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Introduction
In 2019, 13% or more than thirty-five million 
Americans (age 12 or older) used an illicit drug in 
the past 32 days,1 including marijuana/hashish, 
cocaine (including crack), heroin, hallucinogens, 
inhalants, or prescription-type psychotherapeutics 
(pain relievers, tranquilizers, stimulants, and 
sedatives) used for non-medical reasons. 
The National institute on Drug Abuse (NIDA) states 
abuse of and addiction to alcohol, and illicit or 
prescription drugs, cost Americans more than 
$700 billion a year in increased health care costs, 
crime, and lost productivity.2,3,4  The deaths of 
more than 90,000 Americans every year are due 
to the misuse of alcohol, illicit and prescription 
drugs.5,6  More recently, opioid abuse, diversion, and 
overdose have emerged as a significant health care 
problem in the US population triggering significant 
governmental action at the state and national level 
including declaration of a national health emergency 
related to opioid use in 2017.7-10 In the late 1990’s, 
data showed that dentists accounted for up to 15.5% 
of immediate-release opioids prescriptions.10  More 
recent data suggests a prescribing level between 
9% to 12%.9,10

Diagnostic Criteria and 
Risk Factors
Substance abuse and addiction
Substance dependence is a neuropharmacologic 
phenomenon.  Addiction is both a neuro-
pharmacologic and behavioral phenomenon.11,12  
A patient can be dependent on a substance without 
the strong compulsive behavior typically related with 
addiction.  The most recent version of the American 
Psychiatric Association Diagnostic and Statistical 
Manual (APA DSM-V) replaces the diagnosis 
“substance dependence”, used in previous versions 
to identify drug addiction, with “substance use 
disorder (SUD)”. The APA combined “abuse” and 
“dependence” into a single diagnostic category 
based upon the premise that addictions exist on a 
continuum. The DSM-V specifies that observation 
of two behaviors or clinical symptoms from a list 
of eleven criterion within a twelve month period 
meet diagnostic specification for SUD (Table 1).13   
The severity of SUD is based on the number of 
criterion reported: 0 to 1 criterion - no diagnosis;  
2 to 3 criterion - mild SUD; 4 to 5 criterion - moderate 
SUD; and 6 or more criterion - severe SUD.

Table 1 - Diagnostic criteria for substance use disorder*

1. Substance is often taken in larger amounts or over a longer period then intended.

2. A persistent desire or unsuccessful effort to cut down or regulate substance use - may 
report multiple unsuccessful efforts to decrease or discontinue substance use.

3. A great deal of time is spent in activities necessary to obtain substance, use the substance, 
or recover from its effects.

4. A craving for the substance, or a strong desire or urge to use substance.

5. Recurrent substance use resulting in a failure to fulfill major role obligations at work, 
school, or home (repeated absences or poor work performance related to substance use; 
substance-related absences, suspensions, or expulsions from school; neglect of children or 
household).

6. Continued substance use despite persistent or recurrent social or interpersonal problems 
caused or exacerbated by effects of the substance (arguments with spouse about 
consequences of intoxication, physical fights).

7. Important social, occupational, or recreational activities are given up or reduced because of 
substance use.

8. Recurrent substance use in situations in which it is physically hazardous (driving an 
automobile or operating a machine when impaired).

9. Continued substance use despite knowledge of having a persistent or recurrent physical or 
psychological problem that is likely to have been caused or exacerbated by the substance.

10. Tolerance is present - defined by either or both of the following:
• A need for markedly increased amounts of substance to achieve intoxication or desired 

effect.
• Markedly diminished effect with continued use of the same amount of the substance.

(Note: Criterion #10 is not considered to be met for individuals taking a prescribed medication such 
as analgesics, antidepressants, anti-anxiety medication, or beta-blockers under appropriate medical 
supervision)

 11. Withdrawal is present - manifested by either of the following:
• A characteristic substance withdrawal syndrome. 
• Substance (or a closely related substance) is taken to relieve or avoid withdrawal 

symptoms.

(Note: Criterion #11 is not considered to be met for individuals taking prescribed medication such 
as analgesics, antidepressants, anti-anxiety medication, or beta-blockers under appropriate medical 
supervision)

• 0 to 1 criterion present - no diagnosis

• 2 to 3 criterion present - mild substance use disorder

• 4 to 5 criterion present - moderate substance use disorder

• 6 or more criterion present - severe substance use disorder

* Adapted from Diagnostic and Statistical Manual of Mental Disorders - Fifth Edition13 
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Physiologic models of substance 
addiction and risk factors
Uncontrollable compulsive/destructive or 
aggressive behaviors of addiction are due to long-
term substance abuse that may alter the brain’s 
structures and functions.11,12,14,15  Most addictive 
drugs directly or indirectly activate the brain’s 
reward system (mesolimbic region), leading to the 
increased release of dopamine.11,12,16  Amphetamine, 
alcohol, opioids, nicotine and cocaine are drugs that 
stimulate the release of dopamine causing euphoria.  
The repeated use of these drugs further reinforces 
the euphoric sensation.11,17,18

No single risk factor determines an individual’s abuse 
and addictive behavior pattern.  Complex risk factors 
implicated in substance abuse include: genetic and 
environmental influences (such as home and family, 
friends and acquaintances); duration of drug use; 
personality (low self-esteem, stress); availability 
of drugs; the method of drug administration; and 
co-existing mental disorders.11,12,15  Table 2 provides 
a summary of risk and protective factors for 
substance abuse and addiction.19,20

Oral Manifestations and Patient 
Treatment
Drug abuse and oral manifestations 
Oral manifestations of drug dependency result 
from the interplay of direct effects of the drug as 
well as degradation of oral health due to neglected 
personal oral hygiene, poor dietary habits, and 
failure to maintain routine dental visits.  Xerostomia 
and its resultant impact on the hard and soft 
tissues of the oral cavity are the most significant 
oral manifestations.  Rapid decimation of the 
dentition, soft tissues complications, associated 
discomfort and complications in reconstructing 
lost oral function are formidable challenges to 
the dentist when managing a patient affected by 
substance use.  Table 3 outlines the most common 
oral manifestations, their causes and associated 
substances.12,21-30 The recognition of these 
pathognomonic oral manifestations, combined with 
the patient’s history and observed behaviors can 
lead to early intervention strategies by the dentist, 
including potential referral for medical treatment.

Table 2 - Risk and protective factors for drug abuse and addiction

Individual/Family/School/Community/ 
Environmental Factors* Protective Factors†

Favorable attitude toward alcohol and other 
drugs Self-control

Family history of drug abuse/addiction Parental monitoring and support

Easy availability/low cost of alcohol and other 
drugs Positive relationships

Early onset of alcohol/drug use - Drug 
experimentation

Family conflict or stress, chaotic home and 
abuse, aggressive behavior in childhood School anti-drug policies

Poor parent-child relationship: 
- Lack of caring/attachment and support/nurturing
- Lack of monitoring and supervision 
- Inconsistent or excessive discipline 

Parental monitoring:
Clear limits and consistent enforcement 
of discipline

Parental attitudes about drug use - Lack of 
parental supervision

Clear expectations and limits regarding 
alcohol and drug use; high perception 
of harm related to alcohol and drug use

Association with drug-using peers Knowledge regarding risks associated 
with alcohol and substance abuse/use

Lack of involvement in school/community - Poor 
social skills Neighborhood pride

Little commitment to academic achievement Positive future plan

Portrayal of alcohol, tobacco and other drugs in 
the movies and on television/media

Parental monitoring and controlled 
access to social media

Poor enforcement of laws concerning alcohol and 
illegal drug use

Advertising impact on norms and behavior

Community poverty Strong community attachment

Another mental health disorder such as 
depression, attention deficit/hyperactivity disorder 
(ADHD) or post-traumatic stress disorder

Pharmacologic treatment, behavioral 
therapy

* Adapted from Preventing Drug Use Among Children and Adolescents19

† Adapted from Drugs, Brains and Behavior, the Science of Addiction20
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Dental Treatment 
Dentists should be aware of some key 
pharmacologic considerations when using local 
anesthetics, analgesics, and antibiotics in treating 
the SUD patient.

Local anesthetics and intravenous sedation
Due to the development of cross-tolerance from 
prior exposure to similar drugs, the SUD patient 
may experience a diminished response to local 
anesthetics.11,31,32 and may need additional local 
anesthetic during a dental procedure to achieve 
pain control. The maximum safe dose of the 
local anesthetic agent administered remains 
unchanged.33  Patients who have a history of

or who are currently using a stimulant such as 
cocaine, amphetamine, or methamphetamine are 
at increased risk of acute cardiovascular events: 
severe hypertension and cardiac arrhythmia.33,34   
A local anesthetic without epinephrine should be 
selected to prevent potential sympathomimetic 
stimulation in these patients.34,35  Mepivacaine 3% 
without a vasoconstrictor causes less vasodilation 
than lidocaine and is a good alternative.33 In the 
event a local anesthetic cannot be used or the 
patient does not tolerate traditional dental care, the 
use of silver diamine fluoride30 may be considered 
for noninvasive treatment of caries along with the 
use of atraumatic restorative techniques.

Mood-altering drugs such as benzodiazepines 
and nitrous oxide may increase the tendency 
for further drug abuse by creating similar 
pleasurable sensations in the SUD patient.12,33-35  

Further, there appears increased risk of overdose 
and death when benzodiazepine and opioids 
are used in combination.36 When SUD patients 
require sedation with benzodiazepines or nitrous 
oxide, they should be referred to practitioners 
with experience with these patients. Patients  
with significant abuse histories who need 
extensive dental interventions may be  
considered for care in the operating room 
environment.

Table 3 - Oral manifestations in substance abuse12,21-30 induced by direct drug effects, neglected oral hygiene, 
              poor dietary habits, impeded access to care

Oral Condition Cause Linked Substances

• Xerostomia 
• Thinning of oral mucosa

Anticholineric induced hypo-salivation For all Conditions

• Methamphetamine and 
other stimulants

• Opiates

• Barbiturates,

• Dissociative drugs 
(PCP)

• Hallucinogens (LSD)

• Marijuana and 
cannabinoids like 
hashish

• Club drugs (GHBO)

• Alcohol

• Tobacco

Oral manifestations are 
more pronounced in 
patients abusing multiple 
substances

• Dental caries - most notably along facial and 
cervical areas (rapidly progressing)

Xerostomia and decreased salivary pH; sugar craving 
behavior evidenced by consumption of non-diet 
carbonated beverages; neglected oral hygiene

• Attrition and erosion 
• Dental hypersensitivity

Acidic substances used in illicit drug production; 
decreased salivary pH; sugar craving behavior evidenced 
by consumption of non-diet carbonated beverages; 
bruxism stemming from direct effect of drug (increase in 
motor activity) or restlessness secondary to psychological 
disorders like depression

• Mechanical soft tissue injury
• Morsicatio buccarum, linguarum and labiorum 
• Frictional keratosis
• Traumatic ulcerations or lacerations

Increased motor activity and restlessness combined with 
mucosal thinning secondary to xerostomic conditions; 
psychological disorders.

• Soft tissue changes – angular cheilitis, 
glossitis, jaundice, leukoplakia, leukoedema, 
candidiasis and rhinitis

Depressed immune system; liver damage

• Atropic tongue, glossodynia, angular cheilitis Vitamin B12 deficiency

• Parotid enlargement Inflammatory infiltrate

• Periodontitis Neglected oral hygiene

Recognition of oral manifestations, combined with the patient’s history and observed behaviors can lead to early intervention strategies by the 
dentist, including potential referral for medical treatment
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Analgesics
The SUD patient can exhibit a lower pain threshold 
and a greater tolerance for medications; both over 
and under prescribing analgesics for pain may 
increase the risk of relapse in these patients.  
Chua et al showed that the risk of overdosing 
is over 2.5 times greater when prescribing 
narcotics as compared to pain control measures 
involving other options, such as over the counter 
medications.37 Post-operative pain control can 
be accomplished through an adequate dose of 
acetaminophen, ibuprofen or a combination of 
the two.  Moore and Hersch38 outlined a stepwise 
guide using ibuprofen and acetaminophen for 
pain management that escalates dosage and 
medication depending on pain severity (mild, 
mild/moderate, moderate/severe, severe) 
(Table 4).  Zanjir et al found the use of NSAIDS 
alone or combination with acetaminophen safe and 
effective for treatment of post-operative endodontic 
pain.39 The administration of pain analgesics should 
be time-based over the first twenty-four hours as 
directed by the dentist, and then as needed by 
the patient for pain relief.  When appropriate, 
pre-dosing with an analgesic may be considered. 
Caution should be exercised when prescribing 
high dose acetaminophen in an alcoholic patient 

with active and severe liver disease. Perioperative 
administration of a glucocorticoid during third-
molar extractions has been shown to reduce 
inflammation and decrease pain. 

Recovering SUD patients may have increased 
tolerance to the effects of opioid drugs and 
may require higher than average doses for 
appropriate pain relief.40 The triggering of drug 
abuse is a concern for prescribing narcotics 
to patients who are undergoing treatment for 
drug addiction, in remission, or taking long-term 
narcotics for chronic medical pain.  To avoid 
a problem, one provider, typically the patient’s 
primary physician or addiction medicine specialist, 
should prescribe all narcotics.  Additional steps 
may include administration of the medication 
by a trusted person rather than the recovering 
patient.  The patient should be converted to a 
non-opioid regimen such as an NSAID as soon 
as possible, combined with heat, ice, and/or other 
complementary interventions.41 Strengthening the 
support/accountability of the system surrounding 
the patient may reduce the risk of substance 
relapse.   Common medications employed to treat 
patients in recovery can be found in Table 5.42-45 

Caution should be employed when considering 

prescribing opioids to adolescents. One study 
found a 35% higher risk of abusing prescription 
painkillers later in life, even if they have a legitimate 
prescription.46

Antibiotics and antifungal agents 
Patients with a reported history of intravenous 
drug use may be considered at risk for developing 
infective endocarditis.  Staphylococcus aureus 
is the most common cause of acute bacterial 
endocarditis in IV drug users.47 SUD patients are 
most prone to periodontal diseases and dental 
caries.48  If other oral infections occur that require 
antibiotic therapy, considerations come into play.  
Erythromycin may increase alcohol absorption in 
the intestine and, consequently, increase blood 
alcohol levels by accelerating gastric emptying.49  

Metronidazole can induce disulfiram-like 
reactions (flushing, nausea, vomiting, sweating, 
stomach cramp, headache), even after ingestion 
of only a small amount of alcohol.  Flushing is 
associated with dilation of blood vessels, low 
blood pressure, and rapid heartbeat, all of which 
can be dangerous in patients with coronary artery 
disease.48  Patients taking metronidazole should 
be warned not to drink alcohol50 or use alcohol-
based mouth rinses. 

Table 4 - Moore and Hersch Step-Wise analgesic regimen* Severe
Moderate - Severe 400-600 mg Ibuprofen with 

650 mg Acetaminophen with 
10 mg hydrocodone   
q 6 hours for the first  
24 to 48 hours  
followed by  
400 mg Ibuprofen with  
500 mg Acetaminophen  
q 4-6 hours prn for pain

Mild - Moderate 400-600 mg Ibuprofen with 
500 mg Acetaminophen
q 6 hours for the first  
24 hours 
followed by 
400 mg Ibuprofen with  
500 mg Acetaminophen 
q 4-6 hours prn for pain

Mild 400-600 mg Ibuprofen
q 6 hours for the first 
24 hours
followed by 
400 mg of Ibuprofen 
q 4-6 hours prn for pain

Pain Level 200-400 mg Ibuprofen
q 4-6 hours prn for pain

Analgesic

Maximum Doses
Ibuprofen - 2,400 mg per day - up to 3,200 mg prescribed dosing per patient tolerance
Acetaminophen - 3,000 mg per day - be alert as to other medications that patient may be taking that contain acetaminophen as they must be  
considered part of the maximum daily dose

NOTE:  Administration of pain analgesics should be time-based; not as needed for dental pain.

*Adapted from Combining Ibuprofen and Acetaminophen for Acute Pain Management after Third-molar Extractions: Translating Clinical Research to Dental Practice38
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Table 5 - Medications used in substance abuse treatment programs42-45

Medication Purposes Functions Concerns

Buprenor-
phine/Nalox-
one

-  First line treatment of opiate 
addiction

-  Used during detoxification and 
maintenance

-  Buprenorphine: Partial 
µ-opiate agonist and ƙ-opiate 
antagonist; Suppress with-
drawal in abstinent opioid-
dependent patient  

-  Naloxone: Pure opioid antago-
nist to prevent opioid misuse

-  Precipitates withdrawal symptoms in stabilized 
opioid-dependent patients

Methadone -  Treatment of opiate addiction 
in certified programs

-  Used during the detoxification 
and maintenance 

-  Helpful for patients with mul-
tiple unsuccessful treatment 
attempts and/or need for daily 
support

-  A µ-opiate receptor agonist

 - Suppresses withdrawal  
symptoms and lessens  
cravings for opiates

-  Patients may become addicted to methadone

-  Patients should be instructed to immediately 
rinse their mouth after consumption of oral 
solution

Naltrexone -  Treatment of opiate addiction 
and alcoholism

-  Used during maintenance 
therapy in patients, who have 
already been detoxified, to 
block the effects of heroin 
and other opiates at their 
receptor sites 

-   Once monthly injections, only 
a modest effect and expen-
sive

-  Opiate receptor antagonist

-   Blocking of analgesic effect 
and narcotic withdrawal 
symptoms occur 5 minutes 
after ingestion 

-   Do not prescribe opiate analgesic for  
dental pain for a patient taking naltrexone

-   Before scheduling a painful dental procedure, 
where a postoperative opiate analgesic may be 
required, consult with patient’s addiction 
specialist or primary care physician for the  
discontinuance of oral naltrexone 72 hours 
before the appointment.35,39   After the dental 
procedure, opiate abstinence for 7 days 
must be complete before restarting the oral 
naltrexone

-  Non-opiate analgesics or regional analgesia are 
recommended for patients taking injectable na-
ltrexone and needing dental pain management

Disulfiram -  Treatment of alcoholism -  Increases serum acetalde-
hyde, causing uncomfortable 
symptoms

-   Avoid prescribing any alcohol-containing mouth-
washes

Acamprosate
calcium

-   Reduces symptoms of pro-
tracted withdrawal (insomnia, 
anxiety, restlessness and 
dysphoria) following lengthy 
abstinence in alcohol abuse 
disorder patients

-  Causes xerostomia and taste perversion
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Alcohol-free mouth rinse (over the counter) or 
chlorhexidine gluconate 0.12% alcohol-free oral 
rinse (by prescription) may mitigate the effects of 
dry mouth as well as relapse in patients with history 
of SUD.  Dentists should consider hydrocortisone 
and iodoquinol or nystatin and triamcinolone cream 
for topical application to treat fungal infections.  
Severe fungal infection may require systemic 
treatment.  Oral fluconazole is the preferred azole 
antifungal for the SUD patient, since ketoconazole 
has major drug-drug interactions, QT prolongation, 
and has the potential to induce liver toxicity and 
adrenal suppression.33

Other options to address xerostomia and prevent 
caries in patients with a history of SUD include 
fluoride supplementation, salivary substitutes, oral 
moisturizers and xylitol-containing gum or candy to 
regulate saliva pH.30 

Office Policy and Managing 
Drug-Seeking Behaviors
The dental office should develop prescribing 
policies and procedures. While it is a best practice 
to routinely check the statewide Prescription Drug 
Monitoring Program (PDMP) before prescribing 
any medication, use remains low.  In 2016, it 
was found that only 19% of dentists checked the 
PDMP in almost all or all instances of prescribing 
opioids.9  The frequency at which you must check 
your PDMP when prescribing is defined by 
individual state statute.  The CDC recommends 
that providers consider checking prior to every 
opioid prescription.51

The literature also supports prescribing practices 
which include: notifying the patient of the office’s 
prescription refill policy and procedures; reviewing 
with the patient the medical risks and side effects 
associated with the prescription; how the patient 
should secure and store their medications in 
the home to prevent accidents and diversion as 
well as how to properly disposable of unused 
medications.9  If you are considering prescribing 
opioids you should follow guidelines recommended 
by the American Dental Association52 or your 
state department of health.  Office policies 
should also prohibit the prescribing of controlled 

substances for any patient that has not undergone 
diagnostic evaluation for the condition eliciting the 
pain. In 2018, Congress passed the Substance 
Use-Disorder Prevention that Promotes Opioid 
Recovery and Treatment (SUPPORT) Act. This 
federal law requires electronic prescribing for 
schedule II-IV controlled substances covered 
under Medicare.  The law went into effect 
January 1, 2021 with a mandatory compliance date 
of January 1, 2022. 

Given the spreading opioid crisis, emergency 
kits should be routinely checked for outdated 
medications and updated to include naloxone.  
Familiarity with the emergency kit and use of mock 
emergency simulations should be added to office 
training programs. In addition to including naloxone 
in the emergency drug kit, dentists should also be 
ready to prescribe naloxone with an opioid when 
appropriate.  Some states require concomitant 
naloxone if the dentist is prescribing a high dose 
opioid (54 mg morphine equivalents or greater), or 
if the patient has a history of SUD or overdose, or 
other high-risk concomitant medications such as 
benzodiazepines.53

Dentists should be aware of applicable regulations 
and incorporate them accordingly. Inappropriate 
prescribing practices, over prescribing or failure to 
monitor dental patients who have a high potential 
for SUD could initiate investigations by regulatory 
agencies.  Professional liability implications, 
licensure disciplinary action or criminal charges 
could be the consequences of non-compliance 
with prescribing regulations.

SUD patients employ various techniques to secure 
drugs.  Dental providers may experience patients 
that seek medications near closing time, after 
regular hours or on weekends, or request a specific 
controlled substance for severe pain management.  
Patients may claim time constraints for treatment 
to persuade the dentist into writing a prescription.  
Other red flags include an appeal from an out-of-
town patient requesting new, or replacements for 
“lost” or “stolen” prescriptions, for more potent 
medications than the patient’s dental condition 
or procedure would seem to require.34  Common 

“shopping” methods are outlined in Table 654 while 
Table 755 provides additional steps that can be 
taken to help prevent the dental office from being 
the target of drug seeking behavior.

Controlled substances, if needed for recovery 
from dental procedures, should be limited to two 
to three days.  Patients should be counseled about 
the risks of addiction and overdose with every 
opioid prescription.  This is especially important 
in the adolescent population.10 Reassessment 
and documentation of the patient’s status should 
be completed before additional medications 
are approved.  Dentists should document 
their explanation to patients of why additional 
controlled substance will not be prescribed and 
that appropriative options were offered.  Chronic 
dental pain, such as temporomandibular disorders 
or trigeminal neuralgia, should be treated with 
narcotics only after trying non-narcotic analgesics 
and/or neuropathic analgesics and alternative 
therapy such as occlusal splints, sphenopalatine 
block, and physical therapy.  Chronic oral 
pain conditions may be best managed in a 
multidisciplinary chronic pain center.

Pain history and management strategies should 
be discussed and documented prior to initiating 
the dental care for a patient of record or a new 
patient in drug recovery.  A known SUD patient 
within the dental practice may be managed 
with a “pain contract” that outline specific pain 
management strategies as well as defines the 
roles and responsibilities within the relationship; 
including the termination, without abandonment, of 
the patient-provider relationship if there is a breach 
of the agreement.56

The ADA Current Policies web page includes a 
series of documents related to the dental treatment 
of patients with SUD. Dentists are encouraged to 
be familiar with these guidelines, statements and 
policies.57  Everyone must remember that health 
care providers are also susceptible to substance 
use disorder.  The majority of states have 
assistance programs for affected practitioners 
either through the state licensing boards and/or the 
local dental association. 
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Summary

SUD is a chronic relapsing brain disease that 
is treatable.  Recovery is possible.  Dentists 
should be aware of local substance use treatment 
and pain management centers in their area 
and make appropriate recommendations to 

the patients when necessary.  The Substance 
Abuse and Mental Health Services Administration 
(US Department of Health and Human 
Services) has provided both a national helpline  
(1-800-622-HELP) and a website (Home - SAMHSA 
Behavioral Health Treatment Services Locator)  
for patients to locate treatment facilities.  

Although the road to recovery is a long 
process, dentists can provide their patients with 
emotional support and encouragement during 
the recovery period and sobriety while also 
addressing oral health needs, preventing further 
oral deterioration and avoiding substance use 
relapse.

Table 6 - Provider Shopping Behaviors Checklist*
While one or even two of these behaviors alone may not be indicative of provider shopping, three or more of these behaviors 
may be reason for further inquiry into the patient’s controlled substance use.

Patient Behaviors Examples Yes No

Multiple providers of the same type Three or more family physicians, dentists, etc. 

Prescribers and dispensers are in localities different from each 
other and from the patient’s home address

Patient lives in County A; prescriber in County B; dispenser in County C

Overlapping prescriptions of the same drug from different  
prescriber types

Oxycodone scripts from dentist, family physician and pain  
management doctor within 30 days

Excessive emergency room visits for non-emergency issues Three or more emergency room visits in a month for chronic pain condi-
tions

Requesting replacement for lost medications regularly Patient consistently states that a controlled substance is lost and re-
quests new prescription

Requesting early refills Patient requests early refills due to extended out-of-state trip

Pressuring prescribers to prescribe specific controlled  
substances for family members

Parent requests the pediatrician prescribe a specific controlled substance 
for their child stating that it is the only medication that works

Using multiple names, social security numbers, addresses, etc. Patient fills three scripts under three different names

Seeking referrals to multiple pain management clinics Patient requests referrals to pain management clinics without a specific 
diagnosis

Associating with others known to be controlled  
substance provider shoppers

Patient travels to clinic with another patient exhibiting shopping behavior 
and requests similar prescription

Self-mutilation Patient presents with potential self-inflicted wounds

Cash transactions Patient prefers to pay cash when insurance available

Requesting partial dispensing of controlled substance script Patient requests half of the script and returns for the rest of the script 
within 72 hours

After-hour, weekend and holiday calls for prescriptions Patient calls prescriber at midnight on Friday to request a  
controlled substance script 

* Adapted from “How KASPER can help increase patient safety”.54



Quality Resource Guide  l  Management of the Substance Use Disorder Dental Patient 3rd Edition 9

www.metdental.com

Table 7 - Suggestions to avoid becoming a target of drug seekers*

1. Have clearly defined prescribing practices which are distributed to all new, emergency and recall patients and is appropriately described on the prac-
tice’s website. 

2. Establish written protocols and policies for associates and staff to follow regarding prescription practices.

3. Review the patient’s chart prior to prescribing medications, paying close attention to the amount and frequency of past prescriptions and access your 
State’s PMDP website with each prescription written.

4. Review medical histories carefully and note suspicious findings. Consult other healthcare providers involved with the patient’s care.

5. Fully implement e-Prescribing and do not keep prescription pads in treatment areas or controlled substances in unlocked cabinets.

6. Do not prescribe over the phone, especially if the patient has not been seen previously.

7. Stay informed about what is going on in the community and discuss suspicions with pharmacists and colleagues.

8. Establish a plan for where to refer a non-patient who claims to have a dental emergency.

* Adapted from Solaiman, T. Drug seekers: Protect yourself from patients who abuse pain medications”55
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POST-TEST
Internet Users: This page is intended to assist you in fast and accurate testing when completing the “Online Exam.”  
We suggest reviewing the questions and then circling your answers on this page prior to completing the online exam. 
(1.0 CE Credit Contact Hour) Please circle the correct answer. 70% equals passing grade.

1.  Most addictive drugs activate the brain’s reward system 
by increasing the release of which one of the following 
neurotransmitters:
a. Dopamine
b. Acetylcholine
c. Serotonin
d. Epinephrine
e. Gamma-aminobutyric acid

 2. In general, a patient who abuses stimulants may exhibit 
the following signs/symptoms EXCEPT:
a. Irritable
b. Impatient
c. Confused
d. Argumentative
e. Compliance

 3. Patients with substance use disorder (SUD) should 
avoid using products containing:
a. Naloxone
b. Methadone
c. Xylitol
d. Alcohol
e. Disulfiram

 4. How many Americans aged 12 or older were illicit drug 
abusers in 2019?
a. 7 million
b. 13 million
c. 39 million
d. 3567 million
e. 53 million

 5. Drug abusers are at high risk of developing all of the 
following adverse oral problems?
a. Dry mouth
b. Candidiasis
c. Dentinal hypersensitivity
d. Ulcerative gingivitis
e. Trigeminal neuralgia

6.   Which of the following does not contribute to a person 
becoming addicted to drugs and or alcohol:
a. Genetics 
b. Availability of drugs and alcohol 
c. Low self-esteem
d. Birth order
e. Co-morbidity mental disorders

7.   Substance use disorder patients can exhibit:
a. Lower pain tolerance
b. Lower pain threshold
c. Lower pain threshold and lower pain tolerance
d. Higher pain tolerance
e. Higher pain threshold

 8. When a dentist receives a request for pain medication 
from a patient of record, he/she should:
a. Prescribe appropriate medication over the phone and see the patient 

as soon as possible.
b. Electronically prescribe medication and see the patient as soon as 

possible.
c. If after hours, refer patient to the emergency room.
d. Perform an exam, diagnose the problem and provide appropriate 

treatment.
e. None of the above

 9. Caution should be used when prescribing opioids to 
adolescents because: 
a. Adolescents are at a higher risk of abusing pain killers later in life.
b. Opioids interfere with normal brain development.
c. Many adolescents have a negative physical reaction to opioids.
d. No data exists to suggest opioids have any negative effect on 

adolescents if used correctly.
e. None of the above

 10. Disulfirm (Antabuse®) is a drug indicated to treat:
a. Opioid addiction
b. Benzodiazepine addiction
c. Nicotine addiction
d. Alcohol addiction
e. Amphetamine addiction
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Evaluation - Management of the Substance Use Disorder Dental Patient 3rd Edition 
Providing dentists with the opportunity for continuing dental education is an essential part of MetLife’s commitment to helping dentists improve the oral health
of their patients through education.  You can help in this effort by providing feedback regarding the continuing education offering you have just completed.

FOR
OFFICE

USE 
ONLY

Registration/Certification Information (Necessary for proper certification)

Name (Last, First, Middle Initial): __________________________________________________________________

Street Address: _____________________________________________________  Suite/Apt. Number _________

City:  ______________________________________   State: _______________   Zip: _____________________

Telephone:  _______________________________________ Fax: ______________________________________

Date of Birth: ______________________________________ Email:  ____________________________________

State(s) of Licensure: _______________________________ License Number(s): __________________________

Preferred Dentist Program ID Number: _____________________________   Check Box If Not A PDP Member

AGD Mastership:  Yes  No 

AGD Fellowship:   Yes  No   Date: ______________

Please Check One:   General Practitioner  Specialist  Dental Hygienist  Other

PLEASE PRINT CLEARLY

Please respond to the statements below by checking the appropriate box,  1 = POOR    5 = Excellent 
using the scale on the right. 1 2 3 4 5

 1. How well did this course meet its stated educational objectives?     
2. How would you rate the quality of the content?     
3. Please rate the effectiveness of the author.     
4. Please rate the written materials and visual aids used.     
5. The use of evidence-based dentistry on the topic when applicable.        N/A

 6. How relevant was the course material to your practice?     
7. The extent to which the course enhanced your current knowledge or skill?     

 8. The level to which your personal objectives were satisfied.     
 9. Please rate the administrative arrangements for this course.     

10. How likely are you to recommend MetLife’s CE program to a friend or colleague? (please circle one number below:)

            10          9          8          7          6          5          4          3          2          1          0
    extremely likely                                       neutral                                                                 not likely at all

  What is the primary reason for your 0-10 recommendation rating above?
    

11.    Please identify future topics that you would like to see:

Thank you for your time and feedback.

To complete the program traditionally, please mail your post test and registration/evaluation form to:
MetLife Dental Quality Initiatives Program  l  501 US Highway 22  l  Bridgewater, NJ 08807


