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Information for Participants

STATEMENT OF NEED

Effective pain management is more complex than ever. As opioid prescribing guidance continues to evolve, clinicians must stay current
with the latest evidence to deliver safe and patient-centered care. The FDA Opioid Analgesic REMS Education Blueprint and the 2022
CDC Clinical Practice Guideline for Prescribing Opioids for Pain provide essential recommendations for responsible opioid prescribing,
acute and chronic pain management, opioid safety, and the recognition and treatment of opioid use disorder (OUD). These resources
also address persistent gaps in clinical practice and clarify misapplication of earlier recommendations that contributed to unintended
patient harm. Despite these advances, clinicians and multidisciplinary care teams continue to face challenges translating guidance into
everyday practice — particularly in emergency settings and opioid counseling.

This live Engage the Experts webcast from CME Outfitters will bring these principles to life through practical, real-world clinical
decision-making. Through expert discussion, brief patient cases, patient perspectives, decision point polling, and live Q&A, learners will
apply biopsychosocial assessment, validated pain tools, multimodal treatment, opioid risk assessment, safe prescribing and counseling,
DSM-5 criteria for OUD, and evidence-based, non-stigmatizing communication. Patient experience checkpoints will reinforce shared
decision-making and what patients need to understand at key clinical decisions.

LEARNING OBJECTIVES

At the conclusion of this activity, learners will be able to better:

e Identify physiologic and biopsychosocial factors that contribute to common pain etiologies and influence treatment selection

e Apply validated pain assessment tools to guide individualized, multimodal pain management decisions

e Integrate strategies from the 2022 CDC Clinical Practice Guideline for Prescribing Opioids to the development of safe,
effective pain management plans for patients with acute, subacute, and chronic pain

e Counsel patients on multimodal pain management to support safe, effective treatment plans, including appropriate opioid
storage and disposal

e Assess risk for opioid nonmedical use when developing multimodal pain management plans

e  Utilize DSM-5 criteria to identify opioid use disorder (OUD) in patients prescribed opioids for acute and chronic pain

e Incorporate evidence-based communication strategies in practice to discuss potential OUD diagnosis and treatment options
with patients

FINANCIAL SUPPORT

This activity is supported by an independent educational grant from the Opioid Analgesic REMS Program Companies. Please see here
for a listing of REMS Program Companies. This activity is intended to be fully compliant with the Opioid Analgesic REMS education
requirements issued by the U.S. Food and Drug Administration (FDA).

TARGET AUDIENCE

Physicians, nurse practitioners (NPs), physician associates (PAs), nurses, dentists, pharmacists, psychologists, and other HCPs in
aligned specialties

CME OUTFITTERS
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Faculty

JOHNATHAN GOREE, MD (MODERATOR)

Chief of Staff

Neurosciences Service Line Director
Director, Chronic Pain Division

Professor of Anesthesiology

University of Arkansas for Medical Sciences
Little Rock, AR

Johnathan Goree, MD, is Chief of Staff, Neurosciences Service Line Director, director of the Chronic Pain Division, and a professor of
anesthesiology at the University of Arkansas for Medical Sciences. He completed medical school and anesthesia residency at the Weill
College of Medicine at Cornell University and chronic pain medicine fellowship at Emory University. He has published over 50 peer
reviewed publications and given over 100 national and international lectures in his 11 years in academic medicine. Dr. Goree is an
advocate for his patients and others and is currently a board member at large of the North American Neuromodulation Society.

CARRIE HYDE, MD

National Medical Director, Workforce Development & Strategy
Gentiva Hospice

Physician Acupuncturist

Carrie Hyde, LLC

Little Rock, AR

Carrie Hyde, MD, is the National Medical Director of Workforce Development & Strategy for Gentiva Hospice, where she provides
physician leadership in clinical quality, workforce development, documentation excellence, regulatory compliance, and hospice eligibility
across multiple states. She is board-certified in Internal Medicine and Hospice & Palliative Medicine and has additional training in
medical acupuncture.

Dr. Hyde is nationally recognized for her expertise in hospice and palliative medicine, pain management, safe opioid prescribing, and
serious illness communication. She has served as faculty for national conferences including PAINWeek and CME Ouffitters, authored
book chapters on opioid-induced hyperalgesia and chronic pain management, and led initiatives focused on physician education,
documentation quality, and responsible opioid stewardship. Prior to her current role, she served as Chief Medical Officer of the
Palliative Care Division at Gentiva, overseeing lllumia Health and Empatia Palliative Care.

Her clinical and academic interests include trauma-informed pain care, hospice eligibility and prognostication, palliative care innovation,
clinician education, and integrating evidence-based pharmacologic and non-pharmacologic approaches to improve quality of life for
patients living with serious illness.

SUDHEER POTRU, DO, FASA, FASAM
Director, Complex Pain Clinic

Atlanta VA Healthcare System

Atlanta, GA

Sudheer Potru, DO, FASA, FASAM, is a triple-board-certified anesthesiologist, pain medicine physician, and addiction medicine
specialist at the Atlanta VA Medical Center in Georgia, where he serves as the director for the facility's complex pain management
clinic. His primary clinical and research interests are in the intersection of opioid safety, substance use disorders, and empathetic
communication in both outpatient and perioperative pain medicine. As an accomplished speaker, he has published extensively and
lectured both nationally and internationally on these topics; he recently took over as the primary host of Pain Matters, the official
podcast of the American Academy of Pain Medicine. He serves on national committees for the American Society of Anesthesiologists
(ASA), the American Society of Regional Anesthesia (ASRA) Pain Medicine, and the American Academy of Pain Medicine.
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Disclosure Declaration

It is the policy of CME Ouffitters, LLC, to ensure independence, balance, objectivity, and scientific rigor and integrity in all of their CE
activities. Faculty must disclose to the participants any relationships with commercial companies whose products or devices may be
mentioned in faculty presentations, or with the commercial supporter of this CE activity.

CME Outfitters, LLC, has evaluated, identified, and mitigated any real or potential conflicts of interest through a rigorous content
validation procedure, use of evidence-based data/research, and an interprofessional peer review process. It is not assumed that these
relationships will have a negative impact on the presentations.

FACULTY

Johnathan Goree, MD, reports the following financial relationships:
Consultant—Abbott; Saluda Medical; and Stratus Medical

Carrie Hyde, MD, reports no financial relationships to disclose.
Sudheer Potru, DO, FASA, FASAM, reports no financial relationships to disclose.

PEER REVIEWERS/PLANNERS

Thomas Heinrich, MD—no disclosures to report
Michael Franks, APRN, AGACNP-BC, FNP-BC—no disclosures to report
Katherine Itacy, Esq—no disclosures to report

CMEO STAFF

Keshia Pitt, PhD—no disclosures to report

Lexie Oneca—no disclosures to report

Felicia G. Oyedepo, MD—no disclosures to report
Andrea Perseghin, EdD—no disclosures to report
Sandra Caballero, PharmD—no disclosures to report
Sharon Tordoff—no disclosures to report

All identified conflicts of interest have been mitigated.

Faculty of this CME/CE activity may include discussions of products or devices that are not currently labeled for use by the U.S. Food
and Drug Administration (FDA). The faculty have been informed of their responsibility to disclose to the audience if they will be
discussing off-label or investigational uses (any uses not approved by the FDA) of products or devices.

Post-tests, credit request forms, and activity evaluations must be completed online (requires free account activation), and
participants can print their certificate or statement of credit immediately (75% pass rate required). This website supports all browsers
except Internet Explorer for Mac. For complete technical requirements and privacy policy, visit https://www.cmeoutfitters.com/technical-

requirements/.

CME OUTFITTERS
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Credit Information

‘ JOINTLY ACCREDITED PROVIDER

'A ﬂ In support of improving patient care, CME Outfitters, LLC, is jointly accredited by the Accreditation Council
.‘ﬁ' for Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE),
‘WT —— and the American Nurses Credentialing Center (ANCC), to provide continuing education for the healthcare
INTERPRORESSICTL CONTIVUING EZJCATON team.

PHYSICIANS (ACCME)

CME Outfitters, LLC, designates this live activity for a maximum of 1.50 AMA PRA Category 1 Credit(s)™. Physicians should claim only
the credit commensurate with the extent of their participation in the activity.

PHARMACISTS (ACPE)

This application-based activity is approved for 1.50 contact hours (0.15 CEUSs) of continuing pharmacy credit (JA0O007185-0000-26-117-
LO8-P).

NURSES (ANCC)
This activity is designated for 1.50 contact hours.

California Residents: Provider approved by the California Board of Registered Nursing, Provider # CEP 15510, for 1.50 Contact
Hours.

'A‘ This activity was planned by and for the healthcare team, and learners will receive 1.50 Interprofessional
v Continuing Education Credit for learning and change.
IPCE CREDIT™

PHYSICIAN ASSOCIATES (AAPA)

CME Outfitters, LLC, has been authorized by the American Academy of PAs (AAPA) to award AAPA
Category 1 CME credit for activities planned in accordance with AAPA CME Criteria. This activity is
designated for 1.50 AAPA Category 1 CME credit. PAs should only claim credit commensurate with the
extent of their participation.

AAPA CATEGORY 1
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Continuing Education (CE) credits for psychologists are provided through the co-sponsorship of the
Sreroooieal American Psychological Association (APA) Office of Continuing Education in Psychology (CEP). The APA
CEP Office maintains responsibly for the content of the programs.

MERICAN

ADA CERP

CME Outfitters, LLC is an ADA CERP Recognized Provider. ADA CERP is a service of the American
ADA Dental Association to assist dental professionals in identifying quality providers of continuing dental
education. ADA CERP does not approve or endorse individual courses or instructors, nor does it imply
acceptance of credit hours by boards of dentistry. Concerns or complaints about a CE provider may be
directed to the provider or to the Commission for Continuing Education Provider Recognition at
ADA .org/CERP.

Continuing Education
Recognition Program

CME Outfitters, LLC designates this activity for 1.50 continuing education credits.

Concerns or complaints about a CE provider may be directed to the provider, or to the Commission for
Continuing Education Provider Recognition at ADA.org/CERP.

CME OUTFITTERS @
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ABIM s
ACCREDITED
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CME .. MIPS

IMPROVEMENT ACTIVITY

g

ABIM MOC

Successful completion of this CME activity, which includes participation in the evaluation component,
enables the participant to earn up to 1.00 MOC point in the American Board of Internal Medicine's (ABIM)
Maintenance of Certification (MOC) program. Participants will earn MOC points equivalent to the amount of
CME credits claimed for the activity. It is the CME activity provider's responsibility to submit participant
completion information to ACCME for the purpose of granting ABIM MOC credit.

MIPS

Completion of this accredited CME activity meets the expectations of an Accredited Safety or Quality
Improvement Program (IA_PSPA_28) for the Merit-based Incentive Payment Program (MIPS). Clinicians
should submit their improvement activities by attestation via the CMS Quality Payment Program website.

ROYAL COLLEGE OF PHYSICIANS

Through an agreement between the Accreditation Council for Continuing Medical Education and the Royal
College of Physicians and Surgeons of Canada, medical practitioners participating in the Royal College
MOC Program may record completion of accredited activities registered under the ACCME’s “CME in
Support of MOC” program in Section 3 of the Royal College’s MOC Program.

PHYSICIANS (AAFP)

The AAFP has reviewed Blueprint in Practice: Elevating Pain Management and Opioid Safety Across the
Care Team and deemed it acceptable for up to 1.50 live activity AAFP credit(s). Term of Approval is from
10/28/2026 to 10/28/2026. Physicians should claim only the credit commensurate with the extent of their
participation in the activity.

CME OUTFITTERS @
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Across the Care Team

WITH COMMENDATION

INTESPROFESSIONAL CONTIVANG ZDUCATION

In support of improving patient care, CME Ouitfitters LLC
is jointly accredited by the Accreditation Council for
Continuing Medical Education (ACCME), the
Accreditation Council for Pharmacy Education (ACPE),
and the American Nurses Credentialing Center (ANCC),
to provide continuing education for the healthcare team.

SMED

e

IPCE CREDIT™

Physicians
(ACCME)

(ANCC)

This activity was planned by and for the healthcare
team, and learners will receive 1.5 Interprofessional
Continuing Education Credit for leaming and
change

CME Outfitters LLC designates this enduring
matenial for a maximum of 15 AMA PRA Category
1 Credit(s|™. Physicians should claim only the
credit commensurate with the extent of their
participation in the activity.

This activity is designated for 1.5 contact hours

CME Outfitters LLC has been authorized by the
American Academy of PAs (AAPA) to award AAPA
Category 1 CME credit for actvities planned in
accordance with AAPA CME Criteria. This activity
is designated for 1.5 AAPA Category 1 CME
credits. Approval is valid untl expiration date. PAs
should only dlaim credit commensurate with the
extent of their participation

Activity Credit Types

e
CME . MIPS
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Through an agreement between the Accreditation
Counal for Continuing Medical Education and the
Royal College of Physicians and Surgeons of Canada,
medical pradiitioners participating in the Royal College
MOC Program may record completion of accredited
actwvities registered under the ACCME's "CME in
Support of MOC™ program in Section 3 of the Royal
College’s MOC Program

Completion of this accredited CME activity mests the
expedtations of an Accredited Safety or Quality
Improvement Program (IA_PSPA_28) for the Merit-
based Incentive Payment Program (MIPS). Clinicians
should submit their improvement activities by
attestation via the CMS Quality Payment Program
website.

Successful completion of this CME activity, which
includes participation in the evaluation component
enables the participant to eam up to 1.5 MOC paints in
the American Board of Intemal Medicine's (ABIM)
Maintenance of Certification (MOC) program. It is the

activity provider's responsibility to submit
participant completion information to ACCME for the
purpose of graning ABIM MOC credit

CME

ADA CERP: CME Outfitters, LLC, is an ADA CERP
Recognized Provider. ADA CERP is a sevice of
the American Dental Association to assist dental
professionals in identifying quality providers of
continuing dental education. ADA CERP does not
approve or endorse individual courses or
instructors, nor does it imply acceptance of credit
hours by boards of dentistry. Concarns or
complaints about a CE provider may be directed to
the provider or to the Commission for Continuin
Eduzation Provider Recognition at ADA orgICERP

CME Outiitters, LLC, designates this activity for 1.5
continuing education credits.

Concerns or complaints about  CE provider may
be directed to the provider. o to the Commission
for Coninuing Education Provider Recognition at
ADA org/CERP

Continuing Education (CE) credits for psychologists
are provided through the co-sponsorship of the
American Psychological Association (APA) Office
of Continuing Education in Psychology (CEP). The
APA CEP Office maintains responsibly for the
content of the programs

Activity Credit Types

The AAFP has reviewed Blueprint in Practice
Elevating Pain Management and Opioid Safety Across
the Care Team and deemed it acce ptable for up to
1.50 Live AAFP Prescribed credit(s) Term of Approval
is from 10/28/2026 to 10/28/2026. Physicians should
claim only the credit commensurate with the extent of
their participation in the activity.

MEQD
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This activity may include discussions of
products or devices that are not currently

labeled for use by the U.S. Food and Drug
Administration (FDA).

The faculty have been informed of their
responsibility to disclose to the audience if they

will be discussing off-label or investigational
uses (any uses not approved by the FDA) of

products or devices.

Portions of this presentation were developed with the
assistance of generative Al (OpenAl, ChatGPT, model 5.6),
including drafting, organization of slides, and graphics.

In accordance with CME Ouffitters policy, all Al-generated
content was treated as a draft only. Prior to finalization, all

information was fact-checked and verified against primary
sources, and all content was reviewed for scientific

accuracy, fair balance, and compliance.

Al was not used as the sole reviewer of any scientific or

clinical content.

To Ask a Question

To submit a question, please
go to the Ask Question tab at

the bottom of the screen.

Johnathan Goree, MD (Moderator)

CME OUTFITTERS (F)
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Disclosures
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Johnathan Goree, MD, reports the following financial relationships Thomas Heinrich, MD—no disclosures to report
Consutant—Abbott; Saluda Medcal; and Stratus Medical Michael Franks, APRN, AGACNP.BC, FNP.BC—no disclosures to

i
Carrie Hyde, MD, reports no financial relationships to disclose eport

Sudheer Potry, DO, FASA, FASAM, reports no financial relationships 1@ following CMEO staff have no financial relationships to disclose
to disclose Keshia Pitt, PhD (planning committee)

Lexe Oneca (planning committee)

Felica G. Oyedepo, MD (planning committee)

Andrea Perseghin, EdD (planning committee)

Sandra Caballero, PharmD (planning committee)
Sharon Tordoff (planning committee)

All identified conflicts of interest have been mitigated. CME ®

LEARNING OBJECTIVES

Identify physiologic and biopsychosocial factors contributing to common pain
etiologies and treatment selection

Apply validated pain assessment tools to inform individualized multimodal pain
management decisions

Integrate strategies from the 2022 CDC Clinical Practice Guideline for Prescribing

Opioids for Pain into treatment plans for acute, subacute, and chronic pain

Counsel patients on multimodal pain management to support safe, effective
treatment plans, including appropriate opioid storage and disposal

Assess risk for opioid nonmedical use when developing multimodal pain management
(JELES

Utilize DSM-5 criteria to identify opioid use disorder (OUD) in patients prescribed

opioids for acute and chronic pain

Incorporate evidence-based communication strategies in practice to discuss potential
OUD diagnosis and treatment options with patients

Pain Care Requires Attention to Two Concurrent
Public Health Needs

The goal

a
in whi

The Burden of Pa

+ In 2023, 24.3% of U.S. adults reported chrenic pain
« In 2023, 8.5% of U.S. aduits reported high-impact chronic pain

n ol

« Clinical implication: pain can affect function and quality of
life

Prescription Opioid-Related Risk

« In 2024, 7.6 million people reported engaging in nohmedical use of
prescripticn opioids in the past year

semisynthetic opioid analgesics
+ Clinical Implication: prescription cpicid-related risks remain important

! /
« In 2024, 7,989 drug poisoning deaths involved natural and i/

Treat Pain. Reduce Harm. Preserve Care.

1 2

Pain Care Opioid Safety
Function, parficipation Risk asscssment,
and qualty of life monitonng, ancd
household protection

D&

Panats Pain 2026 CME@

htips
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Patient Case: Marcus

.

Marcus, 52, presents to primary care with persistent low back pain
that began 5 months ago after lifting equipment at work.

Rates pain 8/10
Has stopped his regular walks and is sleeping poorly
Has missed several workdays

Increasingly avoids activity because he fears causing further damage
+ Says: “The MRI doesn’t look that bad, so | feel like nobody believes me.”

Lumbar MRI: mild multilevel degenerative changes
No significant stenosis or nerve compression
« No new neurologic deficit

No red flag findings

CMED

Audience Response

Which next step would provide the most useful information for

developing Marcus’ treatment plan?

A. Repeat lumbar imaging because the reported pain is not explained by the

previous MRI

B. Assess pain characteristics and mechanism, function, sleep, mood, activity
avoidance, treatment goals, and psychosocial contributors

C. Use pain intensity as the primary measure of severity and escalate analgesic
treatment accordingly

D. Reassure Marcus that the MRI shows no serious pathology and recommend

gradual return to normal activity

SMED

Pain Classification Changes the Treatment Decision

Subacute Chronic
1103 menths Mara than 3 months

Nociceptive Neuropathic Nociplastic
Tissue injury or Lesion or disease of the Altered nociception not
inflammation somatosensory system fully explained by tissue
or nerve injury
Treat the cause and support Assess sensory findings and Use a broader clinical
movement select targeted therapy assessment; mixed

mechanisms may coexist

i620/1520! &donnied, Dove .CM.E(D

Pain and Function Have Multiple Contributors

Pain mechanism Mood and worry

P
Disease or injury \0’\ ‘?‘i' Fear of movement
Other health conditions & 40/ Coping and expectations
()

%66 g N

Sleep 4:6 g<>" Work and caregiving
Activity patterns '6/ Cost and transportation
Substance use Prior care and discrimination

Assess the contributors without implying the pain is imagined.

i 2026, tiips 50 qoaimadiat 8z
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Choose a Tool You Can Repeat

Other Targeted

Brief Pain Inventory
(BPI)

Tools
_ Three-item tool derved from the = Examples include body maps
/::::SE D:n?i BR and PainDETECT
@’\ SEVOITY Pain inlensily +  Useful when location or
interference z . 5
& — wilh funclion Enjoyment of life (interference) mechanism needs cafication
B/\ = Useful for General actvity (interference)
&, broader
— baseline
assessment Useful for quick follow-up |
kY over time ;

x More tools: DVPRS, MBM, PD-Q, PROMIS-PI, EMA Use a repeatable measure that helps
track change over time. Pair a repeatable tool with one activity the patient wants to regain.

Patient Experience Checkpoint

Clinician Communication

66

Proposed Clinician Language

“Your pan is real. The scan is ane parl
of the assessment Lel us work oul
what is dmsng your day and choose a

8 Acknowledge l

Mild imaging does not mean mild suffering
plan we can eassess logelher

S =xplain and Reframe Ee——--—
9

Pain with movement does not always mean new damage;
gradual gclivily can supporl recovery

()
o __E_—I
What matters most to you? What actlivity do you wani to regain?

am Agree
// \* , \\ Cheose one feasible goal and a eview date

_'_: ECucston Dosovil v Hieath Care Providers Imeived ui e Trealmed & oniaring of ‘CME(D

Patient Case: Elena

.

Elena, 47, has chronic knee OA pain that interferes with I
0 caring for her mother and standing at her retail job. ‘
|

Would like to avoid opioids | L v

+ Clinician recommends a multimodal plan including exercise or
physical therapy, weight management support, and appropriate

nonopioid pharmacologic treatment
Returns for follow up having not started PT

* Insurance requires a high copay
+ Nearest covered PT facility is 35 minutes away

Appointment times conflict with her work schedule

Says: “l know I'm supposed to go for PT, but | can’t keep missing
work."”

SME®

Audience Response

, What is the most appropriate next step?
=

A. Document nonadherence and reinforce that PT is necessary before other

treatment options can be considered
B. Continue recommending the same plan because access limitations should not
change the preferred treatment

C. Initiate opioid therapy because nonpharmacologic treatment is too challenging
to access
D. Reassess Elena's goals and barriers and collaboratively adapt the plan using

evidence-based options she can access

SMED

CME OUTFITTERS
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Combine Approaches Around One Patient Goal

Multimodal Pain Care

Exaccienand
atrotching
Physical thecspy
Massagn
bebavicest therapy
Yoga, ol cré ) Subatance use
~ camcedine treateant
(" Raduce pain, improve function
and Improve quality of life
nsAOr @ y 8 g —
@ Merveniosks
Topical agents :
Trggor peint
s injections
A ensmts ntorventions | ez
Nuuromodulators * el
and antidopeossants % G
mutatar
acowmiicphen ® wonntaton
Opioids @

3 SMED

Nonpharmacologic Approaches: Match Treatment
to the Condition and Patient

2
.-
~ g

Self Complementary Physical and
Mansgement Integeattive Approaches Rehabilitative C Movement
Actvey pacng and
o exeicin
Wright managemert
wnen apecopats
3l

Sleap and hedthy * Mingty
Westyk sirdegl ataxal

Nonopioid Pharmacologic Options, 1

Agent Where It May F it Route What Chan

FDA/OTC: temporary relief of minor aches and pains; IV
is indicated for mik te pain or as Oral; IV

Liver disease. alcohol use, total acetaminophen
ai exposure
an adjunct to opioids for moderate-to-severe pain

Gabapentin: PHN In acults: other pan uses are off-label
O iy | Prevabalin: DPN. PHN. fitxomyaigia, and newropathic pain oral Sedkion, STokss, renal Aicon, reatary.
(gavapentin, pregatalin ‘associated with spinal cord injury e sk

OTC monograph: temporary relief of minor muscle, joint
Wethyl salicylate aches, pains associated with backache, arihritis, strains, Topical

Skin integrty, salicylate exposure, product
bruises, and sprain e

ecific precautions

FDA-labeled indications vary by agent pain, OA, RA,
and primary dysmenorrhea selected agents have Oral G, renal, cardiovascular, bleeding risk
addificnal infiammatory MSK indications

Oral NSAIDS (ituprafen,
naproxen, celecaxib)

Other anticonvuisants | Carbamazepine: pain associated with rigeminal newraiga T ottt eneiodate
(cartamazepin Oxcarbazepine: no FDA pain ndication. neuropathic pan oral el
oxcarbazepine) use is off-label .
Skeletal muscle
relaxants FDA-abeled: Short term agjunct for selected acute painful
e Mo S oral Sedation driing risk, additive CNS depression
methocarbamo)

MED

Nonopioid Pharmacologic Options, 2

Class/Option Where It May Fit Route What Changes the Choice
SNRIs (duioxetine, Duloxetine: DPNP, fibromyalgia, and chronic musculoskeletal T ——
minacpran, pain. Milnacipran: firomyalgia. Venlafaxine: no FDA pain oral i et e
venlafaxine) indication; newopathic pain use s oft-label M e
CYP3A nteractions; hepatic status: acute
Suzetrigine EDA-Jeheled: redlerdle b eov ere acits pein, Incliing oral pain indication, use beyond 14 days has not

postoperalive pain, in adults been established

TCAS (amirityline, NoF DA pain indication: selected neuropathic pain and o Anticholinergic effects, sedation.

nartriptytine) headache prevention uses are off-label do orthostasis, cardiac risk

Topical NSAIDs FDA-iabeled, formulation-specific: OA pain or acute pain e Site of pain, skin talerance, systemic NSAID
(delofenac) due to minor strains, sprains, and contusions P fisk

FDA-abeled: pain associated with PHI. other localzed
Topical lidocaine ol saperdpditel okt Topical Indication, skin integrty, local tolerabilty
8% topical system: PHN and DPN of the feet in aduts OTC
Topical capsaicin topical: temporary rekief of minor musce and joint aches and Topical Formuiation, aw"‘fﬂ“;me““'e"‘e"s local
ains

SRS o ®
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Patient Experience Checkpoint

66

Proposed Clinician Language
Which part of this plan would be
Dardest (o A info your ie?”

s Confim the Goal
Caragiving and a lolerable workday
T

L 1)

Check benefits, copay, schedule, transport and digital access
A referral is not the same as access to treatment.

Adapt the Delivery

Indwidualized home exercise or tele PT when sutable

am Reassess Together
Irack tunction, symptoms and whether the plan Is usable

2. Hinmen RS, & &l Lencer 2024 203(1042351237-7270. Dovell 01 215 & R Recamm Reg, CME@

Patient Case: Robert

.

Robert, 63, presents to the emergency department after a fall at [
0 home with new severe low back pain and difficulty bearing weight. |

Chronic osteoarthritis and lumbar pain \
Receiving stable long-term opioid therapy for several years
No history of dose escalation, nonmedical use, or overdose

Reports that his usual opioid dose is “not touching" this new pain

Imaging shows no fracture

PDMP review is concordant with his prescribed regimen
No new information currently suggests opioid-related aberrant behavior

SME®

Audience Response

, What is the most appropriate next step?
=]

A. Reassess his pain, function, injury findings, and safety before making any

change to the opioid regimen
B. Increase his baseline opioid dose because the new injury is causing a
temporary flare

C. Rotate to a different opioid at an equianalgesic dose to better cover the acute
pain
D. Begin tapering because an emergency department visit for pain raises concern

for nonmedical use

SMED

Opioid Decisions Depend on the Starting Point

Starting an opioid for ﬂtarting an opioid foN Existing Opioid Theram

acute pain chronic pain

Beneft should cutweign risk +  Nonepioid and * Reassess pain, luncbon, adverse

IR; lowest effective dose nonpharmacclogic therapy effects, and benefit versus risk

Quantity matches expected preferred * Review regmen, POME,

sevels pain +  Eslablish pain and funclion adherence, and dinical changes

Plan reassessment and geals » If pain warsens, evaluate the

stopping = Plan for ntermittent increases underlying condition, CUD, and
in pan, use a PPA when possible opicid induced
approprate hyperalgesia before escalating

Ifinttiating an opioid, use IR 11 reducing therapy, ndividuaize
and the lowest effective dose and taper gradually
Reassass within 110 4 wesks « Treat the new acute problem

\ / Q;oordna:e return to baseline /
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Opioid Analgesics Creates Distinct Safety Issues,
Part

Agert ormulation Exam.
Acetam nophen with Prodrug conveted to morphine via sponse and 1oty
Codeine can varywi CYF208 phanchpe
e wth sdcitons! respeatry risk fac

Partial p opioid agonist; x opiod antagonist. boceal & conversion requrements
Buprencrphine Transcemal system. tuccal ations 38 used b severe parsatent pam requrng exanded cpod maypreceme witdraval during cenversion $om 3 &l
reatment when stematves are nadequate, inckuding IR 09 oK. 1ot PRN 330nst, sen0us fesprabry depiesson emans possbe
i Only severs i opioid non-tolerant sov, or posiop
Fentanyl transdemal Transoemal requiring an opioid anaigesic when alternative opticns are nadequate, pain, not nsicard for mermite st of PRN pain. heat can

inc uding IR opioi nsreass absorption: Sl resprabry desremen ek

Acetaminohen hesatcicacity rsk uih aetam
Hydrcodone. 1R combnations; ER Full p opioid agonist. #rosuc specic idications dder by formlation contanng IR combations; cinicall mpor Bnt CYP3A4
rrecazton
2 cause senous harm, dstogush
Opioid agonist: |R s indcass fr sewere pain when SBmaties are o R brmalations. Renal imparment inreases
Hydromorphone ER resricted b coo-toerant patients w th severs and peristent pae o
extendes opiois trerapy "
sovere rena
tibaiion ok 3n3 s Contrbston to eBcacy s unknown, Indiaes fr seere 3% perssntpan | QT proongation, 3ooumuiaton, delayed respratory
requting an opiid when alterasve options ars inadequa, inolsding IR opio Sk pres:

Opioid Analgesics Creates Distinct Safety Issues,

Part 2

Agent Formuation Examples Clinical Use Distinc Key Safety Point
rious resoifa esson; renal impain
Full s opioid agonist. IR: ndicated for acute pain severe enough to require ::‘;’;’":"m’:;;’f:::;;fﬂ prevpes iy
an opioid vhen altematives are nadequate and for chronic pan in aduts i e 5
Morplos R when altematives are nadequate. ER- ndicated for severe and persisent ;u,'ﬂff::: e Bl e
pain that cannot be adequately reated wéh ateratives, nduding IR opioids e ¢ vt v o, b S
Ful IR ndicated for pain 1o requre an
Oxycodone R;ER opioid vhen alfematives are nadequate. ER: indicated for severe and e opriasioss caculy Imprrtaat
perssient pan not adequately treated wih aternatives, includng IR opoids.
Full s opioidagonist IR indicated for acute pain requiing an opioid vhen Administer on an empty stomach, moderate or
Oxymorphone R;ER atermatives are inadequate. ER: indicated for severe and persistent pain that severe
cannot be adequately ireated wth alematives, incuding IR opiods serlous respiratory depression
Centrally acting analgesic; preclirical data showy opioid receptor
unknown. IR. indicated for acute pain severe enough o reguire an opioid ‘
Tapentadol IR ER when aternatives are nadequate. ER: indicated for severe and persistent s;’;’:‘::‘::’ﬁ L e
pain and severe and persistent neuropathic pain associated with DPN in )
aduts, vhen an 0pioid § required and ateratives, including IR opRIds, are
nadequate
. [
o ° r = : Serotonin syndrome and seizure risk dinically
Tramado R ER R e o el v iy o ’“""“_“‘*’ ERindicaled 01 | important CYP2DBICYPIAS iterctons pediatric
aternatives, incuding IR opiids: Dbl d

Reassess Risk Without Using It to Punish

Pan, function, benefit

Exact drug, dose, timing, adh

Clinical review

Sedation, breathing, cognition, falls

Medication review
Ajcohol, benzodiazepines,
e >

PUME fefill histery, mulbple
prescribessiphaimacies

(1]

Proposed Cliniclan Language
“Caming to the emegency department
does not mean we have decided to
sop your medione.”

L1

Safety information

Censider toxicolngy in chronic care

analgesia and monitoring

Uimit any added oplold: individualize the rescue plan

and return to baseline

Name the next clinician: share changes, safety concems!

and follow-up

Mental heakh, substance use, recovery
stabikty

Renal, hepabic, respiralory, age relaled
nisk

Cenfrm unexpected fndings, respond
suppixlively

Reassess the injury: treat the cause; do not stop at the

Treat the acute eplsode: use appropriate multimodal
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If Benefit Is Insufficient, Change the Plan

Deliberately

Considering reduction Considering rotation When to involve
additional expertise:
D Reassess benefit, harm, and D Treat equianalgesic values as Pain: complex pain or
patient pricrities estimates inadequately controlled pain
. . . Behavioral health:
[] Individualize the pace O Q‘;’:;‘:::ebr incomplere crods psychiatric symptoms or
distress affecting care
] Monitor pain. function, | Usa preduct-specific OUD treatment expertise:
withdrawal, and mood quidance suspected or diagnosed
) . OUD when treatment is not
[_] Pause or adjust when needed [—l Monitor early after the change available in the current

setting

Limit axcess apiod expozure and adversa cuents as
Goals of opioid tapenng I Improves, recuce persislenl uss and unused | scul pain mproves; s oid persistent dose escaslion and

madicaticn desabilzaton of CLUD

If apiaids wara taken arcund tha clock for mare than

== raduclicn at each =
Dirse cerhicion ’, CONZEP |4 few days. use 8 bief taper based o duralion of

of tape

Indtvidualize reductions, siower steps may be needed o
raturn safely oware baseline

EXpOSUTS
. Mazen taper pace to durzzion of contnuaus use and Adjus o racovary. bazalne regiman, and withdrawal
Frequercy of taparng ICAI0 AUIRLIOD b £F St dini: #
willdrzvi symeloms syenploms ralier than using 2 £igd schedule
Wery short caurses may nat requir = tapcr; langer Return toward bassline az zoon a5 dinicaly feazible
Tol durstion of taper d slpasidy - : :
CONLrUCUS Use May require a rief tapar durabon vanes with exposure and pabient 1aclors
S cooaniions Continue mullenedal anaigesia and dscuss e Continue mullamedsl theragy, psychesocisl support.
o o o taper plan before discrarga monitering, and coordination with the uzual peascribar

De not abrupdy diseartinue ar rapidly raduce apinds n patiems who are payscaly dependant Usa shared
cecsian-making end monitee for opod withd: swal. Pregnancy requires sdditional caution when opioid
tapering |s conslderad.

Use as prescribed Review all medications

Take only as directed; never self Review prescnptions, OTC medicines,

supplements, and alcohol
hat 1o do for missed d Flag benzodiazepines,

and when to call gabapentinoids, sleep medicines,
muscle relaxants, and other opioids

Higher-risk per

ent initiat

. Serious opioid
Know the formulation 5% bt Know the harms, use risks can occur at
teach-back any dose and at

Do not crush or chew ER products or addiction, sedation, falls any time.
alter patches/fims driving, and breathing risk

Address swallowing or caregiver- R waming signs and

administration needs

MED

Overdose Safety Requires Access and a Response

Plan

Recognize Respond Continue
* Hardto wake or + Gwean available

unusually siecpy opioid reversal agent
* Slow, shallow o Call 211 immedately.

absent breathing follow dispatcher
gudance

Naloxone Nalmefene
Nasal and injectable opticns Nasal and injectadle opticns
Some nasal predurts are OTC Cherk prodixt ace, route, and accass

CME OUTFITTERS
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Store Securely and Dispose Promptly

i
& E@ <

When take-back or mall-

During treatment When no longer needed > =
J & back is not available
Lok the opiod supply +  Use an authorized lake back +  Check the product irstrudiions
Keep away from children, pets location or a pre-paid drug and FDA fiush list
and visters mail-back envelope * Flush caly medicines on that
Track medication; never share +  Askthe pharmacy about an n- list
home disposal option, when +  Follow FDAguicance for other
avalable PN medicnes 5
Keep ovesd: | medicine ible to L not focked
with the oplold supply.

Patient Case: Tanya

L

Tanya, 41, presents for routine reassessment of chronic neck pain
0 following a motor vehicle crash while receiving ongaing opioid
therapy.

+ Occasionally takes more medication than prescribed when pain is
s severe
(]

Has run out early twice in the past 3 months

+ Becomes visibly anxious when asked about her medication use:
“Are you saying I'm addicted?”

SME®

Audience Response

, What is the most appropriate next step?
=]

A. Diagnose OUD because repeated use above the prescribed dose indicates loss

of control

B. Refer Tanya to addiction medicine before continuing opioid treatment for her
pain

C. Assess Tanya for OUD using DSM-5* criteria before determining the
appropriate response

D. Increase the opioid dose because the behavior may reflect inadequate pain

control

st LD At st oy st avinevod  CME (@Y

Physical dependence: physiologic adaptation that can produce withdrawal when opioids are abruptly stopped or
D.

substantially reduced Can occur during appropriate opioid therapy and does not establish OUD.

Tolerance: reduced effect with continued exposure or need for a higher dose to achieve the same effect. Can
occur during appropriate opioid therapy and does not establish OUD.

0ouD: a

s oblematic pattem of opioid use causing clinically significant impairment or distress. Diagnosed from the

criteria, not from one behavior.

oME®D

CME OUTFITTERS




Blueprint in Practice: Elevating Pain Management and Opioid Safety Across the Care Team

OUD Neurobiology: A Reinforcing Cycle

Physical

dependence can
occur during
appropriate opioid
therapy and does

not, by itself,

sngan the ulfect 'l establish OUD.
cycle

Ay

Raducsd reward +
Sweas scllion G

fediforce uge 1o releve

wehdrauelity schoes

s 0. GOVMEdtY 18231 Sz wnoad. Kaob CME@

Screening and Monitoring Guide Further OUD
Assessment

SCREEN

TAPS DSM-5* coMm
Brief substance use Assess the full pattern For patlents already
screen with opioid- over 12 months receiving long-term
specific items . 2 2 criteria support an m opioid therapy

Identifies ncnmedical OUD diagnosis Assesses current

prescription opioid use Determine severity from aberrant opioid-related
or hercin use the number of criteria behaviors

Positive opioid screen met Does not establish

» further assessment | \ ! \ oub

i sy O i £ OE®

DSM-5* Opioid Use Disorder

1 Larger amounts o1 longer than intended

Impaired | 2 Persistent desire or unsuccessful efforts to cut down or control use
control | 9 Much time spent cbtaning, using, of recovenng from opioids
4 Craving

Social 5 Failure to fuffil mejor obligations
. A 5. Continued use despite social o interpersonal problems
impairment | 7 ymporant adivities reduced or given up

Risky | s Recurrent use in physically hazardous stuations

use | 9 Contnueduse desple related physical or psychoicgical ham

Pharmaco'ogica| 10. Tolerance — need for markedly more opioid for the same effect of markecly diminished
criteria effect with the same amount

11.Withdrawal™ - withdrawal syncrome or opioid use to relieve or avaid wihdrawal

QUD requires = 2 criteris within 12 months | Mild: 2 to 3 | Moderate: 410 5| Severe: 2 6
=or lanya. running out 2arly or tekng mora than prescnbed 1s 2 chinical signal, not 8 DSM aagrosis. Ask what happered anc
2556 ull 12-marth pattam

Patient Case: Tanya

.

At further assessment, Tanya provides additional information about
her opioid use:

She repeated|y takes more opioid than she intends, not only more
than prescribed

« She has made repeated attempts to cut down or control her use,
but has not been successful

She describes a strong urge to use opioids even when her neck

pain is relatively quiet

Tanya remains worried about what the assessment means and

asks: “Why are you asking me all of these questions?”

How does this additional history change Tanya’s assessment?

SME®
e ———
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Medications for Opioid Use Disorder (MOUD)

Buprenorphine: sublingual tablets and sublingual/buccal films, with or without naloxone
l Partial mu opioid receptor agonist

Buprenorphine: subdermal implant or ER subcutaneous injection

|
‘ Partial mu opioid receptor agonist

Methadone: oral formulations
I Full mu opioid receptor agonist

Naltrexone ER IMinjection

L E—
CEOTT .

‘ Opicid receptor antagonist

Naltrexone oral formulations

‘ Opioid receptor antagonist

Psychosocial and Recovery Supports for OUD

Cognitive

behavioral Motivational Contingency Family and

therapy interviewing management social support

Community Network Peer recovery Mutual help
reinforcement therapies support groups

Match psychosocial and recovery supports to patient needs, values,
access, and treatment goals. Do not delay or withhold MOUD because

counseling is unavailable or declined.

Start OUD Care Without Ending Pain Care

Assess immediate Choose or arrange Continue pain Confirm the
safety treatment management next contact
Intoxication, withdrawal,  Initiate MOUD when equipped, Usea c Medication access,
overdose risk, and actively connect to additional multimodal plan follow-up, and a named
mental health expertise when needed clinician

Involve additional expertise when:
medical or psychiatric instability is present « co-occurring conditions exceed the team's

expertise « needed OUD treatment or services are not available in the current setting

Patient Experience Checkpoint

66

Instead of:

“You're addicted, o | can't keep treating your pain”
Say:

"What youve descnbed meets entenia for opiod use
dizorder. YWe can trea: that and keep treating your
pain. Let's agree on the next step together.

Begin Explain Close

Describe Name the Agree on
the finding diagnosis one next
without and what step.
labeling treatment confirm

99

the person access.
and
arrange
follow-up

SMED
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Team-Based Approach

for the Management of

Pain ‘ * '

1
Aligns pain and functional goals = '
across the care team 5 ° *
Coordinates medication raview, ° n
interaction checks, and overdose

reversal access
) °

Reinforces patient and caregiver
education, teach-back. and follow-up X ”

Coordinates referral and connections

addiction treatment, spacialty care, . °

to rehabilitation, behavioral health, n
and navigation support when needed A

One shared plan, named
responsibility, and a confirmed next
contact

SMED

Goals for Increased Interprofessional Pain

Care

=)
BE®
228

Estabiish clear channels for Align on evidence-based pan and Incorporate patient goals
changes in pain, function, opiod opioid safety practices treatment feasibility,
therapy S‘jﬁ}g;‘f_"*""* and Clarify who owns prescribing, caregiver input, and access
" iR menitoring, education, access barriers into the shared plan

support, and reassessment

<€ >

Evans 5. ot al J inberpvn! G, * sseusry B, 2025  pub shesd of prnt], Sowman X5, oL 8

SMART Goals

Specific, Measurable, Attainable, Relevant, Timely

Put information into action! In the next 3 months...

+ Document at least one functional goal and one relevant biopsychosocial factorin at |east 75% of
new or reassessed patients with pain.

Use a valldated pain or function measure when clinically appropriate and use the result to guide or

reassess the treatment plan.

For at least 75% of patients starting or continuing opioid therapy, review benefit, risk, interacting
medications, PDMP information, and the plan for reassessment.

Use teach-back with at least 5 patients receiving opicids to reinforce prescribed use, overdose risk and
reversal. medication i tions, storage, disy |, and when to seek help.

« Forat least 75% of patients with concerning opioid use, document DSM-5* assessment. If OUD is
identified, discuss MOUD and document an agreed treatment. active referral, or follow-up step.

+ Forat least 3 patients whose preferred multimedal plan is limited by cost. transportation, scheduling. or
availability, document cne feasible alternative or access solution.

Faculty Discussion

CME OUTFITTERS
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Questions and Answers

Ask the Experts!

Additional Resources

Visit www.cmeoutfitters.com
for clinical information and

certified educational activities

CME

OUTFITTERS

Visit the

Pain Management Hub

Free resources and education

for health care professionals and patients

https://www.cmeoutfitters.com/ practice/pain-management/

C M E Blueprint in Practice:
The 2 AM Stone - Treating
OUTFITTERS Severe Pain Without Creating a

New Safety Problem

Other activities in this : ;
series include: Blueprint in Practice:

Beyond the Positive Screen -
Diagnosing and Treating OUD

Blueprint in Practice: Without Losing Trust

The Inherited Regimen -
Reassessing Long-Term Opioid Blueprint in Practice
Therapy Without Abandonment

First Exposure - Managing Third-
Molar Pain Without Routine
Opioid Analgesics
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Request and Collect Credit

Registered Participants

» To receive CME/CE credit for this activity, participants must

complete the post-test and evaluation online.
» Click on the Request Credit tab to complete the process

and print your certificate.
Other Participants

®; o Scan the QR code to create or log in to a CME
: Outfitters learner account. Complete the necessary

requirements (e.g., pre-test, post-test, evaluation)
and then claim your credit.*

or an account and apply for credit within 10 days of the live actwity. For questians or technical diffculties

Claim ABIM CME for MIPS
MOC Credit Improvement Activity
3 Steps to Complete How to Claim This Activity as a CME for MIPS
1. Actively participate in the discussion Improvement Activity

today hy responding to questions

Actively participate today by responding to
and/or asking the faculty questions e o Y AR pne

(MOC credit con be claimed even if @ ARS questions and for asking the faculty

questinon goes unanswered ar an incorrect questions

response is entered) * Complete the post-test and activity evaluation
2. Complete the post-test and evaluation at the link provided

atthe conclusion of the webcast * Over the next 3 months, actively work to

Enter your ABIM ID number and DOB incorporate improvements from this

{MM/DD) on the evaluation, so credit presentation into your clinical practice

can be submitted to ABIM In approximately 3 months, complete the

follow-up survey from CMF Qutfitters

ABIM s CMEO vall sond you confirmation of yeur
participstion to submit to CMS attestng to your
CME .. MIPS  compiation of a e for MIPs imrovemant
ACCREDITED PR

Actrty.

CME OUTFITTERS
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