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Introduction

Dentists in Colorado and across the nation continue to
face a devastating epidemic of opioid use disorder (OUD)
and overdose deaths. Opioids, both prescription and illicit,
have become the leading cause of accidental death in

the United States for adults 50 years of age or younger.?
Opioid-related adverse drug events, accidental overdose,
physical dependence and the development of OUD have

become an increasingly common part of dental practice.
The number of lives impacted by the crisis is astonishing.
The Centers for Disease Control and Prevention (CDC)
reports that opioid overdose killed nearly 400,000
Americans between 1999 and 2017 (FIGURE 1), and
currently an average of 130 people die every day in the
United States of opioid overdose.?

(FIGURE 1) n
Three Waves of 2
the Rise in Opioid B
Overdose Deaths, 7
1999-2017 6

Deaths per 100,000 population

1999

g

2001
2002
2003

Wave 1: Rise in

Overdose Deaths

2004

Prescription Opioid

—— y--thetic Opioids
e.g., Tramadol and Fentanyl,
prescribed or illictly manufactured

Commonly Prescribed Opioids
Natural & Semi-Synthetic Opioids
and Methadone

eroin

2005
2006
2007
2008
2009
> 2010
2011
2012
2013
2014
2015
2016
2017

Wave 3: Rise in

Synthetic Opioid
Overdose Deaths

More than 10.3 million people in the United States over
the age of 12 years self-reported misusing opioids in 2018,
with 9.9 million misusing prescription pain relievers and
808,000 using heroin.* The pharmaceutical use of opioids
first skyrocketed between 1990 and 1996; prescriptions
for fentanyl rose 1,000%, followed by morphine (49%),
oxycodone (15%) and hydromorphone (12%).> The number
of prescription opioids sold in the United States increased
five-fold between 1999 and 2017, and prescription opioids
were involved in 218,000 overdose deaths during this
same time.® In 2017, there were 58 opioid prescriptions
written for every 100 people in the United States, with an
average prescription length of 18 days.®

SOURCE: CDC MMWR?

The dire consequences of the widespread availability of
prescription opioids in the United States emerged over
time. The “lag period” between first exposure to an

opioid (either medical or nonmedical) and first treatment
admission is, on average, about seven years; the lag period
between first exposure and overdose death is between
nine and 13 years.”® In 2017, opioids accounted for 34% of
all admissions for substance use disorder (SUD) treatment
in people aged 12 years and older.’ The economic
implications of this epidemic are staggering. The White
House Council of Economic Advisers estimates that the

full economic cost of the opioid epidemic exceeds one half
trillion dollars every year, a figure that represents nearly
3% of the gross domestic product of the United States.*®



https://www.cdc.gov/drugoverdose/images/epidemic/3WavesOfTheRiseInOpioidOverdoseDeaths.png

Introduction continued

While a number of external factors have contributed to
the liberal use of these potentially lethal drugs, the dental
community is compelled to acknowledge its role in creating
this crisis. Fortunately, clinicians and health care systems
also have the power to reverse these grim statistics by
reforming their practices with resolve and innovation.
Although CO’s CURE acknowledges the value of opioids in
certain clinical situations, such as for end-of-life care and
the treatment of pain associated with severe trauma, burns
and cancer, it advocates using extreme caution in all cases.

These guidelines are meant to inform and augment clinical
judgment, not replace it. What follows is a compilation of
ideas and suggestions that can be implemented by dentists
to aid in the prevention of opioid misuse and addiction and
in the identification, treatment and support of patients
with OUD. It is unlikely that a dental practice can or should
attempt to implement each strategy or idea included in
these guidelines. Rather, dentists should consider which of
these suggestions are most appropriate given their unique
practice settings and resources. The suggestions in these
guidelines should not be viewed as a substitute for the
oversight of legal counsel and compliance leaders.

The Opioid Epidemic in Colorado

Coloradans have been significantly affected by this
national public health crisis. Since 2000, Colorado has seen
6,030 overdose deaths from opioids.* There were 1,635
prescription opioid-related overdose deaths in Colorado
from 2013 to 2017, translating to a rate of 5.8 deaths

per 100,000 Colorado residents.'? Heroin-related opioid
overdose deaths increased 76% from 2013 to 2017.?

Colorado Statistics

In 2017 in the state of Colorado:

e More than 3.7 million opioid prescriptions were
dispensed to one million patients at retail locations
(TABLE 1). These numbers fell slightly from a high of
4.3 million opioid prescriptions for 1.1 million patients
in 2015.%?

e There were 1,012 drug overdose deaths, 57% of which
involved an opioid.*?

¢ Fifteen percent of opioid-naive patients were prescribed
long-acting opioids.*?

Ten percent of patient prescription days had overlapping
opioid and benzodiazepine prescription use.®

e There were 671.3 opioid prescriptions filled per 1,000
residents.®

e There were 134.3 treatment admissions for heroin
per 100,000 people and 40.6 treatment admissions for
pharmaceutical opioids per 100,000 people.?

(TABLE 1)

Characteristics of Opioid Prescriptions Dispensed, Colorado 2014-2017

Characteristics 2014 2015 2016 2017
Number of Prescriptions Dispensed 4,039,048 4,310,254 4,159,575 3,765,253
Number of Unique Patients 1,085,551 1,131,781 1,102,297 1,027,685
Number of Unique Prescribers 25,011 24,784 28,063 27,676
Number of Unique Pharmacies 941 839 1,039 1,097

Excludes buprenorphine drugs commonly used to treat opioid use disorder

In 2014 NPI was used to identify unique prescribers and pharmacies as DEA numbers were not available until 2015

Data Source: Colorado Prescription Drug Monitoring Program, Colorado Department of Regulatory Agencies Analysis by:
Colorado Department of Public Health and Environment, 2018

SOURCE: Colorado Opioid Profile?
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(TABLE 2)
High-Risk Prescribing Practices and Patient Behaviors, Colorado 2014-2017

Indicators 2014 2015 2016 2017 2014-2017
% Change
Patients receiving more than 90 MME (%) 10.3 8.9 8.7 8.2 -20.5
Patients with MPEs (rate/100,000 residents) 170.1 124.0 93.6 68.0 -60.0
Patients prescribed LA/ER opioids who were 18.2 17.6 15.8 15.1 -17.3

opioid-naive (%)

Patient prescription days with overlapping opioid 22.3 21.5 21.4 20.5 -7.8
prescriptions (%)

Patient prescriptions days with overlapping opioid 12.1 11.6 11.2 9.9 -18.0
and benzodiazepine prescriptions (%)

Schedule 1I-IV Controlled Substances

Excludes Buprenorphine drugs commonly used for treatment

Annual percentages are based on average of quarterly percentages

Data Source: Vital Statistics Program, CDPHE and the Colorado Prescription Drug Monitoring Program, DORA
Data Analysis by: CDPHE, 2018

SOURCE: Colorado Opioid Profile?
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Introduction continued

While there is considerable variation between counties

in Colorado, with some rural counties particularly hard
hit, the impact of the opioid crisis is felt in all regions and
communities. No county is untouched, and the need to
address the effects of the crisis is universal. All Colorado
dentists and health care practitioners must work together
to turn the tide and resolve the crisis.

The Origins of the Opioid Epidemic

Concerned about potential adverse effects, including
addiction and overdose, few physicians prescribed
opioids for chronic noncancer pain throughout most of
the 20th century.’ That changed in 1986, however, when
pain expert Russell Portenoy published a limited case
series of 38 hospital patients that suggested that chronic
noncancer pain could be managed safely with high doses
of opioids without posing a risk of addiction.® Since then,
the scientific validity of Portenoy’s original work has

been called into question; in recent years, the researcher
himself has publicly doubted the relative efficacy and
safety of long-term opioid use for the treatment of chronic
noncancer pain.’-2° Portenoy’s findings were endorsed
by both the American Academy of Pain Medicine and

the American Pain Society, which further legitimized

his assertions about the safety of opioid medications.?
As a result, many pharmaceutical companies began to
aggressively market opioids for wider use at increased
dosages and in extended-release formulations.

This shift in perspective was reinforced by the Veterans
Health Administration, which adopted pain as the “fifth
vital sign” in 1999.22 The Joint Commission, a governing
body responsible for hospital accreditation, added pain
management as a requirement for accreditation in 2000.>**
During the same period, a report by the Institute of
Medicine, Relieving Pain in America, painted pain
management as a “moral imperative, a professional
responsibility, and the duty of people in the healing
professions.”® In addition to these mounting institutional
pressures, patient satisfaction surveys increasingly
compelled medical providers to place a premium on

pain management. These highly subjective scorecards,
which were routinely linked to remuneration, used the
management of pain as a marker for patients’ satisfaction
with the care they received.?** The rising popularity

of patient satisfaction surveys further fueled opioid
prescribing, resulting in a 400% rise in U.S. opioid sales
from 1999 to 2014.2° Once reserved for the treatment of
severe pain, opioid analgesics became routinely prescribed
for a wide range of pain complaints.

In the United States and Colorado, the prescribing practices
of dentists and physicians have played a significant role

in the development and continuation of the crisis,
contributing to alarming rates of misuse, dependence,
addiction and overdose. Despite a growing concern with
the opioid prescribing practices of dentists, until now
there has been no comprehensive set of guidelines for
dentists that addresses opioid stewardship, alternatives
to opioids for pain, techniques in harm reduction and
treatment of OUD. Clinicians have had to rely on their
own discretion when treating pain, striking a balance
between oligoanalgesia and overuse of opioids. This set
of prescribing and treatment guidelines, created by the
Colorado Dental Association (CDA) and the CO’s CURE
team, provides dentists with evidence-based best practices
to inform and improve the clinical care of dental patients.



Introduction continued

CO’s CURE

Faced with this enormous public health crisis, Colorado
clinicians are taking a stand for the benefit of all. CO’s
CURE is developing the nation’s first set of comprehensive,
multispecialty medical guidelines designed to end the
opioid epidemic. Within each specialty, there is room

for specific nuances of practices, and across all CO’s

CURE guidelines, there is multispecialty collaboration

with input from content experts. Four pillars anchor the
clinical guidelines and provide an evidence-based pain and
addiction management approach:

1. Limiting opioid usage

2. Using alternatives to opioids (ALTOs) for the
treatment of pain

3. Implementing harm reduction strategies

4. Improving treatment and referral of patients
with OUD

These pillars were conceived by the Colorado Chapter

of the American College of Emergency Physicians (ACEP)
and published as part of the Colorado ACEP 2017 Opioid
Prescribing & Treatment Guidelines. When implemented

in 10 Colorado emergency departments (EDs) as part of
the Colorado Opioid Safety Pilot by the Colorado Hospital
Association, the approach recommended resulted in a
36% decrease in opioid use and a 31% increase in the use
of opioid alternatives for pain management.?” The success
experienced in Colorado EDs through these initiatives
represents one advance in efforts to address the opioid
epidemic in Colorado. To fully resolve the opioid epidemic,
Colorado clinicians will need to adopt a more inclusive,
coordinated and ambitious approach.

Now is the time for all specialties and clinicians to unite
in order to create better treatment paradigms for the
benefit of patients and communities across Colorado. The
guidelines developed by CO’s CURE represent some of
the most forward-thinking and comprehensive strategies
in the nation. They belong to not one specialty, but to

all specialties; rather than divide clinicians into their
respective tribes and silos, they unite them in a common
cause—to resolve the opioid epidemic in Colorado and
beyond.
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Limiting Opioid Use in Dental Practice

The majority of patients who develop OUD report that
their first exposure to an opioid involved a pain medication
that was prescribed to them or diverted from a family
member or friend.?® Few would dispute that opioids have

a vital role to play in the treatment of pain related to
trauma, burn, cancer and many dental and general surgical
procedures. And while the majority of the millions of
dental patients who are prescribed opioid analgesics do
not misuse them or develop OUD, the current epidemic
demonstrates that the important minority of patients

who do experience profound harm mean that dental and
medical clinicians must reevaluate their opioid prescribing
practices. The American Dental Association (ADA) has
expressed its support of all efforts by dentists to address
the opioid epidemic; limiting excessive and inappropriate
prescription of opioids in dental practice is a key element
of that approach.?®

Dentists are among the top prescribers of opioids in the
United States and are leading prescribers of opioids to
adolescents.? From 2016 to 2017, dentists comprised
15.8% of all prescribers of opioid medications, second
only to internal medicine physicians, and accounted for
8.6% of all dispensed opioid prescriptions in the United
States in that time period.*® Recent research suggests

that as many as 6% of opioid-naive patients who receive
an opioid prescription may go on to persistent use of
opioids.?32 A review of claims data of more than one
million commercially insured opioid-naive patients who
filled an opioid prescription between 2005 and 2015
revealed rates of persistent opioid use at one and three
years of 6% for patients who received one day of opioid
analgesia, 13.5% for persons whose first episode of use
was for > 8 days and 29.9% in opioid-naive patients whose
first episode of use was for = 31 days. A review of data

for more than 36,000 opioid-naive surgical patients found
that rates of persistent opioid use were 5.9% in patients
undergoing minor procedures and 6.5% in patients
undergoing major procedures. The fact that these rates are
not significantly impacted by the magnitude of the surgical
procedure suggests that patient factors heavily influence
risk of persistent opioid use. This in turn suggests that
careful screening for an elevated risk of developing OUD
may help protect vulnerable dental patients.?® That said,
dentists must recognize that virtually any dental patient

who is exposed to opioid analgesia—particularly at higher
doses and longer duration—is at risk for dependence and
addiction.

While management of dental pain is essential, a growing
body of evidence suggests that dentists over rely on
opioid analgesia.?* Research finds that, on average,
dentists prescribe significantly more opioid pills than
their patients use. A 2015 study®® found that median
consumption of opioids during the first 24 hours following
third molar extraction was reported to be three tablets,
and the median total consumption for the seven days
following extraction was eight tablets; in contrast, the
median quantity of opioids prescribed was 20 pills, with
a range between 10 and 40 pills.>* A 2016 study found
that more than 40% of U.S. residents are prescribed

an opioid following tooth extraction, with the rate of
prescription to adolescents (61%) inexplicably higher
than that of prescription to adults.®® A study comparing
rates of opioid prescribing in dental practice in the
United States and the United Kingdom found that the
proportion of dental prescriptions written for opioids is
37 times higher in the United States than in the United
Kingdom, 22% in the United States vs 0.6% in the U.K.>’
The authors acknowledge several key contributors to
this difference,*®**? including that dentists in the United
Kingdom are limited by their National Health Service
formulary and that codeine is the only opioid they are
permitted to prescribe.

Because of the pain associated with many dental surgical
procedures, dental specialists play a pivotal role in
changing dental opioid prescribing.* Studies of patients
undergoing common general surgical procedures find
that, on average, general surgeons prescribe twice the
quantity of opioid pills their patients report actually
using.3>4% While there are fewer studies examining

the mismatch between dental opioid prescribing and
what patients actually require, a 2016 study of patients
undergoing tooth extraction similarly found that more than
half of opioid pills went unused.3>*%3% A review of opioid
prescribing by dentists between 2011 and 2015 found
that as much as half of dental opioid prescribing exceeds
the doses and/or durations recommended by national
guidelines.>! Over prescription of opioids contributes to



Limiting Opioid Use in Dental Practice continued

an enormous reservoir of unused opioids that is ripe for
later misuse and diversion.?>*° This reservoir of unused
and undiscarded opioids poses a grave threat to public
health, as nonmedical use and diversion are a prime driver
of the opioid epidemic. Researchers estimate that as
much as 23% of opioids prescribed by medical and dental
professionals are used nonmedically.*

While many dentists have made strides in curtailing
opioid prescribing, there remain opportunities for further
reform. A large study of opioid prescribing practices across
specialties found that dental opioid prescribing fell from
2007 to 2012 by 6%,°%°® a reduction surpassed only by

ED physicians.*? In the five years that followed, dentists
were leaders in reducing their rates of opioid prescription,
writing nearly half a million fewer opioid prescriptions in
2017 compared to 2012, dropping from 18.5 million in
2012 to 18.1 million in 2017.5* Dentists are encouraged to
build on the impressive progress these data represent.

Until recently, no dental opioid discharge prescribing
guidelines have been available, a deficit that has forced
dentists and dental specialists to rely on customary
prescribing practices learned in training.>>°® As a result,
there is wide variability among individual dentists in
opioid prescribing patterns. A retrospective study of
opioid prescribing after third molar extraction in 2.7
million Medicaid claims found an approximately three-
fold difference between the 10th and 90th percentile in
the oral morphine equivalents prescribed.* Small studies
of the impact of opioid prescribing guidelines on dental
prescribing practice finds that adherence to guidelines
reduces both overall opioid prescribing and interprescriber
variability.>® While the ADA has yet to formulate opioid
prescribing guidelines, states and academic dental
researchers are beginning this important work based on
what patients report actually consuming after common
dental procedures. Research in general surgical patients
finds no correlation between patient satisfaction or pain
relief and the quantity or duration of opioid prescriptions
they receive, suggesting that dentists, like general
surgeons, may curtail their opioid prescribing without
sacrificing analgesia or patient satisfaction.’

Across all specialties, a commonsense first step to
addressing the opioid epidemic is to prescribe opioids
more judiciously. Dentists have a vital role to play in
ending the crisis by screening patients, using alternatives
to opioids and multimodal analgesia, prescribing opioids
conservatively and providing counsel on the risks of opioid
analgesia.

Practice Recommendations

1. Opioids are dangerous drugs with significant potential
for misuse and addiction, numerous side effects, rapid
development of tolerance, debilitating withdrawal
symptoms and lethality in overdose. Dentists are
encouraged to reserve opioids for the treatment of
pain that has not responded to multimodal nonopioid
therapy and for patients in whom nonopioid therapy is
contraindicated or anticipated to be ineffective.

a. Opioids are among the three broad categories of
medications with potential for misuse, dependence
and addiction, the other two being central nervous
system (CNS) depressants and stimulants. Opioids
act by attaching to opioid receptors on nerve cells
in the brain, spinal cord, gastrointestinal (Gl) tract
and other organs, triggering a spike in dopamine
that not only reduces the perception of pain but can
also manufacture a powerful sense of well-being
and pleasure by affecting the brain’s limbic reward
system.

b. When used repeatedly, opioids induce tolerance, as
exposure to opioids leads to loss of receptor activity
and higher doses are required over time to produce
the same effect.5®>° This mechanism also contributes
to the high risk of overdose following a period
of abstinence.® Tolerance can be lost in times of
abstinence, and exposure to a previously “safe” dose
can lead to disastrous results.®!

c. The effects of opioids are mediated by specific
subtype opioid receptors (mu, delta and kappa) that
are also activated by endogenous endorphins and
enkephalins. The production of endogenous opioids
is inhibited by the repeated administration of outside
opioids, which accounts for the discomfort that
ensues when the drugs are discontinued.

Page 10



Limiting Opioid Use in Dental Practice continued

d. Opioid therapy is associated with a number of
common and sometimes serious side effects,
including sedation, respiratory depression,
constipation, nausea and vomiting, impaired
judgment and coma (TABLE 3).2”52 These complications,
which often necessitate additional medical care, can
prevent patients from performing daily tasks and
remaining active in the workforce.

e. In addition, opioids can impair immune responses,
impact NK and T-cell function and promote
angiogenesis. There is evidence that for some
malignancies, opioids may act directly on tumor cells
to promote growth and metastasis.

opioids.®*° This variability leads to increased rates of
opioid-related adverse effects for some patients and
undertreatment of pain for others.

. Opioid-induced hyperalgesia (OIH) is a paradoxical

phenomenon of increased sensitivity to noxious
stimuli associated with long-term opioid use.
Evidence suggests that even short-term exposure to
opioids may produce OIH.%%%

. Given the risks associated with opioid use, the risk-

to-benefit ratio does not support the use of opioids
in low-severity pain management if nonopioid

alternatives are viable options, especially given that
nonopioid analgesics, including acetaminophen and

f. Genetic variation, particularly in the cytochrome
P450 2D6 (CYP2D6) enzyme, creates significant
patient variability in the metabolism of many

nonsteroidal anti-inflammatory drugs (NSAIDs), have
been shown to be as or more effective than opioid
medications in managing pain.336871

(TABLE 3)
Common and Serious Side Effects of Opioid Analgesia

Common Side Effects

Serious Side Effect of Chronic Opioid Use

e Nausea/vomiting e Cardiac abnormalities, including prolonged QTc and torsades de pointes
e Constipation e Sudden cardiac death with the concomitant use of benzodiazepines
e Pruritus and methadone

« Euphoria e Hormonal disruptions, including decreased testosterone in males

e Decreased luteinizing hormone, follicle-stimulating hormone, and
fertility in women

e Respiratory depression,
particularly with the

simultaneous use of alcohol, e Musculoskeletal compromise, including an increased risk of osteoporosis

benzodiazepines, antihistamines, * Immunosuppression

muscle relaxants or barbiturates ¢ |nhibition of cellular immunity via delta and kappa receptors
¢ Lightheadedness e Hyperalgesia (i.e., upregulation of receptors and increased tolerance)
e Dry mouth e Sleep disturbances (e.g., shortened deep sleep cycle)

¢ Delayed or inhibited gastric emptying, increased sphincter tone, and
blockade of peristalsis

SOURCE: Martin PR, Hubbard JR. Substance-related disorders. In: Ebert MH, Loosen PT,
Nurcombe B: Current Diagnosis & Treatment in Psychiatry. New York: McGraw Hill; 2000:233-259.%

Page 11



Limiting Opioid Use in Dental Practice continued

2. Itis recommended that dental pain be addressed 3. It is recommended that Colorado dentists review the

through clinical intervention rather than via opioid

analgesia.

a. Dentists best serve patients in pain by performing
definitive treatment.

b. Dentists are encouraged to refer patients without
insurance or with financial constraints to low-cost or
free dental care. Pain may prompt patients to self-
medicate with illicitly obtained pain relievers.

i. The CDA supports Colorado dental charities and

nonprofit dental clinics throughout the state. These
organizations offer dental care on a sliding-fee scale

to individuals who are unable to afford treatment.
Several of these organizations have financial and
residency requirements. Others are established
to help a certain portion of the population (e.g.,
children, people experiencing homelessness and
people with disabilities).

ii. The CDA maintains a directory of clinics that
provide low-cost dental care in Colorado
(https://cdaonline.org/welcome/lowcostcare/).

c. Itis advised that patients with acute dental pain be
managed with nonopioid analgesia until they receive
definitive care. Nerve blocks with long-acting local
anesthetics and/or scheduled acetaminophen/NSAID
are preferred to brief courses of opioid analgesia.
(See Alternatives to Opioids for the Treatment of Pain
section for more information.)

information contained in the Colorado Prescription

Drug Monitoring Program (PDMP) prior to prescribing

an opioid in order to inform decision-making around

opioid therapy. Dentists are required to register

with the PDMP and may incur fines for failure to

do so; more importantly, failure to register for and

consistently use the PDMP undermines the utility of

this valuable resource.

a. Per House Bill (HB) 14-1283, all Colorado-licensed
prescribing practitioners with Drug Enforcement
Administration (DEA) registrations are required to
create an account with the Colorado PDMP.”

i. The Colorado Dental Board has fines starting at
$1,250 that may be imposed on dentists who fail
to complete the PDMP registration.”

ii. As of July 2019, approximately 1,000 (20%) of the
4,500 dentists with active licenses in Colorado
with a DEA license had not created a PDMP
account. In addition, nearly 1,500 dentists (30%)
who have a PDMP account have not logged on for
more than two years.”

iii. Dentists can register at https://www.colorado.
gov/dora-pdmp with a dental license number
and other pieces of identifying information. For
questions about the PDMP registration process,
contact the PDMP help desk at 855-263-6403
or visit https://www.colorado.gov/pacific/dora/
PDMP.

b. PDMPs provide records of controlled substances
dispensed to individual patients and may inform
prescribing, coordination of care and addiction
screening or referral. Information from a PDMP can
identify patients with multiple preexisting opioid
prescriptions from various providers (“doctor
shopping”) and identify those already using other
controlled medications on a chronic basis.”

c. The ADA recommends that dentists register with
and use PDMPs to promote the appropriate use
of opioids and deter misuse and diversion.”® The
American Association of Oral and Maxillofacial
Surgeons (AAOMS) advises that accessing PDMPs is a
key element of responsible prescribing of opioids.””

Page 12


https://cdaonline.org/welcome/lowcostcare/
https://www.colorado.gov/dora-pdmp
https://www.colorado.gov/dora-pdmp
https://www.colorado.gov/pacific/dora/PDMP
https://www.colorado.gov/pacific/dora/PDMP
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d. The Journal of the American Dental Association
(JADA) has published a comprehensive guide to use
of the PDMP, The prescription monitoring program
data: What it can tell you.

e. Colorado law requires dentists to check the PDMP
prior to issuing a second (or subsequent) prescription
for an opioid.

f. PDMPs have been found to significantly reduce
both the frequency and quantity of dental opioid
prescribing.”®
i. A cross-sectional study of patients prescribed

opioids at a dental urgent care in New York state
before and after legislation of mandatory PDMP
use found a decrease in rates of opioid prescribing
from 30% to 9.6% as well as a 78% reduction in
total quantity of pills prescribed.”®

ii. Drug monitoring programs have been shown to
influence opioid prescribing practices, especially in
the case of lost or long-term prescriptions.”

iii. PDMP data can guide policy and professional
reform by providing information on prescribing
patterns in a state. A review of PDMP data in South
Carolina found that a notable minority of dental
patients had incidents of multiple preexisting
opioid prescriptions, a factor implicated in patient
misuse, overdose and diversion. In rare cases, the
PDMP can identify fraudulent prescribers.?°

g. PDMP data may prompt a referral to an addiction
medicine specialist, consultation with a pain
management specialist and/or referral to harm
reduction services.

h. Information from the PDMP may not necessarily
preclude the use of opioids for treatment of acute or
postoperative dental pain, but it is advised that such
information be incorporated in analysis of the risks
and benefits of opioid therapy.

i. Inthe case of on-call coverage, it is recommended
that the on-call dentist check the PDMP for any
requests for additional opioid prescriptions by
a patient, even if it is the on-call dentist’s first
prescription for the patient.

j. Dentists are discouraged from dispensing controlled
substances directly from their clinics. In addition
to the increased responsibility of complying with
complicated regulatory requirements in place for
direct dispensing, opioid dispensing that is not
captured by the PDMP undermines the power and
utility of this vital program.

4. Prior to prescribing an opioid, it is suggested that
dentists perform a rapid risk assessment to screen
for potential for misuse and addiction and obtain
a complete medical history to identify medical
comorbidities that increase the risk of opioid-related
adverse events.

a. Dentists are reminded that any patient may be
at risk of opioid misuse and addiction. Multiple
organizations and agencies, including the ADA, CDC
and Colorado Department of Regulatory Agencies
(DORA), advocate using a validated screening
instrument to evaluate for factors that might
predispose patients to addiction and misuse. The
following screening tools may help dentists identify
high-risk patients:®
i. Opioid Risk Tool
ii. NIDA Quick Screen
iii. Screener and Opioid Assessment for Patients with

Pain — Revised (SOAPP-R)
iv. Pain Medication Questionnaire (PMQ)

b. The ADA recommends that dentists obtain a
substance-use history prior to prescribing an opioid.
While more than three-quarters of dentists use
patient history forms that inquire about illicit drug
use—an increase from 64% in 2010—relatively
few dentists practice active risk mitigation when
prescribing opioids.®82 A 2015 survey of dentists
found that two-thirds of dentists did not feel
that screening for SUD is compatible with their
professional role.®? More recent dental school
graduates were more likely to view SUD screening
and risk mitigation as within the scope of dental
practice.’

c. While screening instruments are imperfectly
sensitive, evidence strongly suggests that clinical
impression alone fails to identify patients at elevated
risk for misuse and addiction.®
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Limiting Opioid Use in Dental Practice continued

d. The stigma surrounding SUD causes many patients to
conceal their condition. An empathic, nonjudgmental
approach to the patient interview increases the
likelihood of obtaining a full, accurate patient history.

e. In addition to incorporating the patient’s substance
use history, it is recommended that screening for
elevated risk of misuse or OUD also assess for the
following risk factors.®+8

High-risk criteria include:

Age between 16 and 45

schizophrenia)

Personal or family history of SUD (alcohol, tobacco, illicit drugs, prescription drugs)

History of or current behavioral health disorder (e.g., depression, anxiety, attention deficit disorder, bipolar disorder,

History of past trauma, physical or sexual abuse or other adverse childhood events

f. In addition to screening for risk of misuse and
OUD, dentists are encouraged to assess a patient’s
medical history for comorbid health conditions that
increase the risk of opioid-related adverse effects and
exercise caution when prescribing opioids to those at
increased risk for adverse drug reactions, particularly
respiratory depression and accidental overdose.

Medical comorbidities and patient factors that increase risk of opioid-related adverse drug events:

Pulmonary comorbidities (chronic obstructive pulmonary
disease [COPD], obstructive or central sleep apnea)

Cardiac comorbidities (congestive heart failure)

Organ dysfunction (e.g., renal or hepatic)

Age greater than 65

Prior SUD diagnosis (including alcohol use disorder)®®

Current or past tobacco smoker

Obesity (BMI > 30 kg/m?2)

Use of supplemental oxygen

Receiving chronic opioid therapy (COT) for pain

Use of benzodiazepines, gabapentinoids or other sedatives®

g. Afull understanding of a patient’s current medications
is essential to assessing risk of opioid-related adverse
events. It is advisable to ask patients specifically
about current or past opioid, benzodiazepine, or
sedative/hypnotic use prior to prescribing an opioid.

h. Dentists are encouraged to obtain medical records
from a patient’s primary care provider when there is
a concern that that patient is not able to provide a
full, accurate medical history.
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i. Patients receiving chronic opioid therapy (COT)
for pain and patients receiving buprenorphine or
methadone for treatment of OUD require careful
management. Dentists are encouraged to coordinate
care with the patient’s COT or medication for
addiction treatment (MAT) provider to optimize
dental outcomes and minimize the risk of adverse
events. (SEE TABLE 10, MANAGING ACUTE AND
PERIOPERATIVE DENTAL PAIN IN PATIENTS RECEIVING MAT,
IN THE ALTERNATIVES TO OPIOIDS FOR THE TREATMENT OF
PAIN SECTION.)



Limiting Opioid Use in Dental Practice continued

5. Dentists are encouraged to educate patients and

families or caregivers about the potential risks and side

effects of opioids and the alternative pharmacologic

and nonpharmacologic therapies available for

managing pain. It is recommended that all patients

who receive opioids be educated about their side

effects and potential for addiction.

a. Evidence suggests (FIGURE 3) that patients are
often not aware of the risks associated with opioid
medications or that there may be equally effective
pharmacologic and nonpharmacologic alternatives to
opioids available for treatment of pain.

b. The ADA Mouth Healthy patient-facing materials
are a valuable resource dentists can use to educate
patients and families on the risk of opioid analgesia.

. Other materials for patients and families include:

i. Managing Pain After Dental Care (Michigan OPEN
[Opioid Prescribing Engagement Network])

ii. Learn the Facts: Opioids and Dental Pain
Management (Michigan OPEN)

iii. Opioids and Wisdom Tooth Removal

iv. Patient Guide to Over-the-Counter Medications

. When prescribing these agents, it is always

appropriate to initiate a detailed discussion about
the significant risks of adverse effects and addiction
associated with opioids (TABLE 3).

. Dentists are advised to counsel their patients that

while a prior history of SUD, other behavioral health
conditions and younger age all increase this potential,
an opioid-naive patient with no risk factors can

develop misuse, dependence or addiction.?”:88

f. Itis recommended that dentists inform their patients
that they may request nonopioid therapy, even for
severe pain.

(FIGURE 6)
Public Perception of Opioid Risk
Fewer than one in five Americans consider prescription pain medication to be a serious safety threat.

% Major Concern Actual # of Deaths
100% — —] 40,000
35,369

80%
30,000

60%
20,000

40%
10,000

20%

0% - - - _ .— 0
Driving Gun violence Severe weather Commercial Prescription pain
or natural disaster airline travel medication

SOURCE: What Americans believe about opioid prescription painkiller use. Presented at the: National Safety Council —
Opioid Painkiller Media Briefing; 2015. https://www.nsc.org/Portals/0/Documents/NewsDocuments/031115-Public
Opinion-Poll.pdf. Accessed December 16, 2019.78December 16, 2019.%°
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Limiting Opioid Use in Dental Practice continued

6. If the decision is made to prescribe an opioid, dentists
are advised to use the lowest effective opioid dose for
the shortest possible duration.

a.
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Receiving higher intensity and/or longer duration
opioid therapy for acute pain has been associated
with an increased risk of opioid-related adverse
effects, long-term disability and long-term opioid
use.’>2 There is significant evidence that higher
doses of opioid therapy are associated with higher
incidence of sedation, respiratory depression and
overdose death in a range of settings.%***

. Per the AAOMS, “When indicated for acute

breakthrough pain, consider short-acting opioid
analgesics. If opioid analgesics are considered, start
with the lowest effective dose and the shortest
duration possible.”””

. For patients with acute dental pain or postprocedural

pain, initial opioid prescriptions of a three-day supply
or shorter will generally be sufficient.

. Itis recommended that an initial prescription to

an opioid-naive patient not exceed 50 morphine
milligram equivalents (MME)/day, as risk of overdose
in an opioid-naive patient outweighs potential benefit
at higher dosages.

In Colorado, Senate Bill (SB) 18-022 Clinical Practice
for Opioid Prescribing limits first-time opioid
prescriptions for acute noncancer pain to seven days,
with the ability to add a discretionary second (or
subsequent) seven-day fill only after the PDMP has
been checked.

The ADA in a 2018 policy statement supported
statutory limits on opioid dosage and duration

of no more than seven days for the treatment of
acute pain, consistent with the CDC evidence-based
guidelines.>

For acute pain outlasting initial opioid prescription,
it is recommended that dentists reevaluate patients
in person to assess for complications. Prior to
prescribing additional opioids, it is advised that

the working diagnosis and management approach
be reconsidered; as part of this review, consider
rescreening patients with a risk assessment tool.
Dentists are encouraged to complete additional
patient education prior to prescribing additional
opioids.

h.

Unused opioids create the possibility of intentional
or unintentional opioid diversion.*®* By one
estimate, 23% of prescription opioids are used
nonmedically.*® In addition to minimizing risk to
the patient, minimizing the durations and doses of
opioid prescription protects others from the harms
associated with misuse of diverted opioids.

7. If opioids are required, dentists are advised to prescribe
immediate-release formulations. The initiation of long-
acting and extended-release formulations for treatment
of acute pain is strongly discouraged.

a.

Long-acting and extended-release opioids are indicated
only for chronic pain and it is advised they not be
used for the treatment of acute or intermittent
symptoms.®®

. These agents are especially dangerous in opioid-naive

patients, even at recommended dosages, as they are
associated with increased risk of overdose.
Long-term opioid use is nearly 4.5 times higher in
those started on long-acting opioids compared to
immediate-release.!

. The AAOMS recommends that oral and maxillofacial

surgeons avoid initiating treatment with long-acting
and extended-release opioid analgesics.”

. Discontinuation of long-acting and extended-release

opioids in patients who take these medications
regularly for chronic pain is not recommended. The
baseline opioid requirements of patients on COT
must be met prior to addressing acute pain.
Dentists are cautioned that tramadol is not a “safe”
opioid. Widely viewed as a less potent opioid,
clinicians often prescribe tramadol in an attempt to
avoid “stronger” medications. While tramadol is a
Schedule IV drug—a factor that may help reinforce
this view—wide variations in the pharmacogenetics
of tramadol metabolism can result in significant
individual differences in adverse and analgesic
effects,’” including seizures and dangerous drug
interactions not seen with other opioids. It is
important to note that tramadol carries a risk of
persistent opioid use that is equal to or greater than
that of other opioids.3**®



Limiting Opioid Use in Dental Practice continued

(TABLE 4)
Examples of Long- and Short-Acting Opioids

NOTE: Opioid products with a single ingredient (e.g., oxycodone) are favored over combination formulations (e.g.,
oxycodone/acetaminophen), as patients are encouraged to take nonopioid analgesics (e.g., acetaminophen, NSAID)
consistently prior to resorting to an opioid. Use of monoproducts allows acetaminophen or NSAID to be taken pref-
erentially and used as a first-line agent with a lower risk of supratherapeutic dosing or accidental poisoning. Combi-
nation products are indicated by asterisk (*) below.

Short-acting opioids include but are not limited to the following agents:

e HYDROCODONE — immediate release (e.g., Vicodin,* Lorcet,* Lortab,* Norco*)

e HYDROMORPHONE — immediate release (e.g., Dilaudid)

e MORPHINE — immediate release

e OXYCODONE — immediate release (e.g., Percocet,* Percodan,* Roxicodone)

e OXYMORPHONE — immediate release (e.g., Opana)

e TRAMADOL — immediate release (e.g., Ultracet,* Ultram); note caution stated in point 7f, above
e TAPENTADOL — immediate release (e.g., Nucynta)

It is recommended that long-acting and extended-release formulations not be prescribed for acute pain. Examples
include but are not limited to the following agents:

e FENTANYL — transdermal (e.g., Duragesic)

e HYDROCODONE — extended release (e.g., Hysingla ER, Zohydro ER)

e HYDROMORPHONE — extended release (e.g., Exalgo)

e METHADONE (e.g., Dolophine)

e MORPHINE — sustained release (e.g., MS Contin, Avinza, Kadian)

e OXYCODONE — sustained release (e.g., OxyContin)

e OXYMORPHONE — extended release (e.g., Opana ER)

e TRAMADOL — extended release (e.g., Ultram ER); note caution stated in point 7f, above
e TAPENTADOL — extended release (e.g., Nucynta ER)

* denotes combination product
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Limiting Opioid Use in Dental Practice continued

9. Dentists are advised to educate dental patients who
receive prescriptions for opioids on the risks and
proper use of opioids as well as the safe storage and
disposal of unused medications.

8. Dentists are advised to avoid prescribing opioids to
patients already taking benzodiazepines, gabapentinoids,
barbiturates or other CNS depressants. If an opioid is
prescribed, it is recommended that patients be

counseled on the increased risk of respiratory depression,
adverse drug reactions and death with concurrent use.

a. Itis recommended that patients be instructed on

how to take opioids correctly, including the planned

a. Patients taking opioids and benzodiazepines medication, doses and schedule. Clear and concise
concurrently have 10 times the risk of fatal overdose patient instructions reduce the risk of opioid-related
compared to those taking opioids alone.! adverse events. It is suggested that patient instructions

b. Per the AAOMS, clinicians are encouraged to “limit include the following directions:
the prescriptions of opioid analgesics to patients i. Take the minimum quantity of opioid necessary
currently taking benzodiazepines and/or other to achieve tolerable levels of pain and meaningful
opioids because of the risk factors for respiratory functional improvement. Take opioids on an “as-
depression.””’ needed” rather than scheduled basis.

c. The risk of adverse events may also be increased ii. Reduce the dose and/or frequency of opioid
by concurrent use of other medications with CNS analgesic as pain and function improve.
depressant properties, including but not limited iii. Avoid agents that may potentiate the sedative
to nonbenzodiazepine sedative-hypnotics, muscle effect of opioids, including sleeping medications,
relaxants, gabapentinoids, sedating antidepressants, sedatives and alcohol.
antipsychotics and antihistamines.>”:94101 iv. Avoid driving or operating heavy machinery while

d. For some patients these combinations are taking opioids.
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unavoidable, as routine discontinuation of long-

standing medications is not possible given the risks

of withdrawal or the worsening of an underlying
condition for which these medications are prescribed.

In these cases, dentists are strongly advised to

maximize use of nonopioid multimodal analgesia.

i. Itis recommended that patients receiving
concurrent prescriptions for CNS depressants and
opioids also be prescribed naloxone (SEE HARM
REDUCTION SECTION).

v. Seek help at first sign of any adverse effects or
signs of tolerance, dependence or addiction.

. Itis recommended that patients be instructed in

proper storage of medication to safeguard against

diversion.

i. Patients may be educated that over half of the
opioids prescribed from dental surgeries are not
used, creating opportunities for diversion of these
medications and that more than half of people
who misuse opioids receive them from friends
and/or family,354830

ii. Patients may be educated that it is safest to store
opioids in a locked location. If that is not possible,
patients are advised to store opioid medications
in a place out of reach of children and not easily
accessed by visitors or other household members.
(Experts advise against storing opioids in medicine
cabinets.)



Limiting Opioid Use in Dental Practice continued

(TABLE 4)
Where Pain Relievers Were Obtained for Most Recent Misuse Among People Aged
12 or Older Who Misused Pain Relievers in the Past Year: 2018

9.9 Million People Aged 12 or Older Who Misused Pain Relievers in the Past Year

Prescriptions from more than one doctor (2.0%) j‘ /— Stole from doctor's office, clinic, hospital or pharmacy (0.9%)

Prescription from one doctor (34.7%)

Given by, bought from or
/_ took from a friend or relative
51.3%

Got through =
prescription(s) or
stole from a
health care provider
37.6%

x From friend or relative for free (38.6%)

Some other way /

4.6%

Bought from drug dealer or other stranger —/ \\ Took from friend or relative without asking (3.2%)
6.5%

\ Bought from friend or relative (9.5%)

NOTE: Respondents with unknown data for the source for most recent misuse or who reported some other way
but did not specify a valid way were excluded.

SOURCE: SAMHSA NSDUH 2018

c. Once the acute pain phase has ended and medication The Colorado Department of Public Health and
is no longer required, it is critical that patients Environment provides an interactive map of safe
promptly dispose of unused opioids. Dentists are disposal locations in Colorado.
encouraged to provide patients with the following v. If disposing of the medication at home, patients
information: should:

i. Patients should not retain unused opioids for 1. Remove the medication from its original
potential later use. container and remove any labels or cross out
ii. Unused medication should be discarded through identifying information.
a safe disposal program. Many hospitals, 2. Mix the pills with an inedible substance (e.g.,
pharmacies and police departments in Colorado kitty litter, coffee grounds, sawdust, home
have take-back programs, and the DEA sponsors cleanser, etc.).
national take-back days https://takebackday.dea. 3. Place the mixture in a sealable bag, empty
gov/. can or other durable container that prevents
iii. An interactive map of collection box locations can leakage.
be found at www.takemedsback.org. 4. Wrap the container in newspaper or a plain
iv. All but one of the counties in Colorado offer safe brown bag to conceal its contents. Place it in
disposal sites for controlled substances, and the the trash the day of trash collection.

number of these facilities is increasing rapidly.

Page 19


https://takebackday.dea.gov/
https://takebackday.dea.gov/
http://www.takemedsback.org

Limiting Opioid Use in Dental Practice continued

vi. The FDA allows opioids to be flushed down a d. Dentists are encouraged to obtain informed consent

toilet; however, more environmentally responsible
disposal methods are encouraged.®

d. Dental offices may offer opioid take-back services

only if they obtain additional DEA registration status

and adhere to significant compliance standards.

. Additional Resources:

i. http://www.Takemedsseriously.org

ii. http://www.corxconsortium.org/wp-content/
uploads/Safe-Disposal-Brochure.pdf

iii. http://www.deadiversion.usdoj.gov/drug
disposal/takeback/index.html

Dentists are encouraged to ask patients about their

existing supplies of opioids from prior prescriptions

and to advise patients to dispose safely of unused

opioids.

from a parent or legal guardian before prescribing

an opioid to a minor and explain that:

i. Use of opioid analgesia increases risk of
addiction, particularly for adolescents with
existing SUD or other behavioral health
conditions and for adolescents with a family
history of SUD or other behavioral health
conditions.

ii. Exposure to even a short course of opioids
is associated with increased risk of adverse
effects, including nausea, vomiting, sedation,
respiratory depression and overdose.

iii. Diversion of controlled substances by and to
adolescents poses a significant risk, and opioid
medications should be stored in a safe—ideally
locked—location.

10. Dentists are advised to minimize the prescription
of opioids to adolescents, a group particularly
susceptible to misuse and addiction.*

a. Opioid exposure via a dental procedure in

iv. Prompt disposal of unused opioids is essential
for patient and community safety.
v. Scheduled concurrent use of an NSAID and

adolescence is associated with increased risk of
subsequent aberrant opioid use.'®*

. For adolescents and young adults who are
undergoing minor surgical procedures (e.g., third
molar extraction), dentists may consider prescribing
only scheduled NSAID and acetaminophen and
nonpharmacologic interventions for pain management.
If the decision is made to prescribe an opioid,
dentists are encouraged to prescribe the minimum
guantity of opioid pills anticipated to be necessary;
for the majority of patients, four to six tablets of
oxycodone 5 mg (or equivalent) will be adequate.
(SEE TABLE 8, MULTIMODAL ANALGESIC PROTOCOLS FOR
COMMON DENTAL PROCEDURES.)

acetaminophen provides better pain relief than
opioid analgesics do. Dentists may educate
parents that continuing scheduled use of
nonopioid analgesics concurrent with use of
an opioid for “breakthrough” pain will reduce
overall opioid requirements.

e. Pharmacogenomic variation in opioid metabolism
contributes to unpredictable response to a number
of opioid medications. Codeine and tramadol are
contraindicated in children younger than 12 due
to variability in metabolism. It is recommended
that the use of codeine and tramadol generally be
avoided in those aged 12 to 17 as well, given the
availability of safer, more effective medications.'%

f. Dentists are advised to consider potential opioid
misuse and addiction in the risk-benefit analysis for
third molar extraction and include this factor in any
documentation provided to patients and parents or
guardians.
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Limiting Opioid Use in Dental Practice continued

11.Dentists are encouraged to review and incorporate
information gained from PDMP prescriber reports,
the CDA and other professional organization surveys
and the opioid prescribing guidelines presented below
to ensure that their prescribing patterns align with
best practice recommendations. Dental practices
and organizations may strongly consider collecting

13. Dentists are discouraged from prescribing opioid
analgesia to manage chronic dental pain. It is
recommended that dentists collaborate with a
patient's primary care provider or an appropriate
specialist to ensure that patients with chronic
orofacial pain are evaluated and receive appropriate
care. Dentists are encouraged to establish relationships

and sharing opioid prescribing patterns among their with pain specialists for direct referral of patients with

members to increase awareness among dentists who chronic orofacial pain.

overprescribe opioids, educate on best practices in a. Intheir oral health topic statement Oral Analgesics

pain management and reduce opioid prescribing for Acute Dental Pain, the ADA defines chronic pain

12,

variability.

a. Opioid prescribing patterns vary significantly
among dentists. Knowledge of both an individual’s
current prescribing patterns and recommended
prescribing and pain management guidelines is
critical for reducing excessive opioid prescribing and
interprescriber variability.%

b. Dentists are encouraged to respond to and examine
the results of annual member surveys on opioid
prescribing practices that are conducted and
published by several professional organizations,
including the CDA and the AAOMS.

c. Dentists in group practices are encouraged to
track members’ prescribing patterns and provide
comparative data to those within the practice.

d. This information should not be used punitively but
rather to help dentists understand their own
treatment habits and facilitate change, if appropriate.

Dentists are advised to coordinate care of patients on
COT with the patient’s primary care clinician and/or
pain specialist whenever possible.

a. Perthe AAOMS, oral and maxillofacial surgeons
are encouraged to “address exacerbations of
chronic or recurrent pain conditions with nonopioid
analgesics, nonpharmacologic therapies and/or
referral to specialists for follow-up, as clinically
appropriate.””’

b. Ideally, patients with non-dental chronic pain will
receive opioid medications from one practice,
preferably their primary care provider or pain
specialist.

c. Inorder to honor previous patient-physician
agreements regarding opioid use, dentists are
advised to consult with the patient’s COT prescriber
prior to prescribing an opioid for acute dental pain.

C.

as pain lasting longer than three months, such as
that associated with temporomandibular disorders
(TMD), trigeminal neuralgia or migraine.107-10°
Chronic pain may be associated with impairment

in social function and activities of daily life,

pain catastrophizing, somatization and/or other
behavioral health comorbidities.!*%!

For the rare patient with chronic dental or orofacial
pain managed by a dentist, it is advised that COT be
prescribed in accordance with state and national
guidelines. Adherence to these guidelines promotes
patient safety and minimizes the risk of developing
OUD for patients receiving COT.112113

CDC Guideline for Prescribing Opioids for

Chronic Pain

Report on Pain Management Best Practices:
Updates, Gaps, Inconsistencies, and
Recommendations (U.S. Department of Health
& Human Services)

Pain Management Resources and Opioid Use

(Colorado Department of Health Care Policy &
Financing)

See Alternatives to Opioids for the Treatment
of Pain section for more information on the
management of chronic dental pain.
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Limiting Opioid Use in Dental Practice continued

14.1t is recommended that dentists be vigilant in their 15. Dentists are encouraged to access continuing
daily practices to minimize the potential for misuse education in pain management and opioid
and diversion of opioid medications. stewardship.

a. A 2010 survey indicated that nearly 60% of dentists a. Perits 2018 “Policy on Opioid Prescribing” statement,

believed they were victims of prescription fraud or
theft.* Methods of diversion suspected by dentists
included altering prescriptions, faking phone-ins
for prescriptions, feigning symptoms and falsely

reporting lost or stolen medications. b.

. Dentists are advised to keep prescription pads in a
secure location or use secure e-prescribing options.
It is recommended that dentists exercise caution
when a new patient or a patient who has not been
seen recently specifically requests an opioid.

. In most cases, it is not appropriate to prescribe an
opioid without a face-to-face encounter.

. Dentists are discouraged from prescribing an

opioid prior to completing a procedure, as patients c.

may schedule a procedure without intending to

undergo it as a means of fraudulently acquiring a

prescription for an opioid.

Patients with OUD and patients who misuse or

divert controlled medications may falsely claim their

prescription was lost or stolen. Extreme vigilance is
advised in reissuing a prescription reported to be
lost or stolen.

i. Dentists are required by law to check the PDMP
before issuing a replacement or second fill
(“refill”) of an opioid prescription. Information
from the PDMP may alert dentists to the
possibility of aberrant use or diversion.

ii. Dentists may consider requiring patients to file
a police report before issuing a replacement
prescription.

. The CDA concurs with the ADA that 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. d.

the ADA supports mandatory continuing education

in prescribing opioids and other controlled

substances, with an emphasis on preventing drug

overdoses, chemical dependency and diversion.

Colorado SB 19-228 requires that health care

providers complete up to four hours of opioid-

related training as a condition of renewing,

reactivating or reinstating a license. Consistent with

this bill, beginning with the 2022 dental license

renewal cycle, all Colorado dentists will be required

to attest to the completion of at least one hour of

opioid-related training that meets the requirements

of Dental Board Rule 1.3 (J).

The ADA offers free online continuing education

sponsored by the Substance Abuse and Mental

Health Services Administration (SAMHSA) and the

American Academy of Addiction Psychiatry on a

range of topics:

i.  The Dentist's Role in Addressing the Opioid Crisis

ii. Analgesic Prescribing in the Opioid Overdose
Epidemic: A Milligram of Prevention is Better
than a Pound of Rehabilitation

iii. How to Discuss Safe Use, Storage and Disposal
of Medicines, including Opioids with Your
Dental Patients

iv. Adolescent Pain Management and NSAID
Considerations

v. CDC Guidelines for Prescribing Opioids for
Chronic Pain: Considerations for Dentistry

vi. Legal and Ethical Issues of Opioid Prescribing
for Acute Dental Pain

vii. Opioid Prescribing in Dental Medicine:
Balancing our Compassion for Patients with
Social Responsibility

viii. Safe Prescribing for Patients with a History of
Substance Use Disorders

Additional training resources are available through

the CDA Opioid Training Resources.
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Limiting Opioid Use in Dental Practice continued

Policy Recommendations 2. State and federal agencies should expand educational
outreach to clinicians and the public in safe storage
1. Improve PDMPs through interoperability and and disposal of unused opioid medication and should
automated integration into electronic health records increase opportunities for safe drug disposal.'¢
(EHRs), especially as dental integration often lags a. Provide streamlined processes for clinician offices,
behind integration efforts for the medical community. pharmacies, hospitals and other public offices to
a. Although the Colorado PDMP is an important tool become safe disposal sites.
for preventing inappropriate opioid prescribing, b. Support medication safe disposal drop box locations
misuse and diversion, it is cumbersome to use in each county, so that safe disposal sites are easily
and often incompatible with busy dental practice accessible throughout Colorado.
workflows. c. Consider providing financial incentives for organizations
b. Although there is no national data-sharing protocol that participate in safe disposal programs.
that crosses state lines, a number of states d. Launch targeted statewide public health campaigns
participate in data-sharing hubs. Without data to educate the public on the importance of safe
from surrounding localities, PDMPs cannot provide disposal and the statewide locations of safe drug
clinicians with the full prescribing picture. Access disposal sites.

to nationwide data on opioid prescribing practices
would enable dentists to better detect patterns

of aberrant use and encourage their patients to
seek treatment. Legislation is needed to establish
a national PDMP and foster the broad exchange of
prescribing information.

c. Providers are required to use two separate logins
to access their EHRs and PDMPs, a drawback that
can make the use of PDMPs cumbersome and
disruptive. Legislation that supports the direct
and automatic integration of PDMP data within
EHRs, and specifically including dental practice
management software, would enable the seamless
reconciliation of a patient’s opioid prescription
history with their current medications and health
care needs.

d. Automatic queries linked to patient registration
significantly increase the use of PDMPs in clinical
decision-making.*'* Systems that incorporate
such technology are overwhelmingly favored by
clinicians, 98-100% of whom report improved
access.'®
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Alternatives to Opioids for the Treatment of Pain

The alternatives to opioids or “ALTO” approach emphasizes using multimodal nonopioid medications and nonpharmacologic
treatments to mitigate pain and reduce patient and community exposure to opioids. ALTO emphasizes understanding
and treating all aspects of pain, including its biologic, psychological and social components. APPENDIX |, UNDERSTANDING
PAIN: A COMPLEX BIOPSYCHOSOCIAL PHENOMENON, provides a brief overview of how dentists may conceptualize pain.

The pharmacologic treatment of pain is best achieved by simultaneously intervening at multiple points in the physiological
pathways involved in the transmission of pain signals. By selecting pharmacologic agents that act on different channels,
enzymes and receptors, dentists can leverage the additive and synergistic mechanisms of analgesia provided by
complementary medications to treat pain more comprehensively.

Opioid monotherapy often fails to provide adequate analgesia and exposes patients to increased risk of opioid-related
adverse drug events and long-term risk of dependence and addiction. The scientific literature supports the scheduled
use of ibuprofen 400 mg and acetaminophen 1000 mg as safer and more effective than any opioid monotherapy or
opioid combination product for the treatment of most periprocedural dental pain. While the addition of an opioid

for breakthrough pain may be appropriate in the setting of major surgical intervention, a scheduled NSAID and
acetaminophen regimen is the mainstay of evidence-based pain management.® FIGURE 4 lists the most effective medication
regimens based on the number needed to treat (NNT) to achieve a 50% reduction in postoperative dental pain.

(FIGURE 4)
Number needed to treat (NNT) to achieve at least 50% reduction in maximal
postoperative pain (moderate or severe) over 4-6 hours. A NNTB <5 is considered useful.

Drug or Drug Combination, Dose BEST NNTB (o]

Ibuprofen Plus Acetaminophen, 400 mg / 1,000 mg 1.5 14to1.7
Ibuprofen Plus Acetaminophen, 200 mg / 500 mg 1.6 1.5t01.8
Acetaminophen Plus Oxycodone, 1,000 mg / 10 mg 1.8 1.6t02.2
Diclofenac (Potassium), 100 mg 1.9 1.7t02.3
Diclofenac (Potassium), 50 mg 2.1 1.9to0 2.5
*lbuprofen, 200 - 400 mg 2.1 19to2.4
Ibuprofen Plus Caffeine, 100 mg /200 mg 2.1 19to3.1
Acetaminophen Plus Codeine, 800 - 1,000 mg / 60 mg 2.2 1.8t0 2.9
Ibuprofen Plus Codeine, 400 mg / 26 - 60 mg 2.2 1.8t02.6
Ibuprofen Plus Oxycodone, 400 mg / 10 mg 2.3 2.0t02.8
Ibuprofen Plus Caffeine, 100 mg / 100 mg 2.4 19to03.1
Ibuprofen, 400 mg 2.5 24t02.6
Celecoxib, 400 mg 2.6 2.3t03.0
Acetaminophen Plus Oxycodone, 650 mg / 10 mg 2.7 24t03.1
Ibuprofen, 600 mg 2.7 2.0to 4.2
Naproxen, 400 - 550 mg 2.7 2.2t03.5
Ibuprofen, 200 mg 2.9 2.7t03.2
Acetaminophen, 500 - 1000 mg 3.5 2.7t04.8
Celecoxib, 200 mg 4.2 3.4t05.6
Tramadol, 100 mg 4.6 3.6t06.4
Tramadol, 50 mg 9.1 6.1to 19
Gabapentin, 250 Milliliters 11.0 6.4 to 35
Codeine, 60 mg 12.0 8.4to0 18

WORST

*Fast-acting refers to ibuprofen in a salt-based formulation (vs the typical acid-based formulation). Ibuprofen sodium is the
salt-based formulation currently available in the United States.

SOURCE: British Journal of Oral and Maxillofacial Surgery*’” and The Journal of the American Dental Association®
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Alternatives to Opioids for the Treatment of Pain continued

The superiority of NSAIDs and acetaminophen is not local anesthetics, most dental pain can be adequately and
surprising when the pathophysiology of most dental pain safely controlled with nonopioid analgesics.

is considered. In most dental surgeries, there is an acute
inflammatory phase, mediated by prostaglandins, that
underlies pain.’® NSAIDs and acetaminophen are inhibitors
of prostaglandin formation and directly address the source
of pain.'*® When combined with additional agents such as

Dentists who adopt ALTO approaches will manage their
patients’ pain more effectively and more safely, to the
benefit of patients and their communities.

(TABLE 5)
Nonopioid Analgesic Agents

Type Example

Glucocorticoids Dexamethasone, methylprednisolone

Local anesthetics/sodium channel blockers Articaine, bupivacaine, lidocaine

Nonsteroidal anti-inflammatory drugs (COX-1, 2 inhibitors) celecoxib, ibuprofen, naproxen

Other Caffeine, nitrous oxide

Prostaglandin synthesis inhibitor Acetaminophen
Nonopioid Pharmacologic Agents for recommended maximum daily dose to 3000 mg in an
Multimodal Dental Analgesia effort to reduce inadvertent overdoses. Acetaminophen
The following section describes a variety of ALTO 1000 mg was found superior to 650 mg for postsurgical
medications applicable to dentistry. TABLE 5 summarizes dental pain, though given as a single dose.'** Health care
these medications. professionals may still prescribe or recommend up to 4000

mg per day for a limited period of time (< 7 days) based on

ACETAMINOPHEN clinical judgment.
EVIDENCE: Acetaminophen has been shown to CONTRAINDICATIONS AND CAUTIONS: Life-threatening
significantly reduce dental pain compared to placebo cases of acute hepatic failure that lead to liver transplant
without increased adverse events.*'* Seventy-two or death have been linked to the use of acetaminophen.
percent of patients achieved at least 50% maximal pain In most cases of hepatic injury, acetaminophen doses
relief postoperatively for four to six hours.*®* Combined exceeded maximum daily limits and often involved the
treatment with acetaminophen (1000 mg) and ibuprofen use of more than one acetaminophen-containing product.
(400 mg) has been shown to be more effective than oral Hepatotoxicity has been reported with doses of 4 g or
opioid combinations (e.g., oxycodone or hydrocodone with  ore per day; therefore, a lower maximum dose of 3 g per
acetaminophen) for the treatment of acute dental pain.” day in adults with normal liver function is recommended,
MECHANISM OF ACTION: While not completely particularly if the duration of use exceeds seven days.
understood, the drug’s mechanism of action is theorized HEPATIC DOSING: In patients with cirrhosis and stable
to be the activation of descending serotonergic pathways. liver function tests, a maximum total daily dose of 2 g is
Acetaminophen increases the pain threshold by recommended.1t
inhibiting central prostaglandin synthesis (specifically, DISCHARGE INSTRUCTIONS: Instruct the patient to
cyclooxygenase [COX-2]). avoid other over-the-counter products that contain
DOSING: Acetaminophen is a readily available, acetaminophen and limit the total daily dose to less than
inexpensive, effective option for most dental pain 3000 mg if using for > 7 days.!??

conditions. In 2011, the manufacturer decreased its
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Alternatives to Opioids for the Treatment of Pain continued

CAFFEINE

EVIDENCE: Caffeine 100 mg combined with ibuprofen 400
mg as a single dose was found to be superior to ibuprofen
400 mg alone following third molar extraction.? Similarly,
adding caffeine to acetaminophen has also been found to
be more effective than acetaminophen alone.*
MECHANISM OF ACTION: While the methylxanthines

are known to be phosphodiesterase enzyme inhibitors,
the exact mechanism by which they exert their analgesic
effect is unknown. It is thought to be due to the result

of CNS stimulation. The use of caffeine as an adjunct is
based on caffeine’s ability to increase the level of analgesia
provided by other analgesic agents, such as ibuprofen or
acetaminophen.

DOSING: Usual dose to augment multimodal analgesia is
100 mg with agent prior to procedure or BID following (or
a strong cup of coffee twice a day). Daily doses > 250 mg/
day can produce cardiovascular adverse effects, including
arrhythmias.

CONTRAINDICATIONS AND CAUTIONS: Use these agents
with caution in patients with cardiac arrhythmias, as may
exacerbate. Use with caution in patients with a known
seizure disorder. Patients may be advised that taking
afternoon or evening doses may lead to insomnia or sleep
disruption.

MONITORING: Tachycardia and tachypnea, jitteriness and
tremors may occur with administration.

CORTICOSTEROIDS

EVIDENCE: Glucocorticoids, and predominantly
dexamethasone, have been shown to be efficacious in

the treatment of dental pain and may be an effective
adjunct to other anti-inflammatories. When given for
postoperative dental pain, a single dose of dexamethasone

has been shown to reduce pain up to seven days
postoperatively.'?> Methylprednisolone has been shown
to reduce inflammation, pain and trismus in the early
postoperative period following third molar extraction.'?®
One review found that a perioperative corticosteroid, such
as dexamethasone or methylprednisolone dose pack, may
limit swelling and decrease postoperative discomfort for
surgical or endodontic procedures.*?’

MECHANISM OF ACTION: Glucocorticoids (e.g.,
dexamethasone and methylprednisolone) have many
actions including analgesic, antiemetic, antipyretic and
anti-inflammatory effects. Although not completely

clear, analgesic effects of dexamethasone are thought to
result from the inhibition of phospholipase, leading to a
decrease in cyclooxygenase and lipoxygenase production.
Steroids also work to reduce inflammation by decreasing
the migration of neutrophils, decreasing production

of inflammatory mediators and reversing capillary
permeability.

AGENTS AND DOSING: Dexamethasone 4-10 mg IV/IM/PO
as a single dose prior to procedure. Methylprednisolone 40
mg IV/IM or 48 mg PO as a single dose prior to procedure.
May consider a short postoperative course in select
patients, such as dexamethasone 2 mg by mouth every 12
hours for four doses.

CONTRAINDICATIONS AND CAUTIONS: Long-term

or repetitive use of corticosteroids may increase risk

of potential adverse events. Caution in patients at risk

for gastric irritation. May lead to transient rise in blood
glucose and require more frequent monitoring in diabetics.
Repetitive or long-term use may increase risk of adrenal
suppression, poor wound healing, immunosuppression,
myopathy and psychiatric disturbances.
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Alternatives to Opioids for the Treatment of Pain continued

Local Anesthetics

LOCAL INJECTION

EVIDENCE: Administration of local anesthetics via
subcutaneous infiltration is ideal for most dental
procedures and has been found to have a low incidence
of adverse events.'?81?° Several different techniques are
available to dentists. Decreasing anesthetic delivery rate
has demonstrated pain reduction during injection, as
well as distraction techniques made at the time of the
injection such as jiggling the patient’s cheek.°
MECHANISM OF ACTION: Blocks conduction of nerve
impulses through inhibition of sodium channels.
OPTIONS: Articaine, bupivacaine and lidocaine are
common local anesthetics used in dental practices.
Articaine and lidocaine are typically used in simple
dental procedures due to their short-acting nature.
Bupivacaine has a longer duration of action (six to

eight hours) and may be preferred for longer, more
complicated procedures. Liposomal bupivacaine has
been studied in some dental procedures, though
results in clinical trials are mixed.**"33 Anecdotal
evidence and the expert opinion of a number of oral
and maxillofacial surgeons in Colorado suggest that
liposomal bupivacaine may be a valuable opioid-sparing
adjunct to pain management. Effective use of liposomal
bupivacaine requires use of a 25 g or larger-bore needle,
adequate injection volumes (3-4 mL for third molar

and 1-2 mL for maxillary molar procedures) and proper
injection technique. Bupivacaine may be administered
immediately before liposomal bupivacaine injection or

NITROUS OXIDE

EVIDENCE: Featuring rapid onset and elimination (< 60
seconds), nitrous oxide exhibits both analgesic and anxiolytic
properties. There is evidence to support its role as an
augmentation to other therapies in the management of
pain and anxiety in patients undergoing dental procedures.*’
MECHANISM OF ACTION: Nitrous oxide is a tasteless,
colorless gas administered in combination with oxygen via
a mask or nasal hood at a maximum concentration of 70%.
The gas is absorbed via pulmonary vasculature and does
not combine with hemoglobin or other body tissues.
OPTIONS: Nitrous oxide is typically used in combination
with a local anesthetic or other analgesics. Benefits include

admixed in the same syringe; the ratio of the milligram
dose of bupivacaine to liposomal bupivacaine should
not exceed 1:2. Liposomal bupivacaine should not

be admixed with lidocaine or other non-bupivacaine
local anesthetics. Liposomal bupivacaine may be used

in tissue previously infiltrated with lidocaine after 20
minutes have elapsed. Liposomal bupivacaine has not
been studied in the pediatric population. For more
information, see https://www.exparel.com/sites/
default/files/PP-EX-US-3889 OMFS_FAQs_Dec_2018.
pdf. Local anesthetics may also be administered via
direct infiltration into a targeted nerve plexus. This
technique has been successfully used for tooth extraction.
CAUTIONS: While adverse effects of these drugs are
minimal when used sparingly or in low doses, dentists
are advised to be familiar with signs and symptoms of
local anesthetic systemic toxicity (LAST) and appropriate
treatment with intralipid therapy.

TOPICAL

EVIDENCE: The use of a topical anesthetic agent prior
to local injection is ideal for most patients.!** A lidocaine
4% solution and benzocaine topical®** have been found
to be effective.'3®

MECHANISM OF ACTION: Blocks conduction of nerve
impulses through inhibition of sodium channels.
OPTIONS: Supplied for dental-related pain in various
compounded mouthwashes and as a lidocaine 4% oral
solution. Benzocaine 20% topical can also be considered.
Some mouthwashes may need to be compounded.
CONTRAINDICATIONS AND CAUTIONS: Side effects are
minimal when used in low topical doses.

no nil per os (NPO) requirements, patients can typically
drive after administration and no IV line is needed.
SPECIAL CONSIDERATIONS: Exercise caution to ensure
avoidance of sedation levels requiring an anesthesia
permit if used in combination with other pharmacologic
modalities. Colorado Dental Board rules allow, without the
need for additional anesthesia permits, the use of nitrous
oxide in combination with a single dose of a single drug (at
no more than the manufacturer’s maximum recommended
dose) that may be prescribed for unmonitored home use.
MONITORING: Pulse oximetry is the only patient
monitoring suggested, though not required.

Page 27


https://www.exparel.com/sites/default/files/PP-EX-US-3889_OMFS_FAQs_Dec_2018.pdf
https://www.exparel.com/sites/default/files/PP-EX-US-3889_OMFS_FAQs_Dec_2018.pdf
https://www.exparel.com/sites/default/files/PP-EX-US-3889_OMFS_FAQs_Dec_2018.pdf

Alternatives to Opioids for the Treatment of Pain continued

NONSTEROIDAL ANTI-INFLAMMATORY AGENTS™
EVIDENCE:* With or without combination with
acetaminophen, ibuprofen has been shown superior to
all other single agent oral comparators in postoperative
dental pain. Combined with acetaminophen 1000 mg,
ibuprofen 400 mg has been shown to have the most
treatment benefit. As a single agent, a dose of ibuprofen
600 mg showed the highest proportion of patients who
experienced at least 50% maximal pain relief for four to six
hours, with 77% of patients experiencing relief.*
MECHANISM OF ACTION: Inhibits proinflammatory
prostaglandin production via the inhibition of COX-1 and
COX-2 enzymes.

OPTIONS: Ibuprofen is the most commonly studied
NSAID. There does not appear to be additional analgesic
relief with individual doses above 400-500 mg; however,
anti-inflammatory effects remain dose dependent. The
maximum daily dose of ibuprofen is 3200 mg/day. Of note,
a “fast-acting” formulation (ibuprofen in a salt form)3&-14
has been shown to have a quicker onset of action and
likely additional pain relief over the typical formulation
(ibuprofen in an acid form), though both formulations
show significant analgesic benefit. Other NSAIDs are
available with longer duration of action (e.g., naproxen)
and COX-2 selective properties that avoid effects on
platelet function (e.g., celecoxib). Other options include
ketorolac, diclofenac, indomethacin and selective COX-2
inhibitors (e.g., meloxicam).

DIFFERENT SIDE EFFECT PROFILES: In general, COX-2
selective NSAIDs have a lower risk of Gl side effects but a
higher risk of cardiac side effects. Conversely, nonselective
NSAIDs pose a lower risk of cardiac side effects but a
higher risk of Gl side effects. Providers may wish to use a
COX-2 selective NSAID in some cases to avoid an increased
risk of bleeding.

CONTRAINDICATIONS AND CAUTIONS: NSAIDs

increase the risk of myocardial infarction and stroke.
Contraindicated in the setting of recent coronary artery
bypass graft surgery or myocardial infarction. Can also
cause increased risk for Gl adverse events including
bleeding, ulceration and perforation of the stomach or
intestines. Risk is increased in elderly (Beers Criteria)

and in patients with a history of peptic ulcer disease or

Gl bleeding. Caution advised in patients on concomitant
anticoagulants or antiplatelet agents. Avoid use in patients
with chronic kidney disease, cirrhosis or heart failure.

Risk of renal injury is higher in patients who are elderly,
dehydrated or have comorbidities such as heart failure,
diabetes and cirrhosis.

SPECIAL CONSIDERATIONS: Special caution advised in
patients with renal dysfunction, heart failure and concern
for bleeding.'%?

MONITORING: Dentists are advised to discuss history of Gl
ulceration or renal dysfunction prior to initiation.
RECOMMENDED DURATION OF USE: The lowest effective
dose for the shortest possible duration is recommended.

(TABLE 6)
Gl Risk Factor Assessment and NSAID Therapy

High Risk
1. History of complicated ulcer, especially recent OR
more than two risk factors:
1. Age > 65 years
2. High-dose NSAID therapy
3. Previous history of uncomplicated ulcer or
4. Concurrent use of aspirin, corticosteroids or
anticoagulants

Gl Risk Factor Assessment Treatment

Alternative therapy or COX-2 inhibitor + PPI

Moderate Risk (one to two risk factors)

NSAID + PPI

Low Risk (no risk factors)

NSAID alone

SOURCE: American College of Gastroenterology Guidelines, 20094314
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Alternatives to Opioids for the Treatment of Pain continued

Nonopioid Pharmacologic Agents
for Future Consideration

DEXTROMETHORPHAN

EVIDENCE: A dose of dextromethorphan 30 mg
administered prior to oral surgery was found to

reduce post-procedure analgesic consumption.'#®
Dextromethorphan and other N-methyl-D-aspartate
(NMDA) antagonist agents are more commonly used

in other types of surgeries; a meta-analysis of 14

trials and 848 patients suggests that perioperative
dextromethorphan use reduced postoperative opioid
consumption at 24 to 48 hours and pain scores at one, four
to six and 24 hours.'*

MECHANISM OF ACTION: NMDA receptor antagonist that
binds to receptor sites in the spinal cord and CNS, thereby
blocking the generation of central acute and chronic pain
sensations that arise from peripheral nociceptive stimuli
and reducing the amount of analgesics required for pain
control.

DOSING: 30 mg orally prior to procedure. 30-90 mg PO
administered prior to surgery has been studied in other
types of procedures.

CONTRAINDICATIONS AND CAUTIONS: Avoid in patients
taking monoamine oxidase inhibitors (MAOIs) and within
14 days of MAOI use.

MONITORING: May cause dizziness or somnolence.
Additional monitoring is not required.

GABAPENTINOIDS

EVIDENCE: Gabapentin 600 mg orally before surgery

has been found to be superior to placebo or an NSAID

in controlling postendodontic pain.**” Pregabalin 300

mg administered after third molar extraction was found
superior to both placebo and ibuprofen 400 mg.*® Another
study compared timing of pregabalin 75 mg dose pre-

vs. post-operative following third molar extraction and
found post-operative dosing to be superior.'* While some
initial trials show promise for the gabapentinoids, it is
recommended that use of gabapentinoids not supplant
the well-validated use of acetaminophen, NSAIDs and
local anesthetics. A role for adjunct therapy in certain
populations may emerge in the future.

MECHANISM OF ACTION: Inhibits alpha 2-delta subunit
of voltage-gated calcium channels, believed to decrease
conduction of neuropathic pain sensation.

OPTIONS AND DOSING: Pregabalin 75-300 mg or
gabapentin 600 mg given perioperatively.

RENAL DOSING: Reduced dose for renal impairment is
advised.

CONTRAINDICATIONS AND CAUTIONS: It is recommended
that dentists avoid use in older adults with a history of falls
as it may cause syncope, impaired psychomotor function
or ataxia. Caution is advised in patients taking concomitant
opioids or CNS depressants, in patients with underlying
respiratory diseases such as COPD and in elderly patients
due to risk of increased respiratory depression.

Special Populations

Not all patients are appropriate candidates for every ALTO
agent. It is recommended that all treatments be used with
thoughtful consideration of patient-specific factors such as
age, organ function, comorbidities and other medications.

GERIATRIC: It is recommended that great care be taken
when treating elderly patients. The Beers Criteria is a well-
established resource that can be used when considering
treatment options for patients older than 65 years.*°
Some of the therapies suggested may pose a greater risk of
adverse events or be inappropriate for use in the geriatric
population due to declining kidney function, liver function
or other age-related factors. It is advised that these risks
be weighed against the increased risk of opioid-related
adverse events in this population. Nonpharmacologic
adjuncts may be recommended, including ice as
appropriate. Topical medications have less systemic
absorption and fewer side effects and should be strongly
considered in this patient population.

HEART FAILURE: Not all ALTO agents are safe for use

in patients with heart failure, particularly steroids

and NSAIDs. In patients for whom these agents are
contraindicated, consider prescribing topical applications
or other alternatives.

PATIENTS IN TREATMENT FOR SUD: Discussion and
practice recommendations are provided in the Treatment
for Opioid Use Disorder section.
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Alternatives to Opioids for the Treatment of Pain continued

PEDIATRIC: ALTO is not specifically designed for children

< 15 years old or patients under 40 kg. ALTO principles

can still be applied for this population, but pediatric
precautions should be observed and agents dosed
appropriately. Utilization of pain management principles
developed by the American Academy of Pediatric Dentistry
(AAPD) is recommended for pediatric patients; a summary
of those recommendations is contained in APPENDIX II. AAPD
protocols may be applied to patients up to the age of 18.

PREGNANCY: Some nonopioid agents are contraindicated
in pregnancy, including but not limited to NSAIDs.
However, some agents and ALTO procedures may be
appropriate for use in pregnancy, and general ALTO
principles can still be applied to this population.

RENAL DYSFUNCTION: Not all ALTO agents are safe to
use for patients with renal dysfunction. Dosing presented
below is for patients with normal renal function. It is
advised that systemic NSAIDs be avoided in patients with
renal dysfunction.

Nonpharmacologic Interventions
Nonpharmacologic interventions may relieve patient
anxiety and pain, are often easy to implement and

have few adverse events. Pediatric dentists routinely
incorporate nonpharmacologic elements into their pain
and anxiety management strategies, and much of the
dental literature advocates for nonpharmacologic
interventions in children and adolescents. Given the significant
burden of anxiety over dental procedures in patients of all
ages, nonpharmacologic interventions (TABLE 7) may also
play a role in increasing adult patient comfort, reducing
pain and decreasing opioid requirements.

(TABLE 7)
Nonpharmacologic Interventions

Acupuncture

Massage

Cognitive and behavioral interventions

Music therapy

Cold compresses

Transcutaneous electrical nerve stimulation (TENS)

Distraction

Virtual reality

Below are descriptions of nonpharmacologic interventions
and the evidence supporting their use:

ACUPUNCTURE

Some patients may benefit from acupuncture as an
adjunct to managing acute dental pain prior to treatment
as well as postoperatively.?>1-153154P) Ayricular acupuncture
may help relieve dental anxiety as well.'>®> Deep dry
needling, traditional acupuncture and laser acupuncture
have been shown to be effective in the management of
temporomandibular myofascial pain.'>¢-61

COGNITIVE AND BEHAVIORAL INTERVENTIONS
Studies of cognitive behavioral interventions, mindfulness,
guided imagery, relaxation, hypnosis and intraoperative
suggestion have generally been shown to modestly reduce
postoperative pain, analgesic use, depression, anxiety and
catastrophizing attitudes with non-dental operations.162-164
One meta-analysis found that nonpharmacologic
interventions, including cognitive and behavioral
approaches, were beneficial for anxiety related to dental
procedures.!®
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Alternatives to Opioids for the Treatment of Pain continued

COLD COMPRESSES

The intermittent application of ice packs or cold
compresses may provide analgesic benefit to some
patients following dental procedures. Cold application

in dental treatment is a simple, nontoxic adjunct to
controlling postoperative pain. A study of acupressure ice
massage of the web space between thumb and index finger
for patients with dental pain demonstrated significant
decreases in pain compared to massage without ice.®®

DISTRACTION

One systematic review finds strong evidence that
distraction techniques reduce needle-related pain and
distress in pediatric patients.'®” Another systematic
review concluded with low certainty that a wide variety
of distraction techniques are effective to reduce fear and
anxiety associated with dental procedures in pediatric
patients.®® Distraction techniques may be generally
categorized as active or passive. Passive distractions
include interventions such as watching videos or listening
to music. Active distractions include performing a task. A
study found that asking pediatric dental patients to write
letters in the air with their legs reduced pain reactions

to injection of local anesthetic.®® Other forms of active
distraction include singing, conversation and manipulating
an object or toy.'”®

MASSAGE

Several studies have found significant reductions in pain
related to bruxism and temporomandibular joint disorder
as a result of concurrent use of massage therapy and
occlusal splint.174172

MUSIC THERAPY

Evidence shows that music therapy reduces anxiety
related to dental procedures in both pediatric and adult
patients.”>’7 One meta-analysis found that distracting
pediatric patients with music reduces pain and anxiety
associated with general medical procedures.'”® Similar
evidence supports the use of music therapy, both passive
and active, to reduce pain and anxiety in pediatric patients
undergoing dental procedures.'’* Music therapy may also
reduce the total dosage of pharmacologic agents needed
for pain control during dental procedures in pediatric
patients.'7

TRANSCUTANEOUS ELECTRICAL NERVE STIMULATION
(TENS)

While not a replacement for local anesthetic, TENS may
be a useful adjunct for some dental procedures. Several
studies evaluating the use of TENS for periprocedural
dental pain in pediatric patients found no significant
difference in pain control compared to local anesthetic;
however, most patients preferred TENS to local
anesthetic.?’®18 |n adult patients, the use of TENS was
found to reduce pain from dental block injections more
than use of topical anesthetic.183-18

VIRTUAL REALITY

A systematic review and meta-analysis found virtual
reality effective in reducing dental pain but not anxiety

in pediatric patients.’®® A single-blinded randomized trial
found that virtual reality was more effective in reducing
pre-injection dental anxiety than counter-stimulation in
pediatric patients undergoing extraction or pulpectomy.®’
Limited preliminary research suggests that virtual

reality may provide analgesic benefit for adult dental
patients.186,188,189
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Alternatives to Opioids for the Treatment of Pain continued

Practice Recommendations

1. Dentists are encouraged to apply the following ALTO
principles when managing pain:
a. Use nonopioid approaches as first-line therapies.

b. Use several agents for multimodal pain control rather

than relying on monotherapies.

c. Utilize opioids rarely and predominantly as rescue
medications after other modalities have failed.

d. Do not prescribe opioids as scheduled medications
when treating acute pain.

e. Discuss realistic, functional pain management goals
with patients.

f. Use empathic language when discussing pain.

2. Dentists are advised to manage patient expectations
relative to pain and pain management by:

a. Developing a pain management strategy with the
patient as part of the pretreatment consultation.

b. Working with patients, guardians or caregivers to
establish realistic goals and expectations of pain
management and the expected course of recovery.

c. Educating patients that postoperative pain is often
less than preoperative pain if infection or pulpal
inflammation was present. A pain medication that
was not effective prior to treatment may be sufficient
postoperatively.'*

3. Dental practices are encouraged to implement ALTO

programs and provide opioid-sparing or opioid-free pain

treatment pathways when clinically appropriate. TABLE

8 provides examples of pain management protocols and

recommended opioid prescribing ranges for a number

of common dental procedures.

a. The procedures included in TABLE 8 are based on
expert opinion and studies of patient reports of opioid
requirements following common dental procedures.
The list of procedures included is not exhaustive;
dentists are encouraged to extrapolate guidance from
this table as appropriate to their unique practice
settings.

b. In all cases clinical judgment may supersede the
recommendations offered in these guidelines. Dentists
are advised to tailor analgesic regimens to meet the
needs of individual patients and procedures. It is
recommended that medication selection and dosages
be adjusted based on patient-specific factors, including
organ function, comorbidities, home medication
regimens and previous medication intolerances.

¢. When utilizing any pharmacologic therapy, dentists
must ensure that they comply with any applicable
Colorado Dental Board regulations or permit
requirements regarding analgesia, sedation and
anesthesia.
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Alternatives to Opioids for the Treatment of Pain continued

(TABLE 8)
Multimodal Analgesic Protocols for Common Dental Procedures

Common Procedural Oral Analgesic Opioid
Interventions Recommendations Recommendations Recommendations
= Frenectomy Short-acting anesthetic: Ibuprofen 400 mg plus Opioids not
g Routine endodontics lidocaine or articaine acetaminophen recommended
a Scali d root plani 500-1000 mg g6 hours
&g caling and root planing
- . .
& S .Slmple.ext.ractlon
O Simple gingivectomy
E Subgingival restorative
< procedures
Apicoectomy Consider Ibuprofen 400 mg plus Consider no opioids or

= Implant placement long-acting anesthetic: | acetaminophen 500-1000 prescription of
< . bupivacaine or liposomal mg g6 hours 4-6 pills
a w Lateral ridge . .
ok augmentation bupivacaine +/- oxycodone 5 mg PO
d § i g +/- dexamethasone 2 mg PO g6hrs PRN pain
<A Periodontal surgery dexamethasone g12 hours x 4 doses
c o Simple 3rd molar 8-10 mg PO +/-
E 2 extraction caffeine 100 mg BID
< Soft tissue grafting

Surgical extraction
> Full-arch extraction with Use Ibuprofen 400 mg plus Consider no opioids or
= alveoloplasty long-acting anesthetic: acetaminophen 500-1000 prescription of
g . . . * i .
 w | Impacted or complicated bup|vaca|n_e or !|posomal mg g6 hpurs scheduled 4-10 pills
oo 3rd . bupivacaine for first 72 hours oxycodone 5 mg PO
e rd molar extraction >
<> ) ) + +/- g6hrs PRN pain
%‘ w | Lateral window sinus dexamethasone dexamethasone 2 mg PO
= augmentation 8-10 mg PO q12 hours x 4 doses
z "

caffeine 100 mg BID

If contraindication or allergy to NSAIDs or acetaminophen, strongly consider the following, even for minor
procedures:

¢ Using long-acting local anesthetic (bupivacaine or liposomal bupivacaine) and periprocedural dexamethasone
e Maximizing agent that is not contraindicated (600 mg ibuprofen or acetaminophen 1000 mg g6 hours)

e Prescribing postprocedural dexamethasone (2 mg PO every 12 hours x 4 doses)

Additional considerations:

e *Dentists are advised to counsel patients to take nonopioids on a scheduled basis, adding an opioid only if
pain is not adequately controlled.

e QOpioid monoproducts are favored over combination formulations. Use of opioid monoproducts for

breakthrough pain allows acetaminophen and/or NSAID to be taken as scheduled first-line agents without

risk of supratherapeutic dosing or accidental poisoning.

Ibuprofen sodium may provide faster onset of analgesia than the more commonly available acid formulation.

If a nonselective NSAID is contraindicated, consider use of celecoxib 200-400 mg.

If infection is contributing to inflammatory pain, consider addition of topical chlorhexidine and oral antibiotics.

It is advised that patients with TMD and/or chronic orofacial pain not be prescribed opioids and be referred

to specialists.

e Consider managing trauma/pulpitis with analgesia similar to mild/moderate or moderate +/- antibiotics until
definitive therapy can be performed or symptoms resolve.
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Alternatives to Opioids for the Treatment of Pain continued

4. Unless contraindicated, it is recommended that a supratherapeutic dosing or accidental poisoning.
combination of an NSAID and acetaminophen be the d. Unless contraindicated, it is recommended that
first-line treatment for all postprocedural dental pain. scheduled nonopioid analgesics be continued
Table 8 provides guidance on oral analgesics after concurrently with opioid analgesics.

specific dental interventions.

a. Postprocedural pain—which is predominantly
inflammatory—can be reduced by targeting
inflammation with NSAID therapy. The ADA House
of Delegates states, “Dentists should consider
nonsteroidal anti-inflammatory analgesics as the first-
line therapy for acute pain management.”%’

b. Ibuprofen and acetaminophen given in combination 6
are more effective than either agent alone. 128191-1%

5. Patients with chronic pain or complex pain syndromes
are best managed by an interdisciplinary team.
Dentists are encouraged to build a network of pain
specialists, physical therapists, TMD specialists and
otolaryngologists to refer patients with complex pain
needs.

. Anxiety is common in dental patients and a major
_ e _ contributor to pain. Dentists are encouraged to assess
i. A systematic overview in JADA with over 58,000 and address patient anxiety prior to procedures and

patients fOHOV‘fi”g_third molar ex.tract'ions fognd consider utilizing nonpharmacologic modalities to
that the combination of 400 mg ibuprofen with address pain and anxiety.

1000 mg acetaminophen was more effective a. One in seven adult patients undergoing dental
than any opioid-containing regimen and was also treatment report being highly anxious.'*’
associated with a lower risk of adverse events. b. It is well established that in all clinical settings

Opioids produced side effects in 27.5% of patients anxiety can significantly contribute to pain.’* The

as comp;red to only 7.5% of patients taking relationship between fear and pain is highly relevant
NSAIDs. to dental practitioners, as patients with dental

c. Opioid products with a single ingredient (e.g., anxiety can have both exaggerated pain expectancies
oxycodone) are favored over combination and pain perceptions.1>-20!

formulations (e-8., oxycodone/acetamiho.phen), as c. Dentists may refer their patients to the ADA online
patients are encouraged to take nonopioid analgesics resource Dental Anxiety: 3 Ways to Stop Fearing the
(e.g., acetaminophen, NSAID) consistently prior to Dentist.
resort‘in.g to an opioid. Use of monoproducts aII.ows d. Many nonpharmacologic techniques can be used by
acetaminophen or NSAID to be taken preferentially dentists to assist anxious individuals, including those
and used as a first-line agent with a lower risk of shown in TABLE 9.

(TABLE 9)

Nonpharmacologic Techniques to Address Dental Anxiety

General Principles In-the-chair Techniques Referral to cognitive and behavioral
specialty care
e Good communication and e Distraction techniques, such as e Cognitive restructuring?s?
establishing rapport?0>-2% alternative visual or auditory e Systematic desensitization?!421¢
e Providing both procedural and stimuli, music therapy?”?, virtual e Hypnosis?!7:218
sensory information?% reality?!8&208
¢ Providing control e Positive reinforcement?®
¢ |nitiating rest breaks during ¢ Diaphragmatic or relaxation
procedures breathing?10.2t!
e Establishing a “stop” signal®”’ ¢ Progressive muscle relaxation?*?
¢ Guided imagery
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Alternatives to Opioids for the Treatment of Pain continued

e. For patients who would benefit from pharmacologic
therapy in addition to nonpharmacologic intervention,
consider preprocedural administration of oral
clonidine or melatonin or periprocedural inhaled
nitrous oxide. It is recommended that benzodiazepines
be reserved for the most anxious patients undergoing
major dental procedures.

i. Clonidine 0.1-0.2 mg orally once 90 minutes prior
to procedure.?” Clonidine 0.15 mg orally has been
shown to be equally efficacious to midazolam
7.5 mg in surgical extraction of wisdom teeth;??°
another study also found clonidine equally
efficacious to midazolam in reducing anxiety in
patients undergoing operations on the face with
local anesthetic, but clonidine was superior to
midazolam in pain reduction.?*

ii. Melatonin 3-6 mg orally once 90 minutes prior to
procedure. Although the dental literature studying
use of melatonin is limited,?? fairly robust general
medical and surgical literature supports the use as
a preoperative medication to reduce anxiety.??

. Midazolam oral and IV have both been used

prior to procedure to reduce anxiety in patients
undergoing dental procedures. However, concerns
regarding side effects such as retrograde amnesia,
impaired coordination and drowsiness exist.

iv. Nitrous oxide—SEE NONOPIOID PHARMACOLOGIC
AGENTS FOR MULTIMODAL DENTAL ANALGESIA earlier
in this section for more information. A study
comparing midazolam, diazepam and nitrous
oxide found nitrous oxide to be as effective as
a benzodiazepine in reducing anxiety.??* Similar
results have been found in the pediatric dental
literature.?®

f. In utilizing pharmacologic therapy, dentists must
ensure that they comply with any applicable Colorado
Dental Board regulations or permit requirements
regarding sedation and anesthesia.

7. Consider the following pharmacologic interventions if

a patient cannot receive treatment within eight hours

after the onset of acute dental pain:

a. Administration of a long-acting anesthetic (i.e.,
bupivacaine or liposomal bupivacaine)

b. Concurrent scheduled ibuprofen (or other NSAID) and
acetaminophen

c. Prescription of an antibiotic, if clinically indicated

d. Topical anesthetic rinses when indicated (e.g., for
stomatitis, mucositis or mouth ulcers)

e. Chlorhexidine antimicrobial mouth rinse (e.g., for
localized gum inflammation and infection and to
soothe gum tissue)

f. Patients may be advised that some pain is to be
expected until definitive treatment is performed
and that accessing care as soon as possible both
addresses pain and reduces the likelihood of
worsening of the condition causing pain.

i. Dentists may use the CDA directory of clinics that
provide low-cost dental care in Colorado to help
patients without insurance or the capacity to pay
for care access treatment.

g. Dentists are discouraged from prescribing opioids to
patients awaiting definitive care.

. Dentists are encouraged to document in the patient

record all instructions provided for patient analgesia
and analgesic prescriptions. When deviating from these
prescribing recommendations or those required by state
laws or institutions, dentists are advised to document in
the patient record the justification for doing so.

. Patients with OUD who are undergoing treatment with

methadone, buprenorphine or naltrexone may present
challenges for postoperative analgesia. Dentists are
encouraged to make efforts to coordinate care with a
patient's addiction specialist. Patients in recovery from
SUD may be at increased risk for relapse in the setting
of dental pain and require careful management. SEe
TREATMENT OF OPIOID USE DISORDER SECTION FOR FURTHER
RECOMMENDATIONS.
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Alternatives to Opioids for the Treatment of Pain continued

(TABLE 10)
Managing Acute and Perioperative Dental Pain in
Patients Receiving Medication for Addiction Treatment (MAT)

1. The use of methadone, buprenorphine or naltrexone for the treatment of OUD may complicate periprocedural
dental pain management.

a. As a full opioid antagonist, naltrexone blocks the analgesic effects of most opioids. For elective dental
procedures, it is recommended that oral naltrexone be held for at least 72 hours prior to surgery. Patients
receiving monthly depot injections of naltrexone should skip their monthly injection a month before an
elective procedure, bridging treatment with oral naltrexone until 72 hours prior to their procedure.

2. A patient’s usual dose of buprenorphine or methadone is generally not sufficient for pain control. OUD
pharmacotherapy works toward meeting a patient’s baseline opioid requirement and will not provide relief from
acute pain.

a. Splitting home doses of buprenorphine to three times per day leverages the early analgesic effects of these
medications; however, the analgesic effect of splitting doses is minimal and will not address moderate or
severe pain.?2%2?’

b. Although buprenorphine is a partial opioid agonist, it does not block the effects of full opioid agonists.?2%-23!

c. Naloxone present in combination products (e.g., Suboxone) is not bioavailable and does not block analgesia. It
is added solely as a deterrent to injection use.

3. If fully optimized nonopioid multimodal analgesia fails to control pain, it is appropriate to offer opioids to patients
receiving MAT. Prescription opioids are safer for the patient than illicit, self-obtained alternatives, and no patient
should be denied analgesia.

a. Higher doses than typical of a short-acting opioid will generally be needed due to drug tolerance and increased
pain sensitivity.®’

b. Consider consulting the patient’s addiction medicine provider to determine appropriate opioid dosing.
Documenting and notifying the MAT prescriber of any opioids administered or prescribed is recommended; an
unexplained positive urine toxicology may appear as a patient treatment contract violation.

c. As with all patients receiving opioids, it is recommended that patients be advised of the risk of opioid-related
adverse effects, including sedation, respiratory depression and overdose.

i. Patients receiving methadone are at elevated risk of respiratory depression, and it is advised they be
carefully managed while under anesthesia and cautioned if discharged with a prescription for an opioid.

d. Dentists are encouraged to confirm that patients receiving MAT have naloxone at home and that such patients
and their families are educated in recognizing and responding to overdose (See Harm Reduction section for
further detail).
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Alternatives to Opioids for the Treatment of Pain continued

10. As of this writing, no definitive, high-quality studies Policy Recommendations
support the safety and efficacy of dispensary or
pharmaceutical cannabinoids for analgesia. Unless 1. Private and public insurers should provide
better supporting evidence becomes available, reimbursement protocols that align with nonopioid
dentists are discouraged from endorsing the use of pain management initiatives and offer greater
cannabinoids for pain management (SEE APPENDIX Iil, flexibility in the design of reimbursement models.”
CANNABINOIDS, PAIN AND ANESTHESIA, FOR A BRIEF REVIEW a. Pharmacy benefit managers and payers, including
OF THIS TOPIC AND RECOMMENDATIONS FOR COUNSELING dental plans, should offer a comprehensive array of
PATIENTS). nonopioid options in their formularies and be more
a. While the sale of cannabinoids is legal in Colorado, transparent in communicating the availability of
it remains illegal by federal law. The degree of those alternatives to clinicians and patients.
medicolegal risk for dentists who recommend use of b. Pharmacy benefit managers and state and federal
cannabinoids is unknown. regulators should ensure that nonopioid analgesics
b. The CDA strongly cautions Colorado dentists are included on low-cost tiers.

against recommending cannabinoids to their
patients for use as analgesics due to the uncertain
regulatory environment and limited literature on this
intervention in dentistry at this time.

c. Dentists and their patients should be aware that
prescriptions for dispensary cannabinoids for pain
management will likely not be covered by public or
private insurers.

d. With significant and growing rates of dispensary
cannabis use in Colorado, dentists increasingly provide
anesthesia to patients who regularly use cannabis.

It is recommended that dentists be familiar with
anesthetic complications frequently encountered
when providing anesthesia to such patients.
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Harm Reduction

Harm reduction is a set of practical strategies and ideas aimed at mitigating the negative consequences associated with illicit
drug use. The harm reduction approach seeks to protect patients from the harms associated with SUD until they are ready
to seek treatment and recovery. Harm reduction aims to prevent infectious diseases, including HIV/AIDS, hepatitis B and

C, sepsis and endocarditis; reduce the risk of overdose and other drug-related fatalities; and decrease the other negative
consequences of drug use on individuals, families and communities.

Per The ADA Practical Guide to Substance Use Disorders and Safe Prescribing:
Although society as a whole generally evaluates successful addiction therapy terms of patients “being in recovery”
or “not in recovery,” it is important to understand the more global concept that any reduction in negative behaviors
or outcomes (such as needle sharing, duration of impairment, absenteeism from work, health care associated costs, etc.)
should be considered, in part, as successful treatment.?*

Dental patients who use illicit substances have markedly poorer oral health than average.?*® The oral health consequences
of use of illicit substances are numerous—OUD alone is associated with xerostomia, taste dysfunction, eating difficulties,
mucosal infections, dental caries, periodontal disease, bruxism, candidiasis, necrotizing gingivitis and mucosal dysplasia.?*
While the dental and oral health harms associated with methamphetamine use are well known, a study comparing the oral
and dental health of people who inject methamphetamine to those who inject heroin found no significant difference in the
serious impact on oral health of people who inject these drugs.?* It is worth noting that many patients who inject drugs
use multiple different illicit substances (knowingly and unknowingly), as well as alcohol, cannabis and/or tobacco. Given
the prevalence of polysubstance use among people who inject drugs, it is often difficult to establish which substance is
responsible for which oral and dental findings.

Dental diseases profoundly impact the daily function and self-esteem of people with SUD and, particularly, people who
inject drugs (PWID). The cosmetic and functional consequences of dental disease can have profound social and emotional
consequences for PWID.%>23¢ The general health consequences of periodontal disease are many, putting PWID with
periodontal disease at additional risk for diabetes, cardiovascular disease, stroke and respiratory illness.?*’-2*! Research
suggests that primary drivers of poor oral and dental health in PWID are inadequate oral hygiene, increased rates of
accidents and injury, increased consumption of sugary drinks and snacks, and hypofunction of the salivary glands, though
further research is needed to determine the pathophysiology of substance-related disease.**?*

Dentists often care for patients with SUD. By adopting harm reduction principles, dentists can have an impact that far
exceeds improving patients’ dental health. By treating patients with compassion and understanding, dentists can help
eliminate the stigma that often prevents patients from seeking appropriate care. By encouraging PWID to not share needles
and to access syringe exchange programs, dentists can help prevent soft tissue infections, HIV and viral hepatitis. By
prescribing naloxone to patients who are misusing opioids or injecting heroin or fentanyl, dentists can provide an essential
medication that decreases patient mortality and helps curb opioid overdoses. Lastly, through knowledge of the effects of
drug use on dental health, dentists can intervene more effectively to improve dental outcomes.
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Harm Reduction continued

Stigma and Bias as Obstacles to Health Care
SUDs are medical diseases, defined by genetic predisposition
and long-term changes in brain structure and function.
While federal law dictates that behavioral health disorders
and medical illnesses be treated on an equal footing, in
reality patients with SUD—and PWID particularly—face
substantial cultural and institutional barriers to accessing
care. While many of these structural obstacles are beyond
the capacity of dentists to address, dentists and their clinic
staff can improve their care of this vulnerable patient
population by identifying and eliminating stigmatizing
attitudes and behaviors in their own approach to the care of
patients with SUD.

The stigma surrounding SUD prompts many patients to
avoid contact with medical and dental clinicians; many

may not present until an advanced state of disease makes
seeking care unavoidable. One study of people seeking care
at a harm reduction organization found that despite 68%

reporting oral health concerns, only 29% sought dental
care; about half of the study group reported that they

only go to the dentist if they are in severe pain. The most
common reasons for not going to the dentist were fear and
a perceived lack of sympathy from the dentist.?*®

While people with SUD may care deeply about their health,
they often lack the practical, organizational and behavioral
resources to access regular care.?® Dentists who treat
these patients with respect and empathy are better able

to establish a trusting, therapeutic alliance and may be
able to effectively refer patients with SUD to addiction
treatment and/or to harm reduction agencies. In addition,
dental patients with SUD are more likely to return for

care to a dental practice where all staff treat them with
compassion and without judgment. Dentists who adopt
such best practices as described in TABLE 11 may discover a
greater sense of competence, efficacy and satisfaction when
practicing dentistry with people with active SUD.

(TABLE 11)

Best Practices for the Care of Patients with Substance Use Disorder (SUD)

e When patients are suspected of having SUD, dentists are encouraged to inquire about substance use in a

nonjudgmental way and emphasize concern for their health.

Dentists should assume people who use drugs care about their health. It is not uncommon for dentists to
assume that people who use drugs don’t care about their health; such misperceptions are noticed by patients.
Fearing negativity and condescension, many people who use drugs avoid seeking dental care and attempt to
treat their dental pain and disease with illicit opioids and/or antibiotics.?3423®

Dentists are advised to treat patients’ pain. Some providers reflexively undertreat or minimize pain when they
suspect drug-seeking behavior in order to “teach the patient a lesson” or out of fear of “feeding their addiction.”

Dentists are encouraged to provide patients with targeted educational information about risk reduction rather
than judgmental speeches or shaming lectures about drug use.

It is important to respect patients at all times. Patients often overhear health care providers talking about them
negatively outside of the room or behind a curtain. Assuming patients can’t hear them, clinicians can be heard
labeling them as “druggies” or “drug seekers.”

Dentists are encouraged to educate dental hygienists, dental assistants and dental administrative staff on harm
reduction and the compassionate treatment of all patients.
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Practice Recommendations

1. Dentists are encouraged to manage patients with SUD
without judgment. Addiction is a medical condition

and not a moral failure, and dentists are encouraged to

meet patients “where they are,” infusing empathy and

respect into the patient/dentist relationship.

a. Patients who feel stigmatized, devalued or disrespected
are less likely to access regular dental care.

b. Abstinence is an ideal; it is recommended that dental
care and patient education provide specific, useful
information on preventing and treating dental harms
associated with SUD and directly address health
concerns rather than lecturing on moral or societal
standards.

c. Dentists are encouraged to counsel patients and
allow them to seek treatment—or not—at their own
pace (TABLE 11). Pressuring or forcing patients into
treatment for SUD is ineffective, violates patient
autonomy and creates an adversarial rather than
therapeutic relationship.

d. While treating underlying SUD is the most reliable
way to improve patients’ dental health, dentists
are advised to provide acute and preventive care
to patients with active SUD. Although patients with
untreated SUD may fail to adhere to dental care

and preventive recommendations, terminating
relationships with such patients may increase harm
to the patient and is not advised.

e. Addiction care is rarely taught in dental or dental
hygiene school or dental assistant training programs.*>24
Dentists and dental team members are encouraged
to seek out educational opportunities to better
understand addiction and the stigma associated with
OUD and other SUDs.

i. An Introduction to Substance Use Disorders for
Dental Professionals
ii. The Dental Professional’s Role in the Opioid Crisis

2. It is recommended that dentists be knowledgeable
about the diagnosis, treatment and prevention of oral
and dental diseases associated with SUD.

a. In 2018, it was estimated that approximately 20.3
million U.S. residents aged 12 or older (7.4%) had
active SUD and 2.0 million (0.7%) had untreated OUD
(FIGURE 5).2%°

b. Surveys of dental claims and visits indicate that in
some practice settings, as many as 20.6% of patients
may have SUD.?* A study that surveyed patients in
the waiting room of a university dental clinic found
that 38% of patients self-reported nonmedical use of
an opioid in the 30 days prior to their visit.?*’

(FIGURE 5)

Substance Use Disorder Among U.S. Residents Aged 12 and Older in 2018

Alcohol 14.8M
Illicit Drugs
Marijuana
0 » Past Year Rx Pain Reliever Misuse
: SUD
People 20.3 Million Methamphetamine 1.1M
. People
(7.4%) Cocaine 977,000
Rx Stumulant Misuse §l 561,000
Heroin [§i§§ 526,000
| | J
0 4 8 12 16

Rx = prescription

have use disorders for more than one substance.

NOTE: The estimated numbers of people with substance use disorders are not mutually exclusive because people could
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Harm Reduction continued

c. While a survey of the many adverse dental effects or outreach workers.?** The application of fluoride

of illicit drug use is beyond the scope of these

guidelines, dentists are encouraged to access

educational resources as appropriate to their

practices.

i. The ADA Practical Guide to Substance Use
Disorders and Safe Prescribing is a comprehensive
resource for dentists.

d. Addiction treatment centers that provide oral health

care have higher rates of favorable dental and

general health outcomes.?*®

i. Multiple studies have shown that PWID self-
medicate with illicit substances to treat dental
pain.4236:2%9 In one study, 52% of people who use
intravenous heroin admitted to using illicit drugs
for pain control compared to 21% of people who
use other illicit drugs.

ii. Patients with SUD have higher rates of chronic
dental pain related to periodontitis, dental caries,
tooth fracture and/or necrotizing gingivitis?34250-253
and are more likely to sustain traumatic orofacial
injuries such as tooth fractures and tooth
|OSS.235’254'255

iii. Opioid withdrawal may cause dental pain.2*®

. It has been suggested that harm reduction

specifically aimed at preventing adverse oral health

consequences to PWID could be achieved by
distribution of low-intensity preventive measures
such as distribution of dental hygiene kits and

xylitol gum?>7-2>° by harm reduction centers and/

varnishes may also have the potential to reduce the
incidence of dental caries in this population.260-263
Use of opioids (including methadone for the
treatment of OUD) has been linked to higher

sugar cravings and intake, making patients more
susceptible to dental complications.?42% The
activation of y and k-opioid receptors enhances
reward pathways stimulated by food ingestion.?®”

. Opioids cause impaired peripheral signaling at

parasympathetic muscarinic receptors and primary
salivary centers, which causes a decrease in salivary
secretion.?%2% Salivary hypofunction from long-
term opioid use may produce xerostomia, burning
mouth, taste impairment, eating difficulties, mucosal
infections and periodontal disease.?*® Opioid use
can also cause bruxism, candidiasis and mucosal
dysplasia.?°
i. The most common dental diseases in people who
use heroin are periodontitis and dental caries,
but there have been studies linking heroin use to
necrotizing gingivitis.42°0-253
ii. Dental caries from heroin use may have its own
specific identifying characteristics described
as dark, atypically wide cervical lesions
most commonly limited to buccal and labial
su rfaces.234,269,270

. Patients with untreated SUD and patients in all

stages of treatment and recovery benefit from
regular dental care.

Dental Recommendations for Patients Treated with Methadone

e Use of methadone for the treatment of OUD is associated with salivary hypofunction, xerostomia, burning
mouth, taste impairment, eating difficulties, mucosal infections, periodontal diseases and increased craving for
sweet food.?”*?”2 For these reasons, methadone treatment is associated with increased rates of dental disease.?’?

¢ Dentists should be aware that while methadone is available in a sugar-free preparation, sugar-based formula-
tions are the most commonly used due to the bitter taste of methadone.?®

¢ While dentists do not prescribe methadone for treatment of OUD, dentists may recommend use of sugar-free
methadone preparations for their patients with evidence of decay and erosion.

e |tis suggested that any dental patient receiving methadone for treatment of OUD be advised of the dental
harms associated with daily ingestion of sugar-based methadone formulations.

¢ Dentists can reduce harm associated with use of sugar-based methadone preparations for addiction treatment
by advising patients to clean and rinse their teeth following daily methadone dosing.
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Harm Reduction continued

3. Dentists are encouraged to prescribe naloxone to any

patient at risk for opioid overdose and inform patients

and families about the availability of naloxone without
a prescription in most Colorado pharmacies. Dental

patients at risk for opioid overdose should have access

to this life-saving medication.

friends of people who have OUD, and community
members who come into contact with people

at risk for opioid overdose, knowing how to use
naloxone and keeping it within reach can save a
life.”274

b. Dental practices can facilitate patients' access to

a. In 2018 the U.S. Office of the Surgeon General naloxone by writing a prescription, advising patients
issued an advisory supporting broader access to and family of the over-the-counter availability of
naloxone, joining the CDC, World Health Organization naloxone at most pharmacies via standing order
(WHO) and American Medical Association (AMA) in and/or through referral to a community organization
advocating for the wider availability of naloxone. that provides naloxone and overdose education.

i. The advisory states, “For patients currently TABLE 12 lists risk factors for opioid overdose; it is
taking high doses of opioids as prescribed for recommended that patients with any of these risk
pain, individuals misusing prescription opioids, factors have access to naloxone and receive overdose
individuals using illicit opioids such as heroin or education.
fentanyl, health care practitioners, family and

(TABLE 12)

Criteria for Dispensing Naloxone to High-Risk Patients

Patients at elevated risk for opioid overdose include those who:

Have suspected OUD or nonmedical opioid use

Use IV drugs

Are prescribed more than 50 mg MME per day

Are receiving an opioid prescription for pain AND

- A prescription for methadone or buprenorphine

- Have a history of acute or chronic pulmonary disease

- Have a history of renal dysfunction, hepatic disease
or cardiac comorbidities

- Have known or suspected excessive alcohol use or
dependency

- Concurrently use benzodiazepines or other sedatives

- Have known or suspected poorly controlled depression

¢ Are taking opioids but have unreliable access to
emergency medical services

e Were recently released from incarceration

¢ Have resumed opioid use after a period of abstinence

c. Itis recommended that family members and friends

be counseled on recognizing the signs of overdose

and using naloxone, and advised of the availability of

naloxone at most Colorado pharmacies.

i. Alist of pharmacies that participate in Colorado’s
standing-order naloxone protocols can be found
at www.stoptheclockcolorado.org.

ii. Instructional videos and resources for naloxone
are available at www.ERNaloxone.org.

4. Dentists are encouraged to be familiar with Colorado
laws pertaining to naloxone. Colorado law eliminates
liability risk for prescribing naloxone, encourages Good
Samaritan reporting of overdose, and makes naloxone
legal and readily available at Colorado pharmacies.

a. Colorado State-Specific Policy Summaries Third-Party
Naloxone Bill (Colorado SB 13-014). Passed in 2013,
the bill removes the following:

i. Civil liability for prescribers

ii. Criminal liability for prescribers

iii. Civil liability for layperson administration

iv. Criminal liability for layperson administration
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Harm Reduction continued

b. Colorado Good Samaritan Law (Colorado Revised
Statutes §18-1-711 and HB 16-1390)
i. Samaritan acting in good faith
ii. No arrest or prosecution for possession
iii. No arrest or prosecution for paraphernalia and
protection from other crimes
c. Standing Orders for Naloxone (Colorado SB 15-053)
i. Any health care professional with prescriptive
authority can write a standing order for naloxone
that can be dispensed by other designated
individuals (such as pharmacists and harm
reduction organizations)

5. Dentists are advised to refer patients who inject drugs
to syringe access programs and/or harm reduction
centers where they can obtain sterile injection
materials and support services such as counseling,
HIV and hepatitis testing, referral to treatment and
recovery support and additional resources.

a. The WHO suggests a “compelling case that needle
and syringe programs substantially and cost
effectively reduce the spread of HIV among IV drug
users and do so without evidence of exacerbating
injecting drug use at either the individual or societal
level.””?

b. In 2000, the AMA adopted a position strongly
supporting the efficacy of these programs when
combined with addiction counseling.”

c. Syringe access programs have demonstrated cost-
effectiveness in reducing HIV transmission and
prevalence.”?

d. By referring patients to organizations and resources
that support safer injection practices, dentists
may help prevent infectious complications of IV
drug use. The additional resources these centers
often provide (e.g., sterile water, cooking units
and cleaning solutions) can also help reduce such
dangers. Preventing the acquisition and transmission
of infectious diseases improves patients’ dental
and general health, reduces health care costs and
decreases risk for dental care teams.

e. A complete list of local Colorado syringe access
programs can be found at https://www.colorado.
gov/pacific/cdphe/reducing-infections-injection-
drug-use. A national list can be found at the North
American Syringe Exchange Network
(https://www.nasen.org/map/).

Policy Recommendation

1. Harm reduction agencies and community programs
that provide resources for patients with SUD (and
particularly patients who inject drugs) should be
made readily available to all Coloradans in need and
up-to-date referral information be made available to
clinicians.

a. The passage of C.R.S. §25-1-520 in 2010 legalized the
establishment of syringe access programs with local
jurisdiction approval.

b. Community programs aimed at providing needle
exchange and disposal services, sterile equipment,
free counseling and HIV/hepatitis screening are cost-
effective strategies for preventing the transmission of
bloodborne pathogens.

c. These programs, many of which also provide
basic medical and social services to this high-risk
population, should be well funded and expanded
beyond their current levels.
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Treatment of Opioid Use Disorder

There are patients with SUD for whom contact with a dentist is the sole engagement with the health care system. While
few dentists enter their profession to treat SUD and few dental schools offer formal training in addiction medicine, the
treatment of SUD is a reliable means of improving patients’ dental and general health. It is recommended that similar
standardized screening, education, counseling and referral to treatment that dentists advise for their patients with alcohol
use disorder and tobacco use disorder be extended to patients with illicit substance use disorders.?”>8 |deally, patients
with untreated OUD will be identified in dental care settings and referred to an addiction specialist or clinic able to prescribe
MAT. While dental schools are increasingly incorporating training in the best care of patients with SUD as an essential
element of dentistry and well within the scope of dental practice, some dentists may benefit from continuing education in
the field of addiction care.*®

Like patients with other chronic illnesses, patients diagnosed with OUD need ongoing comprehensive, evidence-based care.
Abstinence-oriented treatments are ineffective for the treatment of OUD, with relapse rates of greater than 80%.¢ The gold
standard for treatment of OUD employs one of the three FDA-approved medications for addiction treatment: methadone,
buprenorphine or naltrexone. Overwhelming evidence demonstrates that patients receiving MAT have lower morbidity and
mortality, higher treatment retention rates and lower health care costs.*® Of the estimated 2.1 million people in the United
States with OUD, fewer than 20% receive evidence-based treatment with MAT.**” The consequences of this treatment gap
are substantial, including dramatically increased risks of overdose injury and death, transmission of HIV and viral hepatitis,
invasive bacterial infections and a range of risky and criminal behaviors.

Patients treated for OUD can lead fulfilling, productive lives while maintained on medication. It is important to recognize
that opioid dependence and opioid addiction are different entities; patients may be physically dependent on buprenorphine
or methadone, but when maintained on these medications the risks and behaviors seen in addiction are avoided. OUD cuts
across all social demographics and is frequently seen in people seeking medical and dental care. Dentists, as frequently
accessed health care providers, are in an ideal position not only to identify OUD but also to intervene and direct patients
toward evidence-based treatment and recovery.

Practice Recommendations

1. Dentists are encouraged to screen all patients for SUD.

a. The Screening, Brief Intervention and Referral c. SBIRT has been shown?” to reduce alcohol
to Treatment (SBIRT) model provides a valuable consumption, ED visits, nonfatal injuries,
framework for dentists to recognize and address risky hospitalizations, arrests and motor vehicle accidents,
substance use and SUD in their patients. and to increase rates of patient follow-up for

b. SBIRT is an early intervention screening strategy treatment.* Although research on the effectiveness
suitable for use in a wide range of health care of SBIRT for drug use is mixed, SAMHSA recommends
settings, including dentistry. SBIRT is comprised of SBIRT for both alcohol and illicit drug use.**?%

universal screening of patients for risky patterns

of substance use and/or SUD, brief intervention
(targeted counseling) for patients who misuse
substances but do not have full SUD and referral to
treatment of patients with untreated SUD.?”®
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Treatment of Opioid Use Disorder continued

d. Multiple organizations, including SAMHSA and SBIRT ii. SBIRT Colorado offers a free one-hour online

Colorado, provide valuable resources for health

care practitioners interested in implementing SBIRT

programs.

i. Inaddition, a SBIRT mobile application has been
developed to aid in the chairside identification

training, Addressing Alcohol and Drug Use in
Healthcare, for Colorado clinicians.

iii. SBIRT Colorado offers live training in SBIRT
periodically throughout the year across Colorado.

2. Itis recommended that dentists refer patients whose
screening indicates possible OUD or another SUD to
an addiction specialist or primary care physician for

of high-risk patients and provide a template for
interventions and treatment referrals.

. A number of validated screening tools may be used
as part of the SBIRT protocol. The following validated

evaluation and care.

screening instruments are short, easily administered a. Interprofessional collaboration by dentists with other
and available for free use in dental care settings: health care clinicians improves patient care, as dental
i. Tobacco, Alcohol, Prescription Medication and health and general health are inextricably related.
Other Substance Use Tool (TAPS) Close communication and collaboration between
ii. NIDA quick screen dentists and other health care clinicians is essential
iii. Alcohol, Smoking, Substance Involvement, to addressing not just SUD in dental and medical
Screening Test (ASSIST) practice, but a wide range of other conditions as well.
iv. Drug Abuse Screening Test (DAST) b. Dentists are encouraged to develop referral networks
v. Alcohol Use Disorders Identification Test (AUDIT) of aqlehon mEd'Cij specialists, p'a|-n -medlcme
vi. Opioid Risk Tool specialists and behavioral health clinicians to ensure
vii. NIDA-Modified Assist that dental patients with SUD are consistently
viii.Screener and Opioid Assessment for Patients with and successfully referred. for evaluappn. lt_ s
Pain — Revised (SOAPP-R) recommended that dentists be familiar with MAT
ix. Pain Medication Questionnaire (PMQ) providers in their area in order to refer patients
A 2010 study found a single question—“How many with OUD to evidence-based care with methadone,
times in the past year have you used an illegal drug buprenorphine or naltrexone.
or used a prescription medication for non-medical i. OpiRescue, a free mobile application and website
reasons?”—to be highly sensitive in detecting illicit (opirescue.com), provides an up-to-date MAT
drug use in patients in primary care settings. 2! treatment locator. It ranks providers based on
Dental clinicians are encouraged to access the many the dllstance the pat'.lent’llves from the p.rov|d.er
available resources for training in motivational and gives each provider s'treatment options i.e.,
interviewing and brief counseling. Motivational - mejthadone, buprenorphl'r1'e'or naltrexone).
interviewing is a brief, patient-centered therapeutic ii. A list and map of MAT.faches f:ar_' be acce.ssed
approach that supports patients' readiness to change on the CoIorafjo Hospital Association website or
by exploring their ambivalence about their risky or at SAM.HSA (ﬁhdtreatment.samhsa.gov). )
harmful behaviors and their interest in modifying - Fo.r Pa‘uents with other SUDs, Rocky Mountain
them. The technique has been demonstrated to Crisis Partners can be contacted at 844-493-8255
increase patients' motivation to change and reduce or' rmcr|5|spartners.o.rg. ' o
unwanted behaviors. 26227 c. OUD is defined by the Diagnostic and Statistical

i. The principles of motivational interviewing can
be applied to any patient behavior in need of
modification. Some training programs for dental
hygienists incorporate training in motivational
interviewing.28828°

Manual of Mental Disorders, Fifth Edition, (DSM-5) and
replaces “opioid addiction” and “opioid dependence”
as a diagnostic entity.
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Treatment of Opioid Use Disorder continued

(TABLE 13)

Impaired Control

Social Impairment

Risky Use

Pharmacological Properties

Summarized DSM-5 Diagnostic Categories and Criteria for OUD

CRITERIA

CATEGORY

Opioids used in larger amounts or for longer than intended

Unsuccessful efforts or desire to cut back or control opioid use

Excessive amount of time spent obtaining, using or recovering from opioids
Craving to use opioids

Failure to fulfill major role obligations at work, school, or home as a result

of recurrent opioid use

Persistent or recurrent social or interpersonal problems that are exacerbated
by opioids or continued use of opioids despite these problems

Reduced or given up important social, occupational, or recreational activities
because of opioid use

Opioid use in physically hazardous situations
Continued opioid use despite knowledge of persistent physical or
psychological problem that is likely caused by opioid use

Tolerance as demonstrated by increased amounts of opioids needed to
achieve desired effect; diminished effect with continued use of the same amount
Withdrawal as demonstrated by symptoms of opioid withdrawal syndrome;
opioids taken to relive or avoid withdrawal

3. Dentists should be aware that MAT with buprenorphine,
methadone or naltrexone is the evidence-based
treatment for OUD. “Detox” and other abstinence-
oriented therapies are generally ineffective for the
treatment of OUD, and dentists are discouraged from
endorsing or referring patients to such non-evidence-
based treatments.

a. MAT using buprenorphine, methadone or naltrexone
is the cornerstone of the treatment of OUD. A Cochrane
review found the addition of counseling to medication
conferred no added benefit; MAT plays a central—
not adjunctive—role in the treatment of OUD.?**

b. Detox and abstinence-based therapies for the
treatment of OUD have unacceptably high failure
rates, with markedly elevated risks of relapse and
overdose death.??2%

c. Most patients with OUD are not adequately treated.
As of 2019, the Colorado Department of Human
Services Office of Behavioral Health estimates a
treatment gap of approximately 70%, with only
30% of patients with OUD in Colorado receiving
treatment.

SOURCE: Psychiatric Times, DSM-5?°

. Like many medical conditions, OUD is a

chronic, relapsing disease in which biochemical
derangements, behavior and medications contribute
to disease management and recovery. As with any
chronic disease, it is recommended that relapse not
preclude continued treatment.

. MAT is not “substituting one addiction for another.”

While patients may continue to have a physiologic
dependence on buprenorphine or methadone, they
do not exhibit the behavioral hallmarks of addiction.
MAT substitutes dependence for addiction and in

so doing decreases morbidity and mortality while
improving quality of life.

MAT for OUD can be maintained for years or be a
lifelong drug, and it is advised that buprenorphine
or methadone for addiction treatment not be
prematurely tapered.
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Treatment of Opioid Use Disorder continued

(TABLE 14)

CHARACTERISTIC

Brand Names

Class

Use and effects

Advantages

Disadvantages

METHADONE
Dolophine, Methadose

Agonist (fully activates
opioid receptors)

Taken once per day orally
to reduce opioid cravings
and withdrawal symptoms

High strength and efficacy
as long as oral dosing
(which slows brain uptake
and reduces euphoria)

is adhered to; excellent
option for patients who
have no response to other
medications

Mostly available through
approved outpatient
treatment programs, which
patients must visit daily

Characteristics of Medication for Addiction Treatment (MAT)

BUPRENORPHINE

Subutex, Suboxone,
Zubsolv

Partial agonist (activates
opioid receptors but
produces a diminished
response even with full
occupancy)

Taken orally or sublingually
(usually once a day) to
relieve opioid cravings and
withdrawal symptoms

Eligible to be prescribed
by certified physicians,
which eliminates the
need to visit specialized
treatment clinics and thus
widens availability

Subutex has measurable
abuse liability; Subozone
diminishes this risk by
including naloxone, an
antagonist that induces
withdrawal if the drug is
injected

NALTREXONE
Depade, ReVia, Vivitrol

Antagonist (blocks the
opioid receptors and
interferes with the
rewarding and analgesic
effects of opioids)

Taken orally or by injection
to diminish the reinforcing
effects of opioids
(potentially extinguishing
the association between
conditioned stimuli and
opioid use)

Not addictive or sedating
and does not result in
physical dependence; a
recently approved depot
injection formulation,
Vivitrol, eliminates need
for daily dosing

Poor patient compliance
(but Vivitrol should improve
compliance); initiation
requires attaining prolonged
(e.g. 7-day) abstinence,
during which withdrawal,
relapse, and early dropout
may occur
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Treatment of Opioid Use Disorder continued

4.

It is advised that patients receiving methadone or

buprenorphine for treatment of OUD be continued

on their addiction treatment medication and offered

analgesia for acute dental and/or perioperative pain.?2

a. Itis recommended that dental patients who are
receiving methadone or buprenorphine while being
treated for a dental condition be maintained on their
MAT regimens.

i. Continuing opioid agonist medications for OUD
in the setting of acute dental pain and/or before,
during and after a dental procedure improves
pain control, reduces the use of additional opioid
analgesia and reduces the risk of relapse.?7-2%

ii. Discontinuation of MAT with opioid agonists in
the perioperative period is strongly discouraged,
as it may complicate clinical assessment, increase
risk of relapse and increase discomfort during
reinduction.??%2%

b. Itis recommended that patients receiving MAT for
the treatment of OUD be offered analgesia for dental
pain with maximal use of nonopioid multimodal
analgesia. If pain control is inadequate with
nonopioid management, patients may be offered
opioid analgesia at the lowest dose and shortest
duration possible (see Table 8). Failing to manage
the patient’s pain adequately can increase the risk of
relapse, particularly if the patient uses illicit opioids
to manage acute dental pain.

c. Per The ADA Practical Guide to Substance Use
Disorders and Safe Prescribing:

Other than anecdotal reports, there is no
evidence that patients receiving methadone

or buprenorphine maintenance therapy for
opioid addiction and who are also prescribed
opioids for acute pain are at a greater risk of
relapse of addiction than patients not receiving
opioids for acute pain management if monitored
appropriately. Limited information does suggest
that inadequate treatment of acute pain, onset
of physiologic withdrawal or anticipatory anxiety
in patients [receiving MAT] may be a greater
stressor for relapse.?**

d. Dentists may collaborate with a patient’s MAT

prescriber to develop a patient-centered pain

management plan, particularly if a need for opioid

analgesia is anticipated. It is suggested that the
patient also be involved in developing a pain
management strategy.

Dentists are encouraged to reassure patients

receiving MAT that questions about their methadone

or buprenorphine treatment are intended to
optimize their dental pain management, not
minimize or deny analgesia.

i. Due to the stigma surrounding OUD and MAT,
many patients with OUD will have had past
experiences with health care professionals that
make them fearful and distrustful; they may fear
inadequate treatment of their pain.>?

ii. Anticipation or perception of inadequate
analgesia may encourage patients to exaggerate
their current analgesic needs.?*?

iii. Reassuring the patient that the primary goal is
adequate analgesia may be helpful in disarming
self-protecting behaviors.??

See TABLE 10 in the ALTERNATIVES TO OPIOIDS for

the Treatment of Pain section for guidance in pain

management for patients receiving naltrexone

for treatment of addiction. Consultation with the

patient’s naltrexone prescriber may be appropriate.

Consider consultation with a pain specialist for

patients who are anticipated to have difficult-to-

manage postoperative pain.
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Treatment of Opioid Use Disorder continued

5. Patients in recovery from SUD may be at increased

risk of relapse due to dental or postoperative pain

and/or opioid exposure. It is suggested that dentists

candidly discuss the risk of relapse, reassure the patient
that their pain will be treated and develop a pain
management plan with the patient that maximizes use
of nonopioid multimodal analgesia.

a. Itis recommended that pain management protocols
recognize the risk of relapse in patients in recovery
from SUD. Addiction is a chronic, relapsing disease,
and dentists are advised to minimize risk of relapse
as much as possible in patients who present
with dental pain and patients undergoing dental
procedures.

b. A candid, non-stigmatizing discussion of the risk
of relapse is recommended prior to any painful
dental procedure. It is advised that patients be
urged to boost their recovery tools and supports in
preparation for a painful dental procedure.

c. Dentists are encouraged to provide clear
reassurance that any postoperative pain will be
adequately treated. Many patients with SUD have
had encounters with dental or medical clinicians
who failed to address their pain. Fear of pain may
prompt patients to delay treatment, and severe
postoperative pain could be a trigger for relapse.

d. Patients in recovery from SUD may be educated
that a scheduled regimen of an NSAID and
acetaminophen has been demonstrated to be
the most effective pharmacologic treatment for
pain. Use of long-acting local anesthetics and
nonpharmacologic interventions should be strongly
considered, unless contraindicated.

e. No patient should be denied analgesia; if opioids are
required for patient comfort, they may be prescribed,
with the direction to use them for breakthrough
pain only and for the shortest duration possible. It
is advised that the patient’s tolerance for opioids be
normalized for patients who are no longer receiving
treatment with methadone or buprenorphine.

f. Dentists are encouraged to consult with a patient’s
behavioral health, chronic pain and/or addiction care
specialist in crafting a pain management plan.

Policy Recommendations

1. Private and public dental insurers should provide
adequate compensation for the additional time and
expertise required for the provision of SUD screening in
dental practice and for the additional resources needed to
ensure that patients with untreated SUD are appropriately
referred to providers of evidence-based care.'

a. ldentification and referral to treatment of patients
with SUD is vital to improving both dental and overall
health.

b. Patients are often reluctant to disclose information
about their substance use, particularly on written
or quickly administered verbal questionnaires.
Obtaining an accurate substance use history,
reviewing PDMP and medical record data and
conferring with other clinicians involved in a patient’s
care often requires additional clinical skill, resources
and time.

c. Dental patients with untreated SUD often require
referrals to primary care clinicians, addiction
medicine, pain management and/or behavioral
health specialists. Adequate reimbursement
for coordinated care supports the consistent,
comprehensive management of dental patients with
complex behavioral health needs.

d. Inclusion of dentists and dental practices in Health
First Colorado’s list of clinicians able to train in,
implement and bill for SBIRT protocols would
facilitate broader adoption of this evidence-based
approach in dental practice.
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The Future and Ending the Opioid Epidemic
in Colorado

As clinicians, we stand with our patients and their families who are impacted by the current epidemic of opioid use
disorder (OUD) and opioid overdose death. We have witnessed the devastation this epidemic has wrought across

Colorado and are committed to ending the suffering of our patients and communities.

This set of CO’s CURE guidelines was developed by and for dentists and offers a vision for how we on the front lines

of this epidemic can change how we deliver care to better serve our patients. If all clinicians take to heart the need to
reduce opioid prescribing, we can decrease the number of Coloradans who develop OUD in our care. If we embrace and
continue to innovate in using alternatives to opioids for pain control, we will be able to manage pain more effectively and
more safely than ever before. If we integrate harm reduction into our practices and strive to better understand patients
who struggle with injection drug use and OUD, we can help to end the stigma that surrounds this disease and decrease
overdose deaths. If we consistently refer patients with OUD to medication for addiction treatment programs, we can
help close the treatment gap and ensure that all who yearn for recovery are provided the tools and the resources they
need. The time to make these changes is now. In doing so, we can uphold our sacred oath to serve our patients and

communities in their times of need and resolve to address this epidemic together.

CO's CURE aims to harness the power of health care professionals across Colorado working together with common
purpose. CO’s CURE resources are available to any Colorado health care provider. As you endeavor to change your
practice and adopt these guidelines, you can rest assured that medical and dental practices across our state are doing
the same. CO’s CURE represents a philosophy of care that is inclusive and collaborative, and recognizes that the only way

we can end the epidemic in Colorado and across the nation is by acting together.

On behalf of our sponsoring organizations—Colorado Hospital Association, Colorado Medical Society and Colorado
Consortium for Prescription Drug Abuse Prevention—as well as the Colorado Dental Association and the 12 other
medical specialties that have stepped forward to participate, we offer our gratitude and appreciation for the care and
consideration you give these guidelines. The health of our state and its people depends on clinicians and leaders like you
who are willing to be agents of change. Together we can make a profound difference in the lives of Coloradans as we

implement new, better standards of care. Together we can bring this deadly epidemic to an end.

Jeff Kahl, DDS Darlene Tad-y, MD, SFHM

PRESIDENT, COLORADO DENTAL ASSOCIATION VICE PRESIDENT, CLINICAL AFFAIRS, COLORADO HOSPITAL ASSOCIATION
Debra Parsons, MD, FACP Robert Valuck, PhD, RPh, FNAP

PRESIDENT, COLORADO MEDICAL SOCIETY EXECUTIVE DIRECTOR, COLORADO CONSORTIUM FOR

PRESCRIPTION DRUG ABUSE PREVENTION

Donald E. Stader Ill, MD, FACEP
SENIOR PAIN MANAGEMENT AND OPIOID POLICY
PHYSICIAN ADVISOR, COLORADO HOSPITAL ASSOCIATION
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Appendix I

Understanding Pain: A Complex Biopsychosocial Phenomenon

The United States is experiencing not only an epidemic of OUD, but also an epidemic of pain. Despite the fact that

the United States consumes a disproportionately large fraction of the world’s opioids, one-fifth of Americans suffer

from pain. Pain, common sense and neuroscience agree—it is not simply a process defined by receptors, neurological
afferents and the interactions with the spinal cord and brainstem. Instead, it is an experience that incorporates all these
biological elements and integrates them with psychological and social conditions to produce the experience of pain. To
an extent not seen with other conditions, the biology of pain, the psychology of the patient and the social circumstances
of a patient are intertwined and indivisible. Whether it is acute or chronic, easily treated or intractable, pain is a complex
interplay of peripheral and CNS processes. The experience of pain is literally “all in the head,” and it is heavily influenced

by the context of a painful experience, past experiences of pain, genetics, mental health comorbidity, culture and
patients’ life experiences. One helpful model of conceptualizing pain is the biopsychosocial model, which incorporates
elements of biology, psychology and social context into an understanding of the pain experience.

The Biology of Pain

Most dentists are aware of the distinctions between
nociceptive pain, which can be somatic or visceral,
neuropathic pain, inflammatory pain and types of pain
less easily categorized, such as cancer pain, headache
syndromes and fibromyalgic pain. Pain differs, too, in its
duration, intensity, location and etiology. Sensorimotor
pathways relay information about the nature of the pain
stimulus. The cognitive and affective pathways incorporate
sensorimotor information and evaluate it, integrating it
with information based on prior experience and emotions.
Because the biology of pain differs, it is recommended
that treatments be targeted wherever possible to the type
of pain. Dentists are encouraged to use opioid-sparing
multimodal analgesia as outlined in these guidelines,
consulting pain specialists whenever pain is not well
managed. Regrettably, the indiscriminate prescription of
opioids may have contributed to an epidemic of chronic
pain. Opioid-induced hyperalgesia, in which sensitization of
pronociceptive mechanisms occurs (resulting in a decrease
in the pain threshold), may contribute to persistent pain
for many patients.300-302

Advances in the neurobiology of pain shed light on the
physiological explanations for individual differences in
pain thresholds and analgesic responses. While every
patient is different, fresh insights into the genetic and
molecular basis of pain perception from model organisms
and human twin studies underscore that there are
significant genetic contributors and polymorphisms in
pain tolerance and analgesic responsiveness.?-3% Gender

differences in pain processing are another important

area of ongoing research, consistently demonstrating
differences between males and females in pain threshold,
susceptibility to chronic pain and analgesia sensitivity.3%
Electroencephalogram (EEG) studies, too, have identified
measurable EEG signatures that predict differences in pain
tolerance among individuals.?"’

The Psychology of Pain

Neuroimaging studies demonstrate the significant extent
to which cognitive and affective factors impact the
experience of pain. The anticipation of pain, attention or
distraction, mood, catastrophizing and perceived control
over pain can modulate peripheral, spinal and central
activity before, during and after a painful experience.
The context of a painful stimulus and a person’s prior life
experiences greatly affect pain experiences.

For example: A woman who grew up loving dogs is at
home with her new puppy. If she is suddenly nipped in the
middle of the night with intensity “x,” she will experience
pain. However, her prior positive experiences with

dogs, being safe at home and knowing the nip probably
came from the puppy modulates her negativity of the
experience. The same woman, who has always been wary
of the ocean, is now at the beach. After finally mustering
the courage to wade in, she hears a lifeguard shout,
“Shark!” If she feels a nip at her ankles with the same
intensity “x,” she will now have a drastically different pain
experience.
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Appendix [ continued

Anticipation of pain, expectations surrounding painful
experiences and expectations of relief impact the
experience of pain on neuroimaging and by patient
report. Studies of normal subjects demonstrate the power
of both the placebo effect and the nocebo effect; the
same noxious stimulus can produce markedly different
neuroimaging and patient experiences. Accordingly, a

host of psychological interventions have demonstrated
evidence for relieving the negative effects of the pain
experience. These include the use of supportive therapy,
cognitive behavioral therapy, acceptance and commitment
therapy, virtual reality therapy and mindfulness-oriented
interventions, which leverage insights into the cognitive
and affective components of pain signaling.

Mental health and SUD are often major contributors to
the experience of pain.3®® The association between mental
and behavioral health disorders and chronic pain is well
established. The vicious cycle of pain begetting depression
and anxiety, which then impair patients’ effective
management of their pain, is familiar to most clinicians.
Functional neuroimaging demonstrates shared neural
mechanisms for pain, depression and anxiety.309311

Finally, when pain is viewed as a cognitive, affective and
sensory phenomenon, it is unsurprising that clinician
empathy has been identified as promoting pain relief.3!2
The psychology of the patient-clinician interaction
impacts the experience of pain and analgesia. Clinician
desensitization to patient pain complaints may play a
significant role not just in undermining quality of care, but
also in decreasing clinicians’ professional satisfaction.3!3
When clinicians recognize that treating pain can be
emotionally draining, that self-awareness can help restore
empathy. Clinicians who find themselves frustrated in
treating a patient with intractable pain are advised to
consult with specialists in pain medicine and mental health.

Social Determinants of Pain

While few dentists are equipped to address the deeply
rooted social factors that contribute to their patients’
pain, it is important to understand that poverty, racism,
social stress and isolation have been shown to affect
patients’ experiences of pain.3!* Pain, while universally
experienced, it is not universally understood. Patients,
families and communities all value and understand pain

differently. Types of pain can be influenced by their social
repercussions—genital pain, for example, is perhaps more
isolating than back pain, as the former cannot be easily
talked about with others. This isolation itself can intensify
the pain experience. It is interesting to note that brain
activation by social rejection or exclusion is very similar

to that seen in physical pain. In an age of ever-widening
income inequality and persistent racial disparities in health
status, dentists should know that the complex stresses of
poverty and racism have studied, measurable impacts on
pain perception.

The Biopsychosocial Model of Pain:
Implications for Clinicians

The biopsychosocial model of pain underscores the
importance of valuing and addressing each of these
components when treating patients in pain. While a
review of the state of pain neuroscience is beyond the
scope of these guidelines, clinicians should be aware that
functional neuroimaging suggests that there is far more
interconnection between the sensory-discriminative

and the cognitive-affective circuits than previously
appreciated. The model in which "real" pain is biological
and the psychological or affective components of pain
are secondary (and, therefore, implicitly or explicitly
perceived as less valid) is inaccurate and misleading.
Researchers theorize that the neural networks involved
in pain processing may integrate the sensory, cognitive
and affective aspects of pain into a “common currency”
that gives rise to one unified pain experience.'® To an
extent not seen with other conditions, the biology of pain
is the socio-psychology of pain. Dentists are encouraged
to educate patients that the experience of pain is distinct
for every individual and that the psychological and social
determinants of pain are just as “real” to pain as tissue
injury. Dentists and patients alike need to understand that
all pain is in our heads, and all pain deserves care.

Dentists serve their patients best when they recognize
the complexity of pain and involve pain specialists and
behavioral health clinicians, as appropriate, for patients
with complex pain presentations.
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Summary of 2018 American Academy of
Pediatric Dentistry Recommendations

Summary of 2018 American Academy of Pediatric Dentistry Recommendations
https://www.aapd.org/media/Policies_Guidelines/BP_Pain.pdf**

Infants, children and adolescents can and do experience pain due to dental/orofacial injury, infection and dental
procedures. Inadequate pain management may have significant physical and psychological consequences for
the patient. Adherence to the following recommendations can help practitioners prevent or substantially relieve
pediatric dental pain and minimize risk of associated morbidities.

1. Pain assessment should be considered for all patients.

2. Careful technique should be used to minimize tissue damage when providing dental treatment.

3. Profound anesthesia should be achieved prior to invasive treatment.

4. Use of preemptive analgesia should be considered when postoperative pain is anticipated.

5. Nonpharmacologic techniques (e.g., distraction) should carefully be considered as potentially valuable
interventions for pain management.

6. Acetaminophen/NSAIDs should be used as first-line pharmacologic therapy for pain management.

7. Use of opioids should be rare for pain management for pediatric dental patients.

8. To help minimize the risk of opioid abuse, pediatric patients and their parents should be screened regarding
previous/current opioid use before prescribing opioid analgesics.

9. To avoid diversion of controlled substances, practitioners should utilize prescription monitoring databases and
encourage patients to properly discard any unused medications.

10. Providers should be knowledgeable of risks associated with prescribed analgesic medications and anticipate
and manage adverse effects (e.g., asthma and NSAIDs, sedation and opioids).

11. Seeking expert consultation for patients with chronic pain or other complicated pain conditions should
be considered.

12. Providers should be familiar with analgesic properties of agents used during sedation or general anesthesia.
13. Prescribing opioid analgesics should be avoided if the patient is using benzodiazepines.

14. Synergistic effect from multiple medications (multimodal analgesia) may be considered.
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Appendix III

Cannabinoids, Pain and Anesthesia

The opioid epidemic has motivated dentists, physicians, researchers and patients to seek alternatives to opioids for the
management of pain. Legalization and wider societal acceptance of cannabinoids, a broad term that describes the drugs
derived from the plants of the genus Cannabis, has prompted some to ask whether cannabinoids might offer a safer,
less-addictive alternative to opioid analgesia.

Dentists in Colorado are likely aware of the high rates of cannabis use in the state. An estimated 39% of patients who
receive chronic opioid therapy for pain report also using cannabis.?'>*!¢ [ronically, the legalization of cannabis in Colorado
has contributed to a widespread popular misperception that cannabinoids are effective analgesics; in fact, evidence
increasingly suggests that regular cannabinoid use increases postoperative pain and analgesic consumption.3*”-3!° There
is a clear, urgent need to investigate the impact of cannabinoid use on anesthesia and pain, and to educate the public
on the ways in which cannabinoid use may complicate perioperative dental care. While cannabinoids carry little risk of
overdose death, there is ample evidence of their many adverse effects, and no evidence that they have opioid-sparing
potential or analgesic efficacy.?'” Recent meta-analyses and systematic reviews of cannabinoid research find little or

no benefit of cannabinoids for chronic, neuropathic or cancer pain, and significant evidence of an unacceptably high
incidence of adverse effects.3>3% |t is the case that these meta-analyses are hampered by the poor quality of existing
research, with most studies underpowered, unblinded or uncontrolled; further high-quality research is warranted given
the substantial interrelatedness of the human opioid and cannabinoid systems.3!* 3¢ Dentists and anesthesiologists

in Colorado are increasingly finding that patients who use cannabis regularly experience more complications with
anesthesia and analgesia. Dentists are encouraged to advise patients that current evidence does not support the use of
cannabis as a safe, effective analgesic and to further caution them as suggested below. It is recommended that dental
patients with chronic pain who inquire about cannabis for analgesia be referred to a pain management specialist.




Appendix [II continued

Cannabinoids, Pain and Anesthesia: Counseling Dental Patients

¢ Although many patients believe that cannabinoids are effective analgesics for chronic or acute pain,??°3*! no
definitive, high-quality studies support the safety and efficacy of dispensary or pharmaceutical cannabinoids
for analgesia. Unless better evidence becomes available, dentists are discouraged from endorsing the use of
cannabinoids for pain management.

¢ Dentists are encouraged to educate their patients that chronic cannabis use may increase the risk of
complications with dental anesthesia and may complicate postoperative pain management.3'7:322

e Anesthetic complications in the perioperative period may differ depending on whether the patient uses
cannabis in an episodic or chronic manner.3Y’
- Patients who use cannabis chronically who are undergoing dental procedures may have atypical anesthetic
and analgesic needs including but not limited to:
¢ Difficult-to-control pain following surgery
¢ A higher incidence of bradycardia (though patients may also exhibit tachycardia), postural/orthostatic
hypotension, sinus arrest, hyperreactive airway, intraoperative hypothermia “shivering,” stroke and
coronary vasospasm or myocardial infarction3!®
e Cannabis withdrawal syndrome
- Acute use is more likely to produce tachycardia, hypertension, arrhythmias, coronary vasospasm or airway
hyperreactivity.
- Cannabinoids may inhibit platelet aggregation, which could theoretically lead to increased operative site
bleeding.
- In addition, cannabinoids are extensively metabolized by hepatic cytochromes, resulting in drug interactions
due to inhibition or induction of these and other enzymes or transporters.32>32* Thus, patients may
experience unpredictable interaction of cannabinoids with other pharmaceutical agents.

e [tis recommended that patients be counseled that the use of any drug that lacks rigorous FDA drug

development and safety profiles carries inherent risks.

- The testing and regulation of dispensary cannabis is poor to nonexistent.

- Dispensary cannabinoid products available now are far more potent than those sold even a few years ago.
Rates of cannabis use disorder (CUD) associated with use of potent dispensary cannabinoids may be as high
as 30%.3%

- Products purchased at dispensaries may be mislabeled, of undetermined content and/or contaminated with
harmful substances.

- ltis important to remind patients that cannabis dispensary workers are not trained to give health care advice.

continued
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Cannabinoids, Pain and Anesthesia: Counseling Dental Patients continued

e Adverse effects associated with cannabinoid use include:

- The development of CUD, which may occur in as many as one in six people who use cannabis regularly and
which is associated with an increased likelihood of developing other SUDs3?¢

- Deficits in attention, memory and learning,®?”32 anxiety, paranoia, psychosis and an increased risk of
developing schizophrenia, depression and suicidality3?°-34

- Increased risk for stroke and heart disease among people who smoke or vape cannabinoids3*?3

- Potential harm to lung tissues, scarring of small blood vessels and exposure to many of the same toxins,
irritants and carcinogens found in tobacco smoke (among people who smoke or vape cannabis in any
form)344,345
e Second-hand cannabis smoke is harmful to the health of exposed contacts, particularly children and

adolescents.3#®

- Potential increased risk of testicular cancer and HPV-related head and neck squamous cell carcinoma among

people who use cannabis regularly34:34

¢ [tis recommended that any patient with chronic pain be encouraged to seek care from a pain medicine specialist.

e Pregnant or breastfeeding patients are strongly advised to avoid cannabis use due to known and unknown risks
to the developing brain, potential birth defects, possible autism or spectrum disorders and future drug-seeking
behavior and other behavioral abnormalities.?*

¢ Despite the cautions above, medical clinicians may counsel their patients that many physicians, dentists,
researchers, the AMA and the organizations represented in CO’s CURE advocate for better scientific research
into the safety and efficacy of cannabinoids for pain management.
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