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Objectives

Upon conclusion of this presentation, participants will be able to: 

1. Discuss current issues with opioid prescribing practices in 
today's healthcare landscape 

2. Recognize the utility of North Carolina Controlled Substance 
Reporting System and how to enhance interprofessional
communication among healthcare providers 

3. Describe pharmacological approaches to acute dental pain and 
patient considerations

- Pharmaceutical Companies
- Government Policy

Patient

Family

FriendsCommunity
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What about North Carolina?
■ In 2017, 1,884 opioid-related overdose deaths (34% Increase from 

2016)

■ From 2010 to 2016
– Number of heroin-related deaths increased from 39 to 544 deaths 
– Number of deaths related to synthetic opioids rose from 170 to 601 deaths

■ In 2015, North Carolina providers wrote 86.8 opioid prescriptions per 
100 persons (8.7 million prescriptions)
– Compared to average U.S. rate was 70 opioid prescriptions per 100 persons

North Carolina Opioid Summary
https://www.drugabuse.gov/drugs-abuse/opioids/opioid-
summaries-by-state/north-carolina-opioid-summary

Five Causes of the Current Opioid Epidemic

1. Pain as the “Fifth Vital Sign” in 1996:  A subjective measurement, from the 
American Pain Society/Joint Commission, with no improvement in pain control 
since the 1990 introduction.  It still persists, with little evidence.

2. Unrealistic patient expectations regarding chronic pain 
management:  Can opioids/anything ablate pain?  See #1.

3. Very bad statistics:  1980 Letter to the Editor in NEJM:  0.03% dependency 
rate?

4. The marketing of OxyContin and Duragesic in the 1990’s:  With false 
assurances of both safety and efficacy, based upon #3, and others.
https://youtu.be/Er78Dj5hyeI

5. Neuroexcitatory effects of oxycodone, oxymorphone, and 
hydromorphone: No one ever asks for morphine anymore.  Also, why do 
they call it “Percocet”?

Mularski RA, et al.  Measuring pain as the 5th vital sign does not improve quality of pain management.  J Gen 
Intern Med.  2006; 21: 607–612.

Opioid Therapy & Addiction:
The Literature? (Only 0.03% at risk?)

Porter J, Jick H.  Addiction rare in patients treated with narcotics.  N Engl J Med. 1980; 302:123.
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Controlled Substance Drug Schedules
Schedule DEA Definition Rx Process for 

NC*
Refills/

Expiration
Examples

I high potential for abuse with 
no accepted medical use in US

N/A N/A heroin, LSD, marijuana, peyote, 
ecstasy mescaline

II high potential for abuse for 
which there is currently 
accepted medical use in US

- E-prescribe
- Hard copy (HC)

None/
6 months

oxycodone, cocaine, 
hydrocodone, 
methamphetamine, methadone, 
hydromorphone

III lower potential for abuse than 
I and II

- Call
- E-prescribe/HC

Max 5/
6 months

Tylenol with codeine, ketamine, 
anabolic steroids

IV lower potential for abuse than 
III

- Call
- E-prescribe/HC

Max 5/
6 months

Valium, Ambien, Xanax, Tramadol, 
Soma

V even lower potential for abuse - Call
- E-prescribe/HC

No limit/
6 months

Lomotil, Robitussin AC

*States other than NC may have differences and it will be important to review those when relocating

DEA website : https://www.dea.gov/druginfo/ds.shtml

NC General Assembly Report No. 2014-05: 
www.ncleg.net/PED

Is there a Role for Benzodiazepines in Managing Chronic Pain?

CDC Guideline for Prescribing Opioids for Chronic Pain – United States, 2016. MMWR Recomm Rep. 2016;65:1–49.
Opioid Pain or Cough Medicines Combined With Benzodiazepines: Drug Safety Communication:  
www.fda.gov/Safety/MedWatch/SafetyInformation/SafetyAlertsforHumanMedicalProducts/ucm518710

Opioid analgesic poisoning deaths, by involvement of benzodiazepines, 
United States, 1999 - 2011

Benzodiazepines were involved in 
31% of the opioid-analgesic 
poisoning deaths in 2011.  

In an August 2016 FDA Warning, 
clinicians were advised to avoid 

prescribing opioids and 
benzodiazepines concurrently 

whenever possible.

Definitions for Nonmedical Use of Opioids

■ Misuse: use of a medication (prescribed for a medical purpose) other than 
as directed or as indicated, whether willfully or unintentionally and 
whether or not harm results

■ Physical Dependence: a state of adaptation that is manifested by a drug-
class-specific withdrawal syndrome that can be produced by abrupt 
cessation, rapid dose reduction, decreasing blood level of the drug or 
administration of an antagonist

■ Tolerance: a state of adaptation in which exposure to a drug induces 
changes that result in a diminution of one or more of the drug's effects 
across time

Definitions for Nonmedical Use of Opioids

■ Abuse: any use of an illegal drug or the intentional self-administration of a 
medication for a nonmedical purpose such as altering one's state of 
consciousness (for example, “getting high”)

■ Addiction: a primary, chronic, neurobiological disease, with genetic, 
psychosocial and environmental factors influencing its development and 
manifestations; it is characterized by behaviors that include impaired control 
over drug use, compulsive use, continued use despite harm and craving or a 
combination of these
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Dependence Risk from Excess Opioids
■ Excess supply of prescription opioids after surgical procedures 

■ Post-surgical patients receiving opiates for pain control are particularly 
vulnerable to dependence due to 
– Excessive post-procedural prescribing of opioids
– Gaps in follow-up
– Inadequate disposal of unused excess supply. 

Brummett CM,, et al. JAMA Surg. 2017;152(6):e170504.
Lee JS, et al. J Clin Oncol. 2017;35(36):4042-4049.
Harbaugh CM, et al. Pediatrics. 2018;141(1). 
J Calif Dent Assoc. 2016;44(12):727.
Bicket MC, et al. JAMA Surg. 2017;152(11):1066-1071.

~5-15% 
Opioid-Naïve 

Patients  Develop 
Dependence

~40-70% 
of Opioid Pills 

Remain 
Unconsumed

FIGURE 1. One- and 3-year probabilities of continued opioid use among opioid-naïve 
patients, by number of days’ supply* of the first opioid prescription — United States, 
2006–2015 Shah A, et al. MMWR 2017;66:265–269.

Diversion Risk from Over-Prescribing
■ Excess pills are a readily available source for non-medical use

Diversion is Common
- Diversion = >70% of Non-
Medical Use 

- Diversion is non-medical use 
of legally prescribed 
prescription medication

NC POLICIES & 
RESOURCES
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NC HB 243: Strengthen Opioid Misuse 
Prevention (STOP) ACT
■ Signed JUNE 2017
■ Mandatory use of PDMP (Initial and Q3 months) & DOCUMENT
■ Limit doctors to prescribing no more than 5-day supply of opioids 

during initial visit to treat patient’s acute non post-op pain (7-day 
supply for post-op pain)
– Can prescribe larger supply at follow-up
– Limit not apply to cancer patients or others with chronic pain

■ Medical providers would be REQUIRED to submit prescriptions 
electronically (E-prescribing)

https://www.ncdhhs.gov/opioids
http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2017&BillID=H243

NC SB 616: Heroin and Opioid Prevention 
and Enforcement (HOPE) ACT
■ Signed JUNE 2018
■ Increase penalties for first responders and healthcare workers who steal, dilute, 

or substitute a patient’s drugs
■ Give law enforcement access to NC CSRS to improve investigations and fund an 

additional SBI special agent to coordinate local drug investigators (July 2019)
■ Expand the CSRS by adding data on veterinary drugs, NPI information, and the 

name and ID of a person receiving Schedule II or III drugs
■ Invest annual funding in
– Community-based drug treatment and recovery services;
– Naloxone to protect law enforcement officers and citizens
– Operation Medicine Drop to safely destroy unneeded prescription drugs.

1. Create a coordinated infrastructure 
2. Reduce oversupply of prescription opioids 
3. Reduce diversion and flow of illicit drugs 
4. Increase community awareness and prevention 
5. Make naloxone widely available; link overdose survivors to 

care 
6. Expand treatment and recovery oriented systems of care 
7. Measure our impact and revise strategies based on results

https://www.ncdhhs.gov/about/department-initiatives/opioid-
epidemic/north-carolinas-opioid-action-plan

NC Data Dashboard

https://injuryfreenc.shinyapps.io/OpioidActionPlan/
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Dental Prescribing Data

Opioid Prescription Among Dentists
■ Tendency to prescribe following procedures/surgeries
– Over 40% are prescribed opioids following tooth extraction, with the rate 

curiously highest among adolescents (61%)

■ Type and Instructions – OMS specialties
– Average script: Hydrocodone/APAP - 20 tablets
– “Take as needed for pain” (96% of prescribers)

■ Patients given average if 28 opioid pills following dental surgery, reported 15 
pills (54%) left over

■ Dentists were found to be the leading prescribers to young people (10-19 
years)

■ Rates of prescribing are decreasing - largest rates of decreased prescribing 
between 2007 and 2012 were among ER physicians (-9%) and dentists (-6%)

Baker JA, et al. JAMA 2016;315:1653-1654.
Denisco RC, et al. J. Am. Dent. Assoc. 2011;142:800–810.
Maughan BC, et al. Drug Alcohol Depend. 2016

Volkow ND, et al. JAMA. 2011;305:1299–1301.
Levy J, et al. Am J Prevent Med. 2015;49:409-413.

North Carolina Controlled 
Substance Reporting System 

And Resources

What is a Prescription Drug Monitoring Program 
(PDMP)?
North Carolina Controlled Substance Reporting System (CSRS)

https://www.cdc.gov/drugoverdose/pdmp/index.html

1
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Risk Mitigation

■ Varies from state to state

■ Mandatory Use Examples:
– New York
■ 2012 Action: Required prescribers to check the PDMP before prescribing 
■ 2013 Result: 75% drop in patients’ seeing multiple prescribers for the same 

drugs.

– Tennessee
■ 2012 Action: Required prescribers to check the PDMP before prescribing
■ 2013 Result: 36% decline in patients’ seeing multiple prescribers for the same 

drugs.

Rasubala L, et al. PLoS ONE 2015. 10(8): e0135957 

North Carolina CSRS Updates
■ Confirm past treatments with controlled substances 

– Including opioids and benzodiazepines, based on referral information 
and patient-reported information provided during the initial visit. 

■ Uncover evidence of obtaining controlled substances from multiple 
providers and/or visiting multiple pharmacies.

■ Platform change – Appriss PMP AWARxE software in September 
2018
– More multi-state information

How to Encourage Your Practice to Use 
NC CSRS

■ Suggestions/Recommendations:
– Delegate accounts
■ Designated person(s) in office to access/generate reports

– Query search types
■ Character matches

■ Recommend search: Last name, First initial, DOB
– What to do if you find something incorrect
■ Corrections by pharmacy

Importance of Provider-to-Provider 
Communication

■ Physicians (Primary Care/Specialties) aware of patient factors
– Resistance to changes in therapy
– Deterioration in home/work
– Abuse of other substances
– Frequent ED visits
– Unauthorized dose increases
– Non-medical use
– Refuses urine drug screen/referral to specialist
– Pain contracts*

2

Shaefer J, et al. Dent Clin North Am. 2016t;60:825-842. 
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What can your local pharmacy/pharmacist do?

■ Awareness of patient substance abuse factors and behaviors
– Early refills/fill history
– Lost/stolen prescriptions
– Doctor shopping
– Prescription forgery
– Payment methods (cash)

■ Drug Take Back Programs
– Disposal (select locations, time of year)

Patient Education and Counseling

Communicate Education
■ Discuss plan if patient already takes opioids chronically

■ Severity of pain may not require opioid prescription to 
be filled

■ Adverse effects of opioids
■ Significant potential for misuse, abuse, and overdose
■ Caution with other Combination Products
– OTC acetaminophen, cough/cold products

3

Having the Conversation - Parent Education

■ Step 1: Proper medication storage and disposal
■ Step 2: Talk with your teen’s doctor

■ Step 3: Engage teens in honest conversations
– Center on Addiction: https://www.centeronaddiction.org/
– National Institute on Drug Abuse for Teens: https://teens.drugabuse.gov/drug-

facts/prescription-pain-medications-opioids

– Partnership for Drug-Free Kids Drug Guide: https://drugfree.org/drug-
guide/?drug_type=13204

– Parent Talk Kit: 
http://medicineabuseproject.org/assets/documents/Parent_talk_kit_2014_.pdf

SBIRT
■ Screening quickly assesses the 

severity of substance use and identifies 
the appropriate level of treatment.

■ Brief intervention focuses on 
increasing insight and awareness 
regarding substance use and 
motivation toward behavioral change.

■ Referral to Treatment provides 
those identified as needing more 
extensive treatment with access to 
specialty care.
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Disposal of Unused Medications

■ DEA Controlled Substance Public Disposal Locations
– https://apps.deadiversion.usdoj.gov/pubdispsearch/spring/main?execu

tion=e1s1

■ National Prescription Drug Take Back Day (April and October)
– https://www.deadiversion.usdoj.gov/
– Next Drug Take Back Day – Oct 2019

■ Dispose of unused tablets properly: 
– Combine with coffee grinds or kitty litter. Place mixture in a sealed 

bag. 

Disposal of Unused Medications

https://deterrasystem.com/
https://disposerx.com/

Provider and patient resources

Substance Abuse and Mental Health Services Administration (SAMHSA) -
http://www.samhsa.gov/

§ Program directories (behavioral health, opioid treatment, etc.)

§ Information topics on substance abuse and mental illness

National Institute of Drug Abuse (NIDA) - https://www.drugabuse.gov/

■ Provider information related to science of drug abuse

Centers for Disease Control and Prevention (CDC) - https://www.cdc.gov/
■ Opioid prescribing guidelines and substance abuse statistics

American Pain Society (APS) - https://www.ampainsoc.org/

American Dental Association – ADA Practical Guide to Substance Use Disorders and Safer 
Prescribing (must be purchased)
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Pharmacological Approaches    
To Acute Dental Pain And 

Patient Considerations

Considerations for Dental Pain Type
Fill gaps in current pharmacological knowledge with respect to the efficacy of 
nonopioid analgesics for managing acute and chronic pain in the dental setting

■ Efficacy of prescribing analgesics at fixed intervals versus PRN

■ Demographic, behavioral and genetic (polymorphisms) factors that 
potentially predict pain relief efficacy, adverse outcomes and abuse

■ The utility of NSAIDs and APAP combinations in limiting the need for opioid 
analgesics

■ The utility of long-acting local anesthetics alone or combined with 
buprenorphine to manage postoperative pain

Denisco RC, et al. J. Am. Dent. Assoc. 2011;142:800–810.

Progress in Predicting Patients at Higher Risk 
of Pain
■ Third molar surgery
– Health-related Quality of Life (HRQOL) and clinical recovery after 3rd molar surgery 

were analyzed for 630 patients from 9 community practices across 5 states and 5 
academic centers were analyzed

– Recovery for most HRQOL measures occurred within 5 days after surgery
■ Risk factors associated with prolonged recovery and delayed healing
– Age above 18 years, female, both lower 3rd molars below the occlusal plane increased 

the odds of delayed HRQOL recovery. 
– Prior 3rd molar symptoms, being female and the surgeon’s estimate of difficulty at 

surgery increased the odds of delayed clinical recovery. 

■ Multimodal Analgesic Protocol May Reduce Opioid Use After 3rd molar Surgery,
– Number of filled opioid doses available to patients after 3rd molar surgery were reduced 

in 2017 compared to prior years by limiting Rx to four doses the day of surgery and a 
second Rx any later post-surgery day

White RP, et al. J Oral Maxillofac Surg 61: 535, 2003 
Phillips C, et al . J Oral Maxillofac Surg 61:1436, 2003 
Synder M, et al. J Oral Maxillofac Surg 63:1130, 2005 
Magraw C, et al. Multimodal Analgesic Protocol 
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Types of Orofacial Pain

Nociceptive
■ Tissue Injury
■ Inflammation

Neuropathic
■ Primary lesion
■ Dysfunction of nervous 

system

Donaldson M. Compend Contin Educ Dent. 2017;38:334-335.
Goodchild JH, et al. Three Drug Classes Every Dentist Should Know, Western 
Books, 2015, Available from: Ebook library (Accessed May 2017)   

Acute Orofacial Pain Guidance Management
Anticipated 
Pain Level

Procedure Examples

Mild Simple extraction
Routine endodontics
Scaling/root planning
Gingivectomy
Frenectomy
Subgingival restorative procedures

Moderate Implant surgery
Surgical extraction
Quadrant periodontal flap surgery with bony recontouring
Surgical endodontics

Severe Partial or full bony impaction surgery
Complex implant or periodontal surgery

Hersh EV, et al. Compend Contin Educ Dent. 2011;32:22, 24-30

Acute Orofacial Pain Guidance Management
Pain Level Treatment Examples

Mild OTC/Rx ibuprofen, naproxen, ketoprofen
PRN

Ibuprofen 200-400 mg PO every 4-6 
hours PRN

Mild-to-Moderate Ibuprofen 400 mg to 600 mg every 4-6 
hours for first 48-72 hours prn

Ibuprofen 400-600 mg PO every 6 hours 
x 24 hours, then every 4-6 hours PRN

Moderate-to-
Severe

- Rx dose NSAID administered prior to 
procedure or immediately afterward

- Administer a longer acting local 
anesthetic 0.5% bupivacaine

- Post-op administration of Rx NSAID + 
APAP 650 mg for 48-72 hrs

Ibuprofen 600 mg + APAP 650 mg every 
6 hours x 24 hours, then every 4-6 hours 
PRN

“2-4-24 Regimen”

Severe Rx Opioid (3-day supply) + APAP combo
only if pain relief not achieved

Dionne RA, et al. Compend Contin Edu Dent. 2016; 37:372-379.
Donaldson M. Compend Contin Educ Dent. 2017;38:334-335.

(AVOID exceeding maximum doses!)

Number Needed to Treat/Benefit (NNT/TB)
Medication Dose NNT (for 50% pain relief over 4-6 hr)

Ibuprofen + APAP 400 mg/1000 mg 1.5

Ibuprofen + APAP 200 mg/500 mg 1.6

Oxycodone + APAP 10 mg/1000 mg 1.8

Ibuprofen 200 mg or 400 mg 2.1

Oxycodone + Ibuprofen 10 mg/400 mg 2.3

Celecoxib 400 mg 2.6

Naproxen 400 mg or 500 mg 2.7

Oxycodone + APAP 10 mg/650 mg 2.7

Acetaminophen 500 mg or 1000 mg 3.5

Tylenol #3 (Codeine + APAP) 60 mg/600 mg 3.9

Oxycodone 15 mg 4.6

Codeine 60 mg 12

Moore PA, et al. JADA 2018; 149:256-268.
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Why NSAIDS?

Goodchild JH, et al. Three Drug Classes Every Dentist Should Know, Western 
Books, 2015, Available from: Ebook library (Accessed May 2017)   

Arachidonic acid

COX-1 
“constitutive”

coxibs
NSAID

CardiovascularGI mucosa

Prostaglandins Prostaglandins

COX-I1 
“inducible”

Mediation of pain, 
inflammation, and feverKidney

Mehlisch DR, et al. ClinTher 2010;32(5):882-895

“When Two are Better than One”

Pre-emptive Analgesia Consideration
■ Glucocorticoid Mechanism - block upstream from arachidonic acid
– Dexamethasone 8 mg IM or IV

■ COX-2 selective NSAID
– Ameliorate the inflammatory response without causing increased 

bleeding/delayed wound healing
– May be preferred for patients on anticoagulants (warfarin, dabigatran, 

rivaroxaban, apixaban)

■ Long-acting local anesthesia/analgesia (0.5% bupivacaine with epinephrine)
– Third molar extraction
– Root canal treatment

■ Exparel (Liposomal Bupivacaine) 1.3% - post-surgical analgesia

AAOMS Opioid Prescribing White Paper 2017
Donaldson M. Compend Contin Educ Dent. 2017;38:334-335.

Nayyar MS, et al. Br J Oral Maxillofac Surg. 2006;44:501-3
Parirokh M, et al. J Endod. 2012;38:1035-9
Exparel. Lexi-comp 2011

NSAIDs:  When to Reduce/Avoid use
Pre-existing Medical 
Conditions

Possible Adverse Effects

Gastric ulcer Internal bleeding

Asthma Asthmatic attack

Diabetes Reduce effect of diabetic treatment

Gout Alternation in plasma urate levels

Concurrent ASA use (CV)

Hypertension Reduce hypotensive effect of beta-blockers if use prolonged > 3 
weeks
Decreased renal function in combination with diuretic or 
angiotensin-converting enzyme inhibitors (e.g. lisinopril, enalapril)

Heart Failure Fluid retention/edema 

Anticoagulation Increased risk of bleeding following surgery, potential for CV events

Influenza, varicella Reye syndrome in children
Dionne RA, et al. Compendium 2016; 37:372-379.
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Why Opioids?
■ Opioid drugs act in the brain stem

and peripheral receptors à
targeted actions plus adverse effects:

– mu: analgesia, respiratory 
depression, euphoria, GI motility, 
miosis

– delta: physical dependence

– kappa: analgesia, dysphoria, 
miosis

Evidence to Support Opioids?

■ Opioid-based analgesics are NOT anti-inflammatory, 
so not drugs of choice for the major categories of 
nociceptive orofacial pain

■ Reserved for small percentage of dental patients with 
severe, uncontrolled orofacial and postoperative pain

■ Best prescribed as combination product with clear 
instructions

Goodchild JH, et al. Three Drug Classes Every Dentist Should Know, Western 
Books, 2015, Available from: Ebook library (Accessed May 2017)   

Opioid Pain Medications

■ Opioids: Hydrocodone, oxycodone, codeine

■ Immediate release vs. Sustained/Controlled release

■ Recommend dosing in limited quantities and in combination

■ Examples:
– Hydrocodone-APAP (Norco® or Vicodin®) 5 mg-325 mg, 5 mg-300 mg
– Oxycodone-APAP (or Percocet®) 5 mg-325 mg, 10 mg-325 mg
– Codeine-APAP 30 mg-300 mg
– Off-market/Not recommended: Oxycodone-Aspirin, Propoxyphene-APAP 

(2010)

Dionne RA, et al. Compendium 2016; 37:372-379.

Avoid Range Instructions 
(i.e. 1-2 tablets Q4-6 hours)

Tapentadol (NUCYNTA®)
■ Found to be effective for post-op dental pain

■ Abuse is significantly less common and appealing than that of unimodal 
opioid agonists

■ Diversion of tapentadol is rare

■ Recommendations
– Reserved only for severe pain for those in which alternative 

treatment (non-opioids, opioid combinations) are ineffective, not 
tolerated, or otherwise inadequate)

– Cost $$$ ($128 for 20 tablets)

Kleinert R, et al. Anesth Analg. 2008;107:2048-2055.
Butler SF, et al. Pain Med. 2015;16:119-130. 
McNaughton EC, et al. Pain Med. 2015;16:131-140.
Dart RC, et al. Pain Med. 2016;17:1490-1496.
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What about Tramadol?

■ Centrally acting analgesic
– Weak opioid receptor action
– Norepinephrine and serotonin reuptake inhibition

■ Limited therapeutic advantage for managing acute 
postoperative pain as monotherapy

■ Efficacy (studied at doses of 50-100 mg)
– Similar to Codeine (at doses of 60 mg) monotherapy
– Less than opioid combination (Codeine + APAP)

Moore PA. JADA 1999;130:1075-1079
Mehlisch DR, JADA 2002;133:861-871

Newer Misuse:  Tramadol

■ Tramadol is a synthetic, centrally-acting analgesic binding to the mu 
opioid receptor, with inhibited reuptake of serotonin and 
norepinephrine.

■ Opioid-like and atypical withdrawal occurs following downward 
titration of the dose, or abrupt discontinuation.

■ Increased potential for Serotonin Syndrome:  “Triad of Trouble” =  
tramadol, trazodone, & SSRI or SNRI.

■ Remember:  100 mg = analgesia

200 mg = opiate-like euphoria/hallucinations
300 mg = seizures

Haynes A, et al. Trends in analgesic exposures reported to Texas Poison Centers following increased 
regulation of hydrocodone.  ClinToxicol.  2016; 54(5): 434-40.
Lasoff DR, et al.  Loperamide trends in abuse and misuse over 13 Years: 2002–2015. Pharmacother.
2017; 37: 249–253.

QUESTIONS?
Contact: kim.sanders@unc.edu


