be exacerbated by increased psychosocial stress.  This is particularly relevant to Veterans as many of them suffer from Posttraumatic Stress Disorder or PTSD, which is a condition in which their bodies are in a chronically aroused state.  Consistent with other studies, some of our own work shows that the rates of fibromyalgia are greater among people with PTSD than those without PTSD.  This suggests that these kind of chronic stress conditions may increase the risk of developing fibromyalgia.  In addition, excessive physical exertion, lack of slow wave sleep, and even changes in humidity or barometric pressure can all contribute to the level of muscle pain, or myalgia, that people with fibromyalgia report.  



	17a.
Kirk Penberthy on camera
	KIRK PENBERTHY:

There has been an increasing interest in the role of sleep in fibromyalgia and other unexplained syndromes and symptoms, hasn’t there?  

	17b.
Helena Chandler on camera
	HELENA CHANDLER:

Yes, Kirk.  Sleep plays an important restorative and regenerative role for our bodies.  Reduced length or quality of sleep seems to contribute to the level and type of pain that people report, as well as their ability to manage or cope with the pain.  In studies where healthy individuals volunteered to have their sleep disturbed repeatedly, the result was increased reporting of muscle aches and discomfort.  One idea about how this occurs is related to the production of growth hormone, which helps regenerate muscles and is mostly produced at night when we sleep.  Complicating our understanding of exact mechanisms is the fact that one characteristic of Posttraumatic Stress Disorder is sleep disruption due to nightmares or heightened arousal levels generally.  And so in the case of fibromyalgia, we start to see how convoluted things become as researchers attempt to unpack the causes of medically unexplained syndromes.  



	18.

Kirk Penberthy on camera
	KIRK PENBERTHY:
Dr. Helmer, what kind of treatments are available for sufferers of fibromyalgia?



	19.

Drew Helmer on camera
	DREW HELMER:
In terms of medications, despite being an unexplained syndrome, there are actually a handful of medications approved by the Food & Drug Administration specifically for FM.  These include the norepinephrine-serotonin reuptake inhibitors duloxetine and milnacipran. Pregabalin also has an FDA indication for treatment of FM-related pain.  Other antidepressants and non-steroidal antiflammatories may also be efficacious, but these do not carry FDA indications specific for FM.  In general, opioids should be avoided due to concerns about dependence and tolerance, especially given the chronicity of FM and the need to focus on a rehabilitative and functional approach to management.


	20.

Kirk Penberthy on camera
	KIRK PENBERTHY:
Dr. Chandler, you have a Chronic Fatigue Syndrome case study to share with us?



	21.

Helena Chander on camera
	HELENA CHANDLER:
Yes, Kirk.  Although chronic fatigue syndrome, like other medically unexplained syndromes, occurs more often in women than men, I’d like to share a case involving a male Veteran.
Joe was a 37-year-old white male OEF/OIF Veteran, who worked part time doing billing for a car mechanic. 

His chief complaint was "I am always exhausted and never really feel well. I have difficulty remembering things, like what I need when I’m at the grocery store."

He described the onset of his illness as occurring at age 34. His symptoms began with a viral illness resulting in fatigue, muscle and joint pain and upper respiratory symptoms. He also noted difficulties with concentration and increasingly severe allergies. Sometimes he feels nearly normal for months at a time, but then his symptoms return and he has difficulty managing household responsibilities. Spring and summer are his most severe periods. He has no history of depression, but states that his mood can be sad or even hopeless after several months of unremitting symptoms. He feels these moods are directly related to his degree of disability from his illness.

Currently he has had numerous symptoms and has reduced his work schedule to 20-hours/week. Forgetfulness, worsening pain in the hips, knees and lower back, difficulty falling asleep after waking during the night and awakening utterly exhausted in the morning are the most disabling symptoms. He reported that light activity, such as an hour of shopping or handling errands, lead to increased fatigue and a sore throat for the next one to two days.



	22.

Kirk Penberthy on camera
	KIRK PENBERTHY:
Dr. Helmer, can you tell us a little about the medical aspects of Chronic Fatigue Syndrome or CFS?



	23.

Drew Helmer on camera
CFS DIAGNOSIS CRITERIA:
· Severe chronic fatigue of six months or longer;
· 4 out of 8 symptoms for six months or more, not preceding the fatigue; 
· Substantial or greater decrease in activity from pre-morbid state; 
· Symptoms must have occurred within the past month;
· Other causes must be ruled out.

	DREW HELMER:
I’d be happy to.  
CFS is a poorly understood medical disorder, which affects 3 per 1000 patients attending a primary care practice. At this point the pathophysiology is unclear and there is no specific test or consistently effective therapy.The CDC established a case definition for CFS that requires the presence of profound fatigue for longer than 6 months, often beginning suddenly after an acute viral infection.
In order for a case to be diagnosed as CFS, it must meet these criteria:

Severe chronic fatigue of six months or longer;

4 out of 8 symptoms for six months or more, not preceding the fatigue; 

Substantial or greater decrease in activity from pre-morbid state; 

Symptoms must have occurred within the past month;

And other causes must be ruled out.

CFS is a diagnosis of exclusion, meaning in order to apply it to a person as a diagnosis, we must have ‘ruled out’ any known medical or psychiatric disorders, 


	24.

Kirk Penberthy on camera
	KIRK PENBERTHY:
It sounds like a very debilitating condition.  What are some of the symptoms you referred to?


	25.

Drew Helmer on camera
Graphic:  PPT #18
	DREW HELMER:
Common symptoms include:
· Substantial impairment of short-term memory or concentration

· sore throat

· tender lymph nodes

· muscle pain

· multi-joint pain without swelling or redness

· headaches of a new type (pattern or severity)

· unrefreshing sleep

· post-exertional malaise lasting more than24 hours.

Many of these symptoms were described in the case example that Dr. Chandler just presented. Joe’s clinical presentation was fairly typical.
It’s important to note that these symptoms must have persisted during 6 consecutive months of illness and must not have predated the fatigue.


	26.

Kirk Penberthy on camera
	KIRK PENBERTHY:
How do you screen patients for CFS?


	27.

Drew Helmer on camera
Graphic:  PPT #20
	DREW HELMER:
There are a number of ways, Kirk.  At the War-Related Illness and Injury Study Center we give patients a screening questionnaire, take a thorough history, do a complete physical exam, and run some readily available tests.
These important tests can include:

· Comprehensive Metabolic Panel

· Complete Blood Count with differential

· Urinalysis

· Erythrocyte Sedimentation Rate

· C-Reactive Protein

· Thyroid Function Tests

· ANA, Rheumatoid Factor

· Lyme's Titer, HIV



	28.

Kirk Penberthy on camera
	KIRK PENBERTHY:
Dr. Chandler and Dr. Helmer, what other tools can you use to manage CFS?



	28a.

Drew Helmer on camera
	DREW HELMER:

Let me start with the medical approach to CFS, Kirk.

It’s important to note that there are NO approved medications specifically indicated for CFS by the FDA.  That being said, patients can discuss with their doctor several pharmacologic options which may improve certain symptoms of CFS, including the fatigue.  In general, classes of medication that may partially alleviate symptoms common in patients with CFS include selective serotonin reuptake inhibitors, tricyclic antidepressants, non-steroidal anti-inflammatories, and certain stimulants. The risks and benefits of each medicine must be weighed by the patient and the prescriber on a case-by-case basis prior to initiating any of these. 

	29.

Helena Chandler on camera


	HELENA CHANDLER:
There are also non-medical options for symptom management and improvement such as cognitive behavior therapy and graded exercise. I’ll discuss these in more detail later, as they are beneficial for any type of MUS.


	30.

Kirk Penberthy on camera
	KIRK PENBERTHY:
With any chronic condition, Dr. Helmer, how do you get the patient moving forward, so they can attain some quality of life?



	31.

Drew Helmer on camera
Moving Forward with the Patient:
· Practice good communication

· Educate the patient and yourself

· Negotiate shared goal and plan

	DREW HELMER:  
Well, Kirk, the first step is to practice good communication with the patient.  You need to give them the big picture, both from a biopsychosocial and a metaphysical standpoint.  You also must be honest about what can and cannot be done.  Patients appreciate you spending this time with them.  One of the issues they often face is being bounced around to multiple medical specialists who may ask a relatively narrow set of questions.  Patients need an opportunity to present their broad concerns and taking that time can establish a solid foundation from which to move forward.
Second is to educate the patient, and yourself, about symptoms and conditions.  These can include etiology, pathophysiology, treatment, prognosis and certainty.  

And third, negotiate a shared goal and plan with the patient.  Focus on health and wellness.  Identify “hooks” for motivating behavior change, such as children, or spouse, or education.  And make sure you’ve got a good team to implement the plan.

I think it’s important to recognize, Kirk, that self management and regular appointments are tools which can certainly improve symptom management.  Initially, scheduling appointments more frequently, perhaps every 4 to 6 weeks, can ensure that the plan is working and reassure the patient that you intend to work with them on a long-term solution.



	32.
Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Chandler, isn’t it true that patients can get into a downward spiral that only serves to perpetuate both the medically unexplained symptoms as well as chronic fatigue syndrome and fibroymyalgia?



	33.

Helena Chandler on Camera

Graphic:  Vicious Cycle
	HELENA CHANDLER

Yes, that is one concern for these patients.  Similar to patients with known or medically explained chronic illnesses, individuals with unexplained pain or fatigue are at risk of responding to their illness in a way that is detrimental rather than helpful to their overall health.  As the figure shows, a person who experiences fatigue or myalgia may naturally respond by decreasing their activity.  Understandable since they are often in a great deal of discomfort and distress.  In fact, this is a common and often good way to respond to conditions that are acute or resolve within a short amount of time.  However, in chronic conditions the prolonged reductionin activity can increase symptoms such as feelings of fatigue or achiness. Remember the research I mentioned that showed even health volunteers developed pain problems when their sleep was disrupted?  Well, a similar problem arises when people restrict their activities – they report both more pain and more fatigue.  In the absence of good management, such as the approach that Dr. Helmer just outlined, the patient may respond to the worsening symptoms with greater avoidance of activity.   This can include stopping physical chores like mowing or  cleaning the house, as well as reduced social contact due to concern about participating in activities requiring a lot of walking (such as meeting friends at a mall).   Over time, this withdrawal from daily activities can impact a person’s sense of value, ability to be effective and in control of their lives, and their overall mood.  And depressed mood is associated with fatigue and pain.  Thus, the cycle is perpetuated.   In our case examples, both Sheila and Joe had decreased their level of daily activities, and Joe was specifically suffering with depressed mood that coincided with this reduction in activities.

	34.
Kirk Penberthy on camera
	KIRK PENBERTHY:

You said this cycle is similar in patients with other chronic illnesses.  How does it affect chronic fatigue syndrome or fibromyalgia specifically?



	35.

Helena Chandler on camera
	HELENA CHANDLER: 
Because these syndromes are unexplained, the patients often go through a prolonged period of testing with their doctor where there are no answers to their question of what is wrong.  In the absence of any understanding of their illness, they are naturally cautious about activities because they don’t know what will help or hurt their condition.  So, patients with these unexplained syndromes are at greater risk of getting into the cycle described previously.  The approach that Dr. Helmer outlined is designed to keep the patient actively engaged in his or her treatment and includes education of the patient and family to help prevent worsening of problems.  But rather than making assumptions about how any individual is responding to his or her illness, the first step is to do a good interview to assess of the potential contributing issues.

	36.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Helmer, can you talk a little bit about the BATHE Interview technique – what does the acronym stand for?



	37.

Drew Helmer on camera

Graphic:  BATHE Interview Technique
	DREW HELMER:

Sure.   The BATHE technique reminds the provider to look beyond the symptom, to fill in the context, as well. The letters stand for:

B --Background “What’s going on in your life?”

A --Affect “How do you feel about it?”

T --Trouble “What troubles you the most about the situation?”

H--Handle “What helps you handle that?”

E --Empathy “This is a tough situation to be in. Anybody would feel (down, or stressed, or whatever the emotion might be).  Your reaction makes sense to me.” 

As you can imagine, this approach, if done sincerely, will give the patient a sense that the provider is not just interested in how her body functions, but also how this is affecting her life.  It also sets the stage for the patient assuming appropriate responsibility for managing the symptoms.

In addition to the BATHE technique, a critical aspect  of good communication is to listen carefully and attentively and then restate the person’s concern.  This both helps the patient know she was heard and ensures that you have understood them correctly.  Once you have established good rapport and agreement about what the problems are, you can start moving toward treatment strategies.


	38.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Chandler, let’s talk more about self-management as part of the treatment approach.  Why is important for both the patients and the providers?



	39.

Helena Chandler on camera


	HELENA CHANDLER:

As we’ve discussed, medically unexplained syndromes are complex.  Self-management is the ability of the patient to cope with all that a chronic illness entails, including symptoms, treatment, physical and social consequences, and lifestyle changes. With effective self-management, the patient can monitor his or her condition and make whatever changes are needed to maintain a satisfactory quality of life.  These include changes in both thinking and behavior that may be required to adjust to the illness.  It’s important for patients because as part of a treatment plan, self-management involves a range of behaviors which improve their quality of life.  The patient is taking charge, or taking control of their situation, which is empowering.



	39a. 
Kirk Penberthy on camera
	KIRK PENBERTHY:

The Patient Aligned Care Teams, or PACTs, help to facilitate this idea of putting the patient, rather than the healthcare provider, at the center of the process of managing the illness, isn’t that correct?  I would think that this sends a strong message that the patient must be actively involved in treatment planning and follow up.
  

	39b.
Helena Chandler on camera
	HELENA CHANDLER:

You’re right, Kirk.  The VA has been rolling out PACTs, to ensure this principle of putting the patient at the forefront of managing their illness is applied throughout the primary care system.  In medically unexplained syndromes, where usual medical tests are failing to find reasons for the illness, it is even more important that the patient him or herself play an active role in monitoring, reporting, and trying to alleviate symptoms.  

Self-management has actually been shown to improve clinical outcomes and symptoms, as well as overall visit satisfaction, in a patient-centered care environment.  Patients have shown more confidence, they communicate better with their provider, and their overall quality of life is improved.

So it’s really a benefit for all involved.  



	40.

Kirk Penberthy on camera
	KIRK PENBERTHY:

What are some of the most common self-management techniques?



	41.

Helena Chandler on camera

SELF-MANAGEMENT TECHNIQUES:

· Patient Health Literacy

· Self-Monitoring

· Collaborative Goal Setting

· Cognitive Behavioral Therapy

· Self Management Courses
	HELENA CHANDLER: 

Well, in addition to collaboration between the patient and the primary care provider -- using the BATHE technique that we discussed -- it’s also important to assess and improve the patients’ health literacy and knowledge about their condition.  Our patients like to feel well-informed about their illnesses and it is helpful for both the provider and patient when a common level of understanding is established.

Another key aspect of self-management is teaching the Veteran how to be a good observer of symptom patterns.  Typically, when we get sick or notice a symptom like a headache we mentally look for a reason.  We often think of some recent change in our environment or behavior as an explanation.  Making these links may or may not be accurate.  For example, if I developed a headache I might think it was because of a new carpet that was put down and had an unusual odor.  I’m more likely to think of the new carpet and it’s unfamiliar odor than I am to realize that I had a cup of coffee in the morning and then didn’t drink any other liquids all day.  That dehydration is a likely alternate cause, but one that is less salient because of the novelty of the carpet.   When Veterans have ongoing illnesses of an unknown cause, it’s helpful to teach them how to do a better job of monitoring their symptom patterns.  This might start out with a weekly chart on which patients’ record their symptoms 2-3 times per day at predetermined times.  By making this record on a schedule, the patient doesn’t have to rely on his or her memory.  It’s much better than getting to the doctor’s office and trying to recall how bad your pain has been for the past month.  From this timeline, the patient and doctor might learn that the problem is worse in the morning, or on weekends, or some other pattern.  This chart can be adapted to test out ideas about things that are contributing.  For example, if I think the carpet smell is giving me headaches, I could have it removed and record the number of headaches I get, and then have it put back to see if the number changes again.  Such records are sometimes referred to as self-monitoring and they are also used for tracking the effectiveness of any behavioral changes, like increased activity, that the person may be asked to make.
Other pieces of self-management include collaborative goal setting with the patient and health care team, techniques learned in cognitive behavioral therapy to improve goal setting and emotional self-management, and patient education courses in self-management.  Providers themselves can get training in an interview approach known as motivational interviewing.  This is a style that can be used with the BATHE technique or independently and is helpful in moving a patient toward greater self-management because it helps the provider focus on redirecting patients to collaboratively produce solutions to problems rather than reinforcing reliance on the healthcare system by the provider always generating suggestions.

You know, Kirk, research shows us that primary care and other appointments decrease significantly as self management strategies take hold.

Involving other providers such as mental health and education professionals benefits both the patient and primary care provider as they can help teach self-management skills and improve health literacy.



	42.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Chandler, can you tell us more about cognitive behavior therapy?  How does that help these patients?



	43.

Helena Chandler on camera


	HELENA CHANDLER:

A therapist skilled in cognitive behavior therapy, or CBT, works with the patient to teach ways of thinking that enable a patient to solve problems that interfere with functioning and quality of life.  We were just discussing self-management, and the skills learned through cognitive behavioral therapy directly support the patients’ ability to be more central in his or her health care decisions and management.  For example, teaching self-monitoring skills is frequently part of initial CBT sessions so that patients and therapists can have a way of tracking change.  Coping with and managing medically unexplained illness also requires strong problem solving and decision making skills, and these are taught by cognitive behavioral therapists.

In medical settings, the therapist is typically either a psychologist or clinical social worker.    Sometimes the focus of treatment must include addressing actual psychiatric diagnoses that can contribute to the person’s overall quality of life, such as depression or Posttraumatic Stress Disorder and other times the focus is on teaching the patient a new approach to managing their symptoms.
Very often, CBT also helps patients to modify behaviors to reach a goal – for example, prioritize daily tasks to work around fatigue, or slowly build up a graded exercise program.



	44.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Okay, but what about the patient who seems to be in a pattern of feeling hopeless, fearful, or just not in control?  I can see someone with chronic pain who just feels as if nothing is working.  How does the therapist treat these patients?



	45.

Helena Chandler on camera


	HELENA CHANDLER:
That’s a good point, Kirk.  As described in the cycle sustaining MUS, fear of exacerbating symptoms and hopelessness about the future are often present among people with MUS.  We saw this in Sheila’s case where she reported being afraid of “hurting herself if she overdoes it.”  The CBT therapist will work with the patient to change these thought patterns.  For example, a therapist will work with a patient to teach him or her to set goals and then evaluate their progress toward those goals and the impact of the new behavior on the symptoms.  
For instance, “I want to exercise.”…becomes…“I will walk in the park near my house for 10 minutes on Mondays, Wednesdays and Fridays. 

CBT also helps the patient problem solve potential barriers such as, 

“If it rains, I’ll walk in the mall.”

And the patient will monitor and record how often they engage in the targeted behavior, and rate their symptoms before and afterward.  Again, this monitoring record provides both the patient and therapist with better information about what activities do or do not make symptoms worse.  Typically, the patient learns that their initial fear of activity was not warranted, and for CFS patients they also often see that if they push too hard or too quickly there *is* a subsequent increase in symptoms.  Part of the process is to teach the patient how to assess and monitor his or her own successes and failures.



	45a.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Some patients have a pattern of ways of thinking about their illness that holds them back from doing the things that their doctor recommends.   How does the cognitive behavioral therapist deal with that?



	45b.

Helena Chandler on camera
	HELENA CHANDLER:

The cognitive behavioral therapist will explore these thoughts and help the person modify the ones that are problematic.  So, if Sheila’s report of being afraid of hurting herself translates to something like “I can’t stand it if my hips ache after taking a walk,” the CBT therapist would work with her to challenge the absolute truth of that thought and modify it to something more helpful.  For Sheila, although her thought is that she “can’t stand it”, she actually was able to tolerate the discomfort when she needed to or when she wanted to attend a function.  She and her therapist decided that instead of telling herself “I can’t stand it”, she would tell herself “I don’t like my hips aching, but it’s important for my overall health that I take this short walk and so I *will* accept the discomfort.”  Notice that the new thought is realistic – Sheila must accept some level of pain. The therapist isn’t asking her to like it, that would be foolish.  The modification may even seem minor, but such shifts in thinking can have a big impact on actual behavior.  Physical therapists encounter these issues all the time as they are often trying to get their patients to move joints and do exercises that hurt in the moment for the purpose of long-term gain.

So, to get back to your original question, the hopelessness and fear that can develop for patients with medically unexplained illness is addressed by teaching patients to set specific, achievable goals, monitor their progress and modify any unhelpful thought patterns that might be causing the increased anxiety and getting in the way of the patients doing what they need to do.



	46.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Helmer, how do you broach the idea of a psychology referral with your patients?  I’m assuming some patients could take it to mean that they have psychiatric issues…



	47.

Drew Helmer on camera

Graphic:  
Psychology Referral:

· Introduce idea of CBT early

· PCP manages case and follow-up visits

· Communication among providers to coordinate care
	DREW HELMER:

Well, Kirk, I introduce the idea of working with a CBT therapist early in the process, and explain that a referral to a mental health specialist does not necessarily mean a psychiatric diagnosis, but that CBT can help manage and improve symptoms.

I think it’s very important that the patients don’t feel that they are simply being passed off to another provider, particularly a mental health provider.  The primary care physician is responsible for managing these cases and should be planning follow-up visits with the patients to review the outcome of referrals to other specialists.  When possible, communication among the treating providers can facilitate more coordinated care.  Many VA primary care clinics now have psychologists or other mental health providers embedded right in the same clinic, which can avoid the stigma sometimes felt when going to a mental health unit as well as improve communication among the provider team.
As Dr. Chandler said, if a patient does have a psychological diagnosis such as PTSD or depression, the goals of the referral and of therapy will include using CBT or other empirically supported treatment approaches to treat those problems, but may need to be adapted to optimize treatment of the co-morbid psychiatric illness.  In Sheila’s case, for example, I would want to know whether her depression and history of sexual trauma was being adequately addressed by the group she is attending.  I might do an assessment myself or refer her for an evaluation of those issues in the context of her fibromyalgia.  Given the research that points to a potential role of physiological hyperarousal as contributing to widespread pain, getting Sheila the right therapy to reduce anxiety would be an important piece of improving her symptoms.  And as the anxiety and associated hyperarousal improves, it may be that a trial of reducing some of her medications would be beneficial.   Joe didn’t appear to have a diagnosable mental health condition, but again, I would refer him for a complete evaluation and involve a mental health clinician with specialization in medical conditions because he reported that his mood is being negatively impacted by his fatigue and achiness.  Given the cycle described by Dr. Chandler, this puts him at risk of having problems successfully managing his overall health.  These referrals, therefore, would be for assessment and treatment of potential psychiatric disorders. 


	48.

Kirk Penberthy on camera
	KIRK PENBERTHY:

So I see how cognitive behavioral therapy helps patients with co-morbid mental health diagnoses or problems, but how is CBT also used in the absence of such conditions?

	49.

Helena Chandler on camera
	HELENA CHANDLER:

People with chronic fatigue syndrome, fibromyalgia and other forms of medically unexplained syndromes often have to learn to think differently about their symptoms, improve their ability to deal with stressful situations, and manage their disorder. We talked earlier about goal setting and self-monitoring activity.  Although such activities seem simple, healthy people rarely use such structured systems of evaluating their activities.  We are basically not prepared for the challenges of chronic illness.  CBT helps people to find the appropriate activity levels for them.  Not only do people with medically unexplained syndromes need to learn to set goals, they also need to learn to set limits and adjust their schedule to the fluctuations that may occur in their symptoms.

Although CBT doesn't bring patients completely back to the level of functioning they report prior to the illness, research has found that it helps people to walk faster and with less fatigue than those who did not use CBT. Mental health scores and quality of life also improve.  CBT also appears to be an effective treatment for adolescents with CFS. Teenage patients have reported improvements in fatigue, functional status, and school attendance.  One review of CFS trials reported that, of all therapies available to CFS patients, only cognitive behavioral therapy (CBT) and graded exercise showed conclusive benefits. 


	50.

Kirk Penberthy on camera
	KIRK PENBERTHY:

That sounds like an important part of a treatment program.  Let’s talk now about Graded Exercise, which you said is the other therapy that the research supports as helpful. 


	51.

Drew Helmer on camera
	DREW HELMER:

Research has shown that Graded Exercise improves overall fitness, fatigue, distress, and mental health functions, especially when done in combination with cognitive behavioral therapy.  A review of clinical trials reported that exercise interventions are beneficial to patients with CFS, especially when combined with patient education about how to implement the activity.  One report indicated that 75% of CFS patients who were able to engage in exercise, particularly aerobic exercise, reported less fatigue and better daily functioning and fitness after a year.
The term “graded” exercise refers to a strategy of teaching patients to slowly increase the amount of exercise they are attempting.  While some people are too cautious in their activities, others jump in and try to do more than their bodies are really ready for.  It takes education and sometimes collaboration with a physical therapist to teach patients how to gradually improve.  



	52.

Kirk Penberthy on camera
	KIRK PENBERTHY:

How do you advise patients to start on a Graded Exercise regime?



	53.

Drew Helmer on camera

Graphic:  
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	DREW HELMER:

Start low and go slow!  For example, start walking 3-5 minutes a day, or maybe even every other day.  The starting goal must be achievable and it’s better to undershoot than overshoot a patient’s abilities.  If the initial goal is too ambitious, the patient may experience a set back and become immediately disheartened about the possibility of changing their behavior to have any impact on their health.  A typical goal is to increase activity by about 20% every 2-3 weeks, eventually reaching about 30 minutes per day.  Again, this rate of increase has to be tailored to the individual.  You want them to experience mastery and confidence at one level before trying to move up.  Once at 30 minutes, the patient can begin to gradually increase the intensity of the exercise, depending on the limitations of each individual.  
Keep an exercise record.  Include the date, time, what you did and how you felt.  Use this record to evaluate the plan with your physical therapist , primary care physician or other provider.  This is another example of the self-monitoring forms that Dr.  Chandler discussed.  
The plan increases incrementally, again in collaboration with your physical therapist, primary care physician, or a mental health professional with training in medical conditions.  
Set limits and stick to them even on a “good day” – don’t overdo it.

This is key to prevent undue fatigue or pain. For Veterans, this can be a hard instruction to follow.  Many of our Veterans want to push hard and remember being encouraged to do so while in the military.  Ask them to think of their goals as a marathon rather than a sprint.  If they push too hard early on, they make it harder to achieve the long-term goal.
Problem-solve and experiment with different forms of physical activity that suit your available energy levels. Some patients report great benefits from yoga or tai chi, which combine exercise with meditation. Rotating different activities can introduce more interest and variety for some patients.  Others prefer a single type of exercise.  People will often come up with reasons that they can’t do one form of activity. Help them identify what they *can* do.  Swimming or pool exercises can be helpful for people who have joint damage, for example.  And bring in social workers or others who can help identify community resources such as pools or transportation if those things are an issue.
And most importantly, expect setbacks – If you fall off the bicycle, get right back on!  Starting something new is difficult and there will always be unforeseen issues.  This is the point at which many people give up.  If you tell your patients that setbacks are expected, it can help them pick back up and reignite their efforts.  And if patients come in confessing that they have not followed their plan, reassess their commitment to the agreed upon goals and help them identify the issues that got in the way
Again, psychologists and clinical social workers trained to work in medical settings can be excellent resources to help the patient develop specific goals and learn how to monitor their own progress.


	54.

Kirk Penberthy on camera
	KIRK PENBERTHY:

Good advice.   So, what happens to patients with FM and CFS?



	55.
	DREW HELMER:

Well, in general, these patients have a waxing and waning course.  They have some good days and some bad days.  There are a few longitudinal studies that indicate that FM or CFS are generally not precursors of a more dangerous underlying condition.  With the appropriate management approach we’ve outlined today, most people with these conditions can regain a significant level of functioning and quality of life.  This takes real collaboration among the patient, the healthcare team and the patient’s network of family and friends.

For Sheila, we tried pregabalin, placing a non-formulary consult for the specific treatment of her fibromyalgia. She did not want to take an antidepressant despite the FDA-indication for the SNRIs for FM.  After taking the pregabalin for about a month she reported a slight improvement in her pain level and exercise tolerance.  She was happy to be able to get out of the house a little more often. It did not ‘cure’ her, of course. She found that sometimes she could predict when her symptoms would flare in response to stressful events or times of the year and she would be less able to do her daily activities. When she anticipated this, she would ‘simplify’ her life to have the reserve to participate in the most important activities.  Sometimes, however, her pain and fatigue would worsen without any warning and she would just miss out on things. She tried to build up her resilience through healthy eating and mild exercise, but wasn’t always able to stay the course. Having teenage children presented her with some challenges, what she called “drama,” but she tried to focus on the positive and turned to her women’s group for support.  Her husband also remained supportive, occasionally coming to appointments with her, especially when he had questions about a particularly bad exacerbation.



	56.

Kirk Penberthy on camera
	KIRK PENBERTHY:

You mentioned family and friends.  What role do they have in helping patients with MUS?

	57.

Drew Helmer on camera
	DREW HELMER:

Involving family or other caregivers in the assessment and treatment process can be very helpful.  In addition to understanding the level of support that a patient has, family and caregivers can offer important perspectives and insights into the patient’s symptoms.  

	58.

Helena Chandler on camera
	HELENA CHANDLER

I agree.  And in addition, the family and caregivers are crucial in supporting the patient as he or she tries to maintain as much independence and involvement in daily activities as possible.  Sometimes well meaning family members can start to over-function for the patient – reliving them of all responsibilities.  While well-intentioned, as we discussed earlier, such withdrawal from activities is not helpful for the patient’s long-term wellness.  So it’s important to understand how the family or support system is either helping or hindering the patient’s ability to manage symptoms.  Medical social workers are often excellent resources as part of a team to assess these aspects of the patient’s situation.

	59.

Kirk Penberthy on camera
	KIRK PENBERTHY:

And what happened with our Veteran, Joe?

	60.

Helena Chandler on camera
	HELENA CHANDLER:

Joe’s allergy and respiratory symptoms were thoroughly worked up and after a number of medication trials he found a combination of antihistamines, decongestants and inhalers that helped control his symptoms without causing additional drowsiness.  The allergies appeared to have been the biggest contributor to the seasonal exacerbation of symptoms, but did not explain the year-round symptoms of fatigue, concentration problems and pain.  Joe was sent for a sleep study and diagnosed with sleep apnea, which was helped by the allergy treatment as well as use of a CPAP machine.  In addition, Joe received a neuropsychological evaluation for the cognitive problems he reported.  The testing confirmed his report of memory and attention problems.  Recommendations for compensation strategies were provided by the neuropsychologist and followed up by the psychologist who also evaluated his mood.  After keeping a diary of his mood, symptoms and functioning, Joe and his therapist agreed that his mood got worse as his activities decreased.  Specific goals were set for Joe to engage in some form of activity that took him outside of the house every day, even if it were for a short time.  Joe’s mood responded well to this increased structure and additional opportunity for social interactions.  Even on days when his symptoms were bad, Joe made a trip to the store or post office and found the act of getting ready and going out to be beneficial.  Joe incorporated this recommendation into his attempts to begin a graded exercise program and found another Veteran with whom he would walk once a week, while walking alone on three other days.
As he implemented that neuropsychologists recommendation for organizing and writing down what he needed to do, Joe had fewer days when he was frustrated about having missed appointments or forgotten things at the store.  Follow up neuropsychological testing continued to show some problems with attention and short term memory, but Joe no longer saw this as a top concern once he had developed the new habits the neuropsychologist had recommended.  This improvement also seemed to help his mood as he felt more in control of his life.  


	61.

Kirk Penberthy on camera
	KIRK PENBERTHY:

It sounds like Joe is doing a lot better.

	62.

Helena Chandler on camera
	HELENA CHANDLER:

His quality of life has certainly improved.  He continues to work part-time and would like to work full-time, but when he pushes too hard he gets a flare up of symptoms.  He is now more accepting of that situation, though hopes in the longer-term to change that.  Also, his cognitive tests show that there are still problems but he has less concern about that and has a system for coping with it.  Joe’s physician did a great job of coordinating care among the specialists and meeting with Joe periodically to review.

	63.
Kirk Penberthy on camera
	KIRK PENBERTHY:

So if I can sum up all of this great information in a couple of points, it would be that Medically Unexplained Symptoms are like any other chronic condition.

By using a collaborative approach involving the patient, caregivers and other providers, and keeping the patient actively involved in his or her management of the illness, these patients can be helped.



	64.
Drew Helmer on camera

Graphic:  
Key Points:
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	DREW HELMER:

That’s exactly right, Kirk.  And I’ll add to that list these key points:
· Listen to the patient’s concerns
· Be empathetic and compassionate
· Empower patients to function
· Share information
· Focus on prevention
· Provide roadmaps for managing symptoms


	65.
Kirk Penberthy on camera
	KIRK PENBERTHY:

Dr. Chandler, can you provide our viewers with some brief information on how can we find out more on your War Related Illness and Injury Study Center, 
or WRIISC?



	66.

Helena Chandler on camera

www.warrelatedillness.va.gov
	HELENA CHANDLER:

Kirk, as we mentioned at the beginning of the broadcast, WRIISC focuses on comprehensive clinical evaluations, research, and education.  Clinical evaluations offer a treatment “Roadmap” for the Veteran and their primary care provider. 
To refer a patient to the WRIISC, a VA provider must submit an Interfacility Consult in the electronic medical record. The consult triggers the WRIISC team to complete a review of the patient’s medical record to determine the appropriate WRIISC intervention, including invitation for the comprehensive evaluation. Since Veterans return to their VA facilities for follow up care, the “road map” includes a summary of the medical records and the WRIISC evaluation for the referring healthcare team and the recommendations for next steps.  It offers a fresh perspective and a concrete set of next steps for the referring team and patient.
For more information, please visit our website:  www.warrelatedillness.va.gov 



	67.

Kirk Penberthy on camera

Studio Phone Line:  202-273-9112
	KIRK PENBERTHY:

And now it’s your turn.  If you have questions for Drs. Chandler or Helmer, now is your chance to call us in the studio.  The number if 202-273-9112.



	68.

Kirk Penberthy, Helena Chandler, Drew Helmer on camera


	KIRK, Drs. CHANDLER & HELMER:

(Ad lib while waiting for calls; Kirk to ask prepared questions…)



	69.

Kirk Penberthy on camera;

Helena Chandler and Drew Helmer on camera
	KIRK PENBERTHY:

Unfortunately we’re all out of time for today.  It’s been an extremely informative broadcast and I’d like to thank my guests, Dr. Helena Chandler and Dr. Drew Helmer for sharing their expertise with us.

Until next time, I’m Kirk Penberthy.  Thanks for watching!
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