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Acute Dental Pain Management 
& the National Opioid Crisis

vs.

The Cost of the Opioid Crisis, The New Yorker, Sept. 18, 2017

OBJECTIVES

▪ Understand how dentists have historically contributed to the 
opioid crisis and why HOPE participation by dentists is critical

▪ Know that opioids are no longer a first line medication to address 
dental pain

▪ Know how to utilize IHS resources to more appropriately 
prescribe pain medications (EHR, medical staff, etc.) 

▪ Know how to locate and utilize the “IHS Recommendations for 
Acute Dental Pain Management” and the “Pain Meds Selection 
Spreadsheet” 
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HOW DENTAL PRESCRIBING 
HAS IMPACTED RECREATIONAL 
OPIOID AND HEROIN USE

PSYCHOLOGY OF PRESCRIBING

ADA Survey Center (2004) – survey of 563 OMFS re: prescribing 
practices after 3rd molar extractions:

• 73.5% of OMFS said the most preferable post-operative pain 
reliever was ibuprofen

• 85% of OMFS said they almost always prescribed an opioid

• 64% of OMFS said the opioid of choice was hydrocodone with 
acetaminophen (Vicodin)

• The average number of Vicodin prescribed was 20 tablets

 “Why do we prescribe Vicodin?” -- editorial in JADA, Oct. 2016
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• > ½ of opioids prescribed after dental surgeries are not used by 
patients4

• 38% of dental patients at an academic outpatient dental clinic 
reported some form of non-medical use of prescription opioids 
& 6.5% of these respondents reported diverting their unused 
opioids5

 DDS PRESCRIPTIONS RESULT IN OPIOIDS FOR MISUSE
4. Maughan BC, Hersh EV, et al. Unused opioid analgesics and drug disposal following outpatient dental surgery: a randomized controlled trial. Drug and 
Alcohol Dependence. 2016. 168:328-34.
5. Ashrafioun L, Edwards PC, Bohnert AS, et al. Nonmedical use of pain medications in dental patients. Am J Drug Alcohol Abuse. 2014;40:312–316.

DENTAL RX MISUSE & DIVERSION 

From 2007-2012, dentists ranked 
4th in prescribers of opioids.

From: Trends in Opioid Analgesic–
Prescribing Rates by Specialty, U.S., 
2007–2012 -- American Journal of 
Preventive Medicine -- Sept. 2016.

NUMBERS OF OPIOID RX
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Percentage of Prescriptions 
Dispensed for Opioid 
Analgesics from Outpatient US 
Retail Pharmacies
by Age and Physician Specialty, 2009

From: Characteristics of Opioid Prescriptions 
in 2009 – Journal of American Medical 
Association -- April, 2011
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NUMBERS OF OPIOID RX

• 2000-2009, DDS prescribed 8% of the overall opioid prescriptions in the 
U.S. (18 million opioid prescriptions a year) and were 2nd only to PCP as 
opioid prescribers1

• 2000–2009, DDS prescribed 12.2% of all immediate-release opioids  
(for comparison, family physicians prescribed 15%)2

• 2012, DDS dropped from 2nd most prevalent prescriber of opioids to the 
5th with 6.4% of overall opioid prescriptions, but still prescribed 18.5 
million opioid prescriptions in 20123

 DDS PRESCRIBE A LOT OF OPIOIDS

1. Governale L. Outpatient Prescription Opioid Utilization in the US, Years 2000–2009. 2010.
2. Golubic et al.  Opioid Prescribing in Dentistry.  Compend CE Dent, 2011
3. Levy B, Paulozzi L, Mack KA, Jones CM. Trends in Opioid Analgesic-Prescribing Rates by Specialty, U.S., 2007-2012. Am J PrevMed. 
2015 Sep;49(3):409-13.
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• 5 million people per year undergo 3rd molar extraction6

• This results in ~3.5 million young adults being exposed to opioid 
pain medications each year7

• Average age of patients receiving opioids for 3rd molar extractions 
is 14-24 years old8,9, with a mean age of 2010,11

• Age 20 is also the average age at which people try using an opioid 
non-medically for the first time10,11

PATIENT’S FIRST EXPOSURE TO OPIOIDS

• OMFS in U.S. reported most commonly prescribing Vicodin, on 
average 20 tablets, after third molar extractions12

 3rd MOLAR EXTRACTIONS ARE OFTEN A PATIENT’S 1ST

INTRODUCATION TO AN OPIOID

6. Becker DE. Pain management: Part 1: Managing acute and postoperative dental pain. Anesthesia progress 2010; 57:67-78; quiz 9-80.
7. Friedman JW. The prophylactic extraction of third molars: a public health hazard. Am J Public Health. 2007;97:1554–1559. 
8. McCabe SE, West BT, Boyd CJ. Leftover prescription opioids and nonmedical use among      high school seniors: a multi‐cohort national study. Journal of 
Adolescent Health 2013;52:480‐5.
9. Miech R, Johnston L, O’Malley PM, Keyes KM, Heard K. Prescription opioids in adolescence     and future opioid misuse. Pediatrics. 2015:1364. 
10. Substance Abuse and Mental Health Services Administration, Office of Applied Studies. Summary of National Findings. Rockville, Md.: U.S. Department of 
Health and Human Services; 2010:89-94. National Survey on Drug Use and Health series H-38A, HHS publication SMA 10-4486 Findings. Results from the 2009 
National Survey on Drug Use and Health; vol 1.  
11. Snyder M, Shugars DA, White RP, Phillips C. Pain medication as an indicator of interference with lifestyle and oral function during recovery after third molar 
surgery. J Oral Maxillofacial Surg 2005;63(8): 1130-1137.
12. Richard C. Denisco, MD, MPH; George A. Kenna, PhD, RPh; Michael G. O’Neil, PharmD; Ronald J. Kulich, PhD; Paul A. Moore, DMD, PhD, MPH; William T. 
Kane, DDS, MBA; Noshir R. Mehta, DMD, MDS, MS; Elliot V. Hersh, DMD, MS, PhD; Nathaniel P. Katz, MD, MS.  Prevention of prescription opioid abuse: The 
role of the dentist.  Journal of the American Dental Association (JADA).  July, 2011.  142(7): 800-810.
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Percentage of Prescriptions 
Dispensed for Opioid 
Analgesics from Outpatient US 
Retail Pharmacies
by Age and Physician Specialty, 2009

From: Characteristics of Opioid Prescriptions 
in 2009 – Journal of American Medical 
Association -- April, 2011
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AGES OF PATIENTS RECEIVING 
DENTAL OPIOID RX

Brains don’t fully develop until around age 25.  Opioid use in 
patients under the age of 25 can alter brain development and 
patients that have been exposed to opioids in adolescence are 
more likely to develop substance use disorders and addiction as 
adults.  

One study found that legitimate opioid use before high school 
graduation is independently associated with a 33% increase in the 
risk of future opioid misuse by the age of 23 among low risk 
individuals15. 

15. Richard Miech, Lloyd Johnston, Patrick M. O’Malley, Katherine 
M. Keyes, Kennon Heard. Prescription Opioids in Adolescence and 
Future Opioid Misuse. Pediatrics. 2017;139(6)

#FacingAddiction
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• In South Carolina in 2012-2013, dentists prescribed 44.9% of initial fill 
opioid prescriptions even though they made up only 8.9% of unique 
prescribers13

• For patients aged 10 to 19 years, dentists are the main prescribers 
(30.8%) and patients aged 10 to 29 are the most likely to abuse drugs 
and develop addiction14

 DDS ARE THE MOST LIKELY PROVIDER TO PRESCRIBE AN 

OPIOID TO A PATIENT WHOSE BRAIN IS NOT FULLY DEVELOPED.

13. Jenna L. McCauley, PhD, J. Madison Hyer, MS, V. Ramesh Ramakrishnan, PhD, Renata Leite, DDS, MS, Cathy L. Melvin, PhD, MPH, Roger B. Fillingim, PhD, 
Christie Frick, RPh, and Kathleen T. Brady, MD, PhD.  Dental Opioid Prescribing and Multiple Opioid Prescriptions Among Dental Patients: Administrative data 
from the South Carolina Prescription Drug Monitoring Program.  J Am Dent Assoc. 2016 Jul; 147(7): 537–544. 
14. Nora D. Volkow, MD; Thomas A. McLellan, PhD; Jessica H. Cotto, MPH; Meena Karithanom, MPH; Susan R. B. Weiss, PhD; et al.  Characteristics of Opioid 
Prescriptions in 2009.  JAMA. 2011; 305 (13):1299-1301. 

EXISTING EVIDENCE FOR 
ACUTE DENTAL PAIN 

MANAGEMENT
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OPIOIDS + ACETAMINOPHEN 
vs. NSAID + ACETAMINOPHEN

• Studies have found that NSAIDs taken after a dental procedure are at least as effective 
(or superior to) opioid analgesics for reducing frequency and intensity of acute dental 
pain16

• Studies have also shown that NSAID + APAP are synergistic when combined and are 
more effective than opioids in treating dental pain17

• Due to dosing reductions of APAP in Hydrocodone + APAP formulations in 2013 (changed 
from 5/500 mg & 7.5/750 mg to 5/300 mg & 5/325 mg), the amount of APAP as most 
commonly dosed (1 Vicodin q4-6h) is often suboptimal18

16. Dionne RA, Gordon SM, Moore PA. Prescribing Opioid Analgesics for Acute Dental Pain: Time to Change Clinical Practices in Response 
to Evidence and Misperceptions. Compendium of Continuing Education in Dentistry. 2016;37:372. 

17. Moore PA, Hersh EV. Combining ibuprofen and acetaminophen for acute pain management after third molar extractions: translating 
clinical research to dental practice. J Am Dent Assoc 2013; 144:898-908. 

18. Moore PA, Dionne RA, Cooper SA, Hersh EV.  Why do we prescribe Vicodin?  JADA 10.2016;147(7):530-533.

OPIOIDS + ACETAMINOPHEN 
vs. NSAID + ACETAMINOPHEN

• For patients in the ED with acute extremity pain, no significant differences 
in pain reduction:

• Oxycodone 5mg + 325mg Acetaminophen (4.4 pt. reduction)

• Ibuprofen 400mg + 1,000mg Acetaminophen (4.3 pt. reduction)

• Codeine 30mg + 300mg Acetaminophen (3.9 pt. reduction)

• Hydrocodone 5mg + 300mg Acetaminophen (3.5 pt. reduction)

Pain re-accessed after 2 hours using 11-point numerical rating scale (NRS)19

19. Chang AK et al.  Effect of a Single Dose of Oral Opioid and Non-opioid Analgesics on Acute Extremity Pain in the Emergency 
Department: a Randomized Clinical Trial.  JAMA.  2017 Nov 7:318(17):1661-1667.
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NNT to achieve 50% pain reduction over 4-6 hrs. 

From: 
Compendium
April 2011

 Publication 
was a 
collaboration 
of  dentists, 
pharmacist, 
& physician 

WHY RX OPIOIDS AT ALL IF THEY ARE 
LESS EFFECTIVE THAN NSAID + APAP?

• When NSAID may be contraindicated

 allergies, kidney disease, some GI diseases, 
bleeding disorders, anticoagulant use, pregnancy, 
severe liver impairment (most common reasons)

• When anticipate severe pain and NSAID / APAP + Opioid 
indicated
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CHALLENGES & 
OPPORTUNITIES UNIQUE 

TO IHS

CHALLENGES

1. Addiction disproportionately affects people in poverty

2. Addiction is harder to kick in poverty

3. Medically compromised population / disease rates are higher

4. Highly medicated population

5. We do a lot of extractions that require pain management
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OPPORTUNITIES

UDS

▪ Can request a urinary drug screening if you are concerned that a patient may 
already by using an opioid, alcohol, narcotic, etc. to more safely prescribe opioid

▪ Consider that some patients self-medicate when they are in pain

EHR

▪ Can make more informed decision on prescribing than just relying on patients to 
self-report in health history questionnaire ( HHQ + EHR)

▪ EHR problem list isn’t always accurate or complete (much like HHQ), but it often 
gives us the clues we need to f/u 

OPPORTUNITIES

IN-HOUSE PHARMACY / NURSES / PROVIDERS

▪ Your medical co-workers can help you with prescribing when medical history or 
behavior gets complicated.  They often know the complicated patients better than we 
do and can fill in gaps.

▪ Patients on chronic opioids generally have pain contracts and your facility will have 
policies about prescribing to these folks.

▪ Calling to inquire about labs is critical!  EHR may say ‘Kidney Disease’ but you should 
call pharmacy / nursing and ask about renal labs for clarification.  Sometimes diagnoses 
are outdated / wrong / missing.  Often a patient had 1 high lab test 6 years ago (that 
triggered a Dx) but all labs since then are normal.

 In IHS we have a real opportunity to make more informed decisions on prescribing!
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OPPORTUNITIES

EHR HEALTH SUMMARIES

CAC / IT can design an EHR dental health summary specific to your needs and can limit it 
to specific timeframes (each category):

1. PCP 2. Allergies 3. Problem List (diagnoses)

4. Medications (dispensed at SU pharmacy) 

5. Lab Results 6. Patient Postings (warnings, pain contracts) 

7. Other requirements (eligibility, demographics, insurance info., etc.)

 generally only helpful if patient gets his/her medical treatment at your SU

Again, this 
only works if 
the patient 
also gets 
their medical 
care and 
prescriptions 
at your 
facility.  
Make sure to 
ask if the 
patient also
gets care 
elsewhere!  
Maybe they 
see a 
cardiologist, 
etc. 
elsewhere….
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OPPORTUNITIES

Establish working relationships with your pharmacy staff and don’t 

be afraid to ask them for help with prescribing.  They have more 

training & experience in medication contraindications, interactions, 

etc.  They want to be asked BEFORE you send the patient down to 

the pharmacy to pick up a medication that is not appropriate.  They 

don’t want to be the person that says “NO” after-the-fact.

OPPORTUNITIES

Utilize your state’s PDMP / PMP • You may be able to designate this to 
auxiliary staff or ask pharmacy to check 
it for you.

• Check for current / history of opioid 
prescriptions BEFORE you tell the 
patient what you are going to prescribe 
and BEFORE you send the patient down 
to the pharmacy to pick up their 
prescription.

• Strongly recommend this is 
documented in clinical notes.
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CDC 2016 GUIDELINES ON 
OPIOID PRESCRIBING

CDC GUIDELINES FOR PRESCRIBING OPIOIDS 
FOR CHRONIC PAIN, 2016

▪ 42 page guideline re: prescribing opioids chronically 

▪ most of the guidelines don’t exactly apply to dentists, as 
we are acute prescribers

 For example, DDS/DMD don’t generally 
prescribe opioids for more than 7 days, so 
they technically don’t have to utilize the 
PDMP.  
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CDC SPECIFIC GUIDELINES ON ACUTE PRESCRIBING

1. Chronic opioid therapy often stems from the use of opioids for 
acute pain.

2. Clinicians should prescribe the lowest effective dose of 
immediate‐release opioids and should prescribe no greater 
quantity than needed for the expected duration of pain severe 
enough to require opioids. Three days or less will often be 
sufficient; more than seven days will rarely be needed.

3. Don’t prescribe additional day(s) supply “just in case”.

4. Referred DDS to Pennsylvania Guidelines on the Use of Opioids 
in Dental Practice (no official ADA guidelines available in 2016)

RECOMMENDATIONS FOR MANAGEMENT 
OF ACUTE DENTAL PAIN

A COLLABORATION BETWEEN THE INDIAN HEALTH SERVICE 
DIVISION OF ORAL HEALTH (DOH) AND INDIAN HEALTH SERVICE 

HEROIN, OPIOID AND PAIN EFFORTS (HOPE) COMMITTEE
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HOPE & DOH COLLABORATION ON DENTAL GUIDELINES

• Created by a workgroup composed of IHS dentists and pharmacists.  
Reviewed and approved by IHS oral surgeons, ADOs, DOH, and 
HOPE committee.

• Evidence based 

• Developed utilizing literature review, ADA & state recommendations, 
Dental Management of the Medically Compromised Patient 
Textbook, and Drug Information Handbook for Dentistry.

• Discusses how dental prescribing of opioids impacts opioid epidemic

• References research on pain relief of opioids vs. NSAIDs + APAP

• Outlines guidance for dental acute pain prescribing for adults –
general population

• Outlines guidance for dental acute pain prescribing for adults –
medically compromised & special populations

• Outlines guidance for pre-op pain control and non-Rx methods of 
pain control

• Includes pain management decision tree & info. on specific opioids 
and NSAIDs

• Recommends additional dental-specific resources on dental pain 
prescribing
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WHY DID IHS CREATE THEIR OWN GUIDELINES? 

• Other guidelines are vague and address philosophy of 
prescribing rather that assisting DDS with selecting appropriate 
individualized pain medications / strategies 

• Tailored to IHS because it references medications / dosages on 
IHS formulary

• Gives general guidelines to prevent ruling out NSAIDs simply 
due to a blanket diagnosis (lab value references like CrCl, etc.)

• Recommends strategies (like utilizing UDS) that aren’t usually 
available in private practice

IHS Dental Portal: www.ihs.gov/DOH

http://www.ihs.gov/DOH
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1. Recommendations for Acute Dental Pain Management – Reviewed 
& Approved by DOH & HOPE

2. Pain Meds Selection Spreadsheet – Meant to be a template that 
needs to be adapted and updated locally

https://www.ihs.go
v/generalweb/weba
pps/webprofile/ind
expop.cfm?ihs_co
mponent=weblogin
&newquery=1&rs=
http://www.ihs.gov
/DOH/

21 page document:
• 6 sections
• 2 decision trees  pre- & post- pain 

management (general population)
• 3 appendix (resources)
• references

Intended uses: 

• general reference

• training document for new dentists

• establishing a local policy 

https://www.ihs.gov/generalweb/webapps/webprofile/indexpop.cfm?ihs_component=weblogin&newquery=1&rs=http://www.ihs.gov/DOH/
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Recommendations for only the 
most common or significant 
medical conditions, is not all-
inclusive



10/29/2018

22



10/29/2018

23

Dental Pain 
Meds 
Selection 
Spreadsheet

- Promotes 
safe and 
effective 
prescribing

- What we use 
at Cass Lake 
to help select 
best pain med 
for medically 
compromised 
patients 
very specific

- 7 pages
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2nd tab

3rd tab

This document is a bit of a monster for DOH to 
manage and keep updated.  Therefore, this 
document is meant to be used as a template for 
what programs can develop locally and MUST be 
updated locally.  It should reflect only 
medications that is on your formulary.
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LOCAL EFFORTS AND 
IMPLEMENTING CHANGE

HOW DO I GAIN SUPPORT FROM ADMINISTRATION?

• Make the IHS Recommendations document into a local policy and 
get the blessing of QAPI  & administration 

• Ask them to support you when patients complain / address how 
to handle pain-control questions in patient surveys

• Ask them to include dental prescribing if announcing overall 
opioid prescribing campaign to the community

• Remind them that dentistry is NOT pain free - patient expectation 
should be a goal of 30% - 50% pain reduction, not 100%  
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HOW DO I ENGAGE OTHER DENTISTS IN
OPIOID REDUCTION EFFORTS?

• Encourage DDS to complete IHS trainings on prescribing via the 
IHS Division of Oral Health Web Portal & ADA CDE 

• Encourage collaboration between DDS & pharmacists to address 
special population needs (kidney disease, alcoholism, etc.)  

• Address patient expectations with a goal of 30% - 50% pain 
reduction, not 100%  

• Educate all dental staff about local and regional substance abuse 
programs / resources and referral processes (SIBRT, etc.)

• Empower DDS to have enough time in their schedule to 
definitively treat emergency patients rather than prescribing pain 
meds and rescheduling  

• Consider asking pharmacy to monitor dental opioid prescribing by 
PDMP monthly reports or request independent review if you 
suspect opioid prescribing should be evaluated  

• Consider asking ER/UC to send dental pain patients to dental 
department for definitive care rather than prescribing opioids 
(whenever feasible and after a medical screening)

• Implement the IHS Guidelines as a local policy and review the 
policy when onboarding new DDS
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OTHER DENTAL-SPECIFIC 
GUIDELINES

From the ADA’s website 
(ADVOCACY tab)

 Lists ADA Policies, Guidelines, 
and Statements re: Opioid 
Prescribing
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ADA Statement on the Use of Opioids in the 
Treatment of Dental Pain  

1. When considering prescribing opioids, dentists should conduct a medical and dental history to 
determine current medications, potential drug interactions and history of substance abuse. 

2. Dentists should follow and continually review Centers for Disease Control and State Licensing 
Boards recommendations for safe opioid prescribing. 

3. Dentists should register with and utilize prescription drug monitoring programs (PDMP) to 
promote the appropriate use of controlled substances for legitimate medical purposes, while 
deterring the misuse, abuse and diversion of these substances. 

4. Dentists should have a discussion with patients regarding their responsibilities for preventing 
misuse, abuse, storage and disposal of prescription opioids. 

5. Dentists should consider treatment options that utilize best practices to prevent exacerbation 
of or relapse of opioid misuse. 

ADA Statement on the Use of Opioids in the 
Treatment of Dental Pain 

6. Dentists should consider nonsteroidal anti-inflammatory analgesics as the first-line therapy for 
acute pain management. 

7. Dentists should recognize multimodal pain strategies for management for acute postoperative 
pain as a means for sparing the need for opioid analgesics.

8. Dentists should consider coordination with other treating doctors, including pain specialists 
when prescribing opioids for management of chronic orofacial pain.

9. Dentists who are practicing in good faith and who use professional judgment regarding the 
prescription of opioids for the treatment of pain should not be held responsible for the willful 
and deceptive behavior of patients who successfully obtain opioids for non-dental purposes. 

10. Dental students, residents and practicing dentists are encouraged to seek continuing education 
in addictive disease and pain management as related to opioid prescribing.

ADA House of Delegates Adopted: October 2016
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Interim Board Policy on Opioid 
Prescribing (B-37-2018) 

Continuing Education
B-37-2018. Resolved, that the ADA 
supports mandatory continuing 
education (CE) in prescribing opioids 
and other controlled substances, with 
an emphasis on preventing drug 
overdoses, chemical dependency, and 
diversion. Any such mandatory CE 
requirements should: 
1. Provide for continuing education 

credit that will be acceptable for 
both DEA registration and state 
dental board requirements, 

2. Provide for coursework tailored to 
the specific needs of dentists and 
dental practice, 

3. Include a phase-in period to allow 
affected dentists a reasonable 
period of time to reach compliance

Dosage and Duration
Resolved, that the ADA supports 
statutory limits on opioid dosage and 
duration of no more than seven days for 
the treatment of acute pain, consistent 
with Centers for Disease Control and 
Prevention (CDC) evidence-based 
guidelines

Prescription and Drug Monitoring
Resolved, that the ADA supports 
dentists registering with and utilizing 
Prescription Drug Monitoring Programs 
(PDMPs) to promote the appropriate 
use of controlled substances for 
legitimate medical purposes and deter 
the misuse, abuse and diversion of 
these substances

Resolved, that the ADA supports 
improving the quality, integrity, and 
interoperability of state prescription 
drug monitoring programs.

ADA Board of  Trustees
March 2018

From the ADA’s 
website 
(ADVOCACY tab)

 List of free JADA 
articles on dental 
pain prescribing 
and opioids

• 5 of the 13 articles 
are in April 2018!

• 8 of the 13 articles 
span from 2007-
2016!

https://www.cdc.gov/mmwr/volumes/66/wr/mm6610a1.htm
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Journal of the American 
Dental Association, April 2018
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Email to Dentists 
from Cigna Dental 
Insurance 

Other Resources on Acute Dental Pain Prescribing

 Pennsylvania Guidelines on the Use of Opioids in Dental Practice, 2015.  This document 

was recommended in the 2016 Guideline for Prescribing Opioids for Chronic Pain. 

http://www.health.pa.gov/My%20Health/Diseases%20and%20Conditions/A-

D/Documents/opioid%20dental%20prescribing%20guidelines%20-final.pdf

 Dental Guideline on Prescribing Opioids for Acute Pain Management, 2016. Developed 

by the Dr. Robert Bree Collaborative and Washington State Agency Medical Directors’ Group 

with actively practicing dentists and public stakeholders. 

http://www.breecollaborative.org/wp-content/uploads/2017-10-26-FINAL-Dental-Opioid-

Recommendations_Web.pdf

 American Association of Oral and Maxillofacial Surgeons White Paper, 2017. Opioid 

Prescribing: Acute and Postoperative Pain Management. 

https://www.aaoms.org/docs/govt_affairs/advocacy_white_papers/opioid_prescribing.pdf

http://www.health.pa.gov/My Health/Diseases and Conditions/A-D/Documents/opioid dental prescribing guidelines -final.pdf
http://www.breecollaborative.org/wp-content/uploads/2017-10-26-FINAL-Dental-Opioid-Recommendations_Web.pdf
https://www.aaoms.org/docs/govt_affairs/advocacy_white_papers/opioid_prescribing.pdf
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Other Resources on Acute Dental Pain Prescribing

 American Dental Association free CDE courses on opioid prescribing and combating 

opioid abuse.  Approximately 4 free CDE courses specific to opioids each year.   

https://www.ada.org/en/advocacy/advocacy-issues/prescription-opioid-abuse

 Safe Opioid Prescribing for Acute Dental Pain CDE Course. Two‐hour CDE class from 

Boston University. https://www.opioidprescribing.com/dental_landing

 Substance Abuse and Mental Health Services Administration (SAMHSA)’s Providers’ 
Clinical Support System for Opioids (PCSS‐O) and Medication Assisted Treatment 
(PCSS‐MAT). Expert mentors are available to assist with questions or concerns about 
opioids and treatment of substance use disorders and free CDE specific to dentistry.  
https://pcss-o.org/ and https://pcssmat.org/

 Prevention of Prescription Opioid Abuse: The role of the dentist. JADA article, 2011.  
http://jada.ada.org/article/S0002-8177(14)62264-9/pdf

July 10, 2017 September, 2017

 Patients may also be hearing 
about this in the news

https://www.ada.org/en/advocacy/advocacy-issues/prescription-opioid-abuse
https://www.opioidprescribing.com/dental_landing
https://pcss-o.org/
https://pcssmat.org/
http://jada.ada.org/article/S0002-8177(14)62264-9/pdf
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