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When used appropriately, opioid 
analgesic drugs can be used to treat pain 
effectively, but they have the potential 
for misuse, abuse or addiction.1 In recent 
years, the increase in the prescribing 
of opioids, particularly to manage 
chronic noncancer pain, has increased 
accessibility and likely contributed to 
the growing trend of nonmedical use, 
and nonfatal and fatal overdoses.2–7 
Researchers have estimated that 5 to 
23 percent of all prescription opioid 
doses dispensed are used nonmedically.8 
Although abuse of controlled-release 
opioids is problematic, the most frequently 
abused opioids are immediate-release 
(IR) opioids, particularly hydrocodone 
and oxycodone.9,10 Dentists prescribe 
12 percent of IR opioids in the United 
States, behind only family physicians, 
who prescribe 15 percent of IR opioids.11 
Since the abuse of opioids largely involves 
IR opioids, we assume that dentists are 
prescribing opioids that are being used 
nonmedically. 
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Unlike most drugs, for which 
beneficial and adverse effects occur in the 
intended patient, health consequences, 
including death, have been reported in 
unintended recipients of IR opioids, such 
as family members.12 Because adolescents 
are at particular risk, the National 
Institutes of Health’s National Institute 
on Drug Abuse convened a meeting 
in Rockville, Md., on Feb. 23, 2009, 
to examine how opioid prescribing in 
dental settings might contribute to opioid 
abuse among adolescents. This meeting 
highlighted the need for improved 
understanding of opioid 
prescribing practices in dental 
settings, including the amount 
that dentists typically prescribe, 
the amount that patients 
actually need for adequate pain 
relief and what patients do with 
unused medication. 

The motivation of those 
who give or share (that is, 
divert) their own prescription 
medications often appears to 
be to help a friend or family 
member with an apparent 
symptom of physical distress 
or pain, rather than trying to 
get the person “high.”13,14,15 
Nevertheless, prescription 
medication use for any purpose 
other than for what it was 
intended or by any person 
other than for whom it was 
intended by the prescriber is 
illegal and dangerous, although 
there is little recognition 
in the community that the 
sharing of prescription drugs 
is illegal and a type of drug 
diversion. People who receive 
prescription medications from 
nonclinical sources are unlikely 
to receive information about 
individualized dosing, possible 
contraindications, drug-drug interactions, 
drug-disease interactions, side effects, 
allergies or other warnings. 

All prescribers have a responsibility 
to minimize the potential for drug 
misuse and diversion while maintaining 
legitimate access to opioids for patients 
in need of such analgesic treatment.1 
To explore these and related issues, a 
steering committee of the Tufts Health 
Care Institute (THCI) Program on Opioid 
Risk Management, Boston, selected a 
panel of experts on opioid abuse and 

diversion from academia, professional 
organizations, industry, law enforcement 
and governmental agencies. The panelists 
participated in a meeting regarding the 
role of dentists in preventing opioid abuse 
held in Boston in March 2010. The THCI 
Program on Opioid Risk Management and 
the School of Dental Medicine at Tufts 
University, Boston, cohosted the meeting. 
Before the meeting, we conducted a 
survey regarding opioid prescribing 
practices in West Virginia. 

In this article, we report the findings 
from the March 2010 meeting, as well as 

the preliminary results from the survey 
conducted in West Virginia. In addition, 
we highlight opportunities for dentists 
to screen their patient populations for 
substance misuse. We also discuss 
prescribing practices, the need for patient 
education that focuses on the dangers of 
sharing prescription medications with 
family or friends, and properly storing 
or disposing of unused medication once 
the need for taking the medication has 
passed.15,16,17

DEFINITIONS RELATING TO 
NONMEDICAL USE OF OPIOIDS

The term “nonmedical use of 
prescription opioids” denotes a 
heterogeneous group of motivations that 
can involve self-treatment, sensation 
seeking or a combination of behaviors 
by people who misuse or abuse their 
own or another person’s controlled 
prescription medication.18,19,20 To avoid 
misunderstanding of the colloquial use 
of terms relating to nonmedical use 
of prescription opioids, professional 
associations and experts have defined 

these terms (Box 1).21,22,23 
Drug addiction is a complex 
disease that involves genetics, 
the environment and exposure 
to drugs that produce 
rewarding neuropsychological 
effects.24 Clinical experience 
suggests that patients who 
do not have the genetic 
vulnerability or live in an 
environment that predisposes 
them to substance abuse 
may be less likely to become 
addicted when exposed to 
opioids.25,26 Some people who 
do not appear to be at risk 
may develop addiction that is 
unmasked by exposure to an 
abusable medication; however, 
this is less likely to occur 
among older patients because 
most tendencies toward 
addiction will have been 
expressed previously.27

THE EXTENT OF 
NONMEDICAL 
PRESCRIPTION OPIOID USE

The authors of a number 
of studies have described the 
increase in nonmedical use 
of scheduled prescription 
opioids in the United States, 
particularly by adolescents 

and young adults.9,10,16 The Drug Abuse 
Warning Network is a public health 
surveillance system that is administered 
by the Substance Abuse and Mental 
Health Services Administration 
(SAMHSA), Rockville, Md. This network 
monitors drug-related emergency 
department visits.16 From 2004 to 2008, 
emergency department visits involving 
nonmedical opioid use increased 111 
percent. 

Results from the National Survey on 
Drug Use and Health (NSDUH), which 

BOX 1
Definitions of terms related to nonmedical use of opioids.*

ÂÂ 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

ÂÂ 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”)

ÂÂ 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

ÂÂ 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

ÂÂ 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

* Sources: Savage and colleagues21,22 and Katz and 
colleagues.23
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also is administered by SAMHSA, 
showed that in 2009, 8.7 percent of 
Americans aged 12 and older had used 
illicit drugs (that is, marijuana, cocaine, 
heroin, hallucinogens, inhalants or 
prescription-type psychotherapeutics 
used nonmedically) in the past month.9 
The NSDUH defined “nonmedical” 
use of psychotherapeutic drugs as use 
without a personal prescription or 
simply for the experience or feeling the 
drugs caused. Psychotherapeutic drugs 
include prescription-type 
pain relievers, tranquilizers, 
stimulants and sedatives. 
Survey results also showed that 
2.6 million people 12 years and 
older used psychotherapeutics 
nonmedically for the first time 
within the preceding year 
(approximately 7,000 initiates 
per day); 2.2 million of these 
people used pain relievers 
nonmedically for the first 
time. The average age at which 
pain relievers were first used 
nonmedically was 20 years. 

The Monitoring the Future 
(MTF) survey of students in 
the eighth, 10th and 12th grades 
asked whether the students 
had used psychotherapeutic 
drugs on their own (that is, 
“without a doctor telling you 
to take them”).10 The lifetime 
prevalence of prescription 
opioid misuse among 12th 
grade students in 2009 was 
13.2 percent. The authors of 
the MTF survey also reported 
that the past-year prevalence of 
nonmedical use of hydrocodone 
with acetaminophen among 
students in the eighth, 10th and 
12th grades was 2.5 percent, 
8.1 percent and 9.7 percent, 
respectively. 
SOURCES OF MISUSED 
PRESCRIPTION OPIOIDS

The main sources for obtaining 
prescription drugs that are used 
nonmedically are family members and 
friends or by having them prescribed 
for therapeutic use.9,10 In the MTF study, 
students’ most common sources of 
misused prescription opioids were given 
for free by a friend or relative, bought 
from a friend or family member, or left 
over from their own prescription provided 
for a legitimate medical problem.10 The 

results of the NSDUH survey showed 
that among people 12 years and older in 
2008 and 2009 who used pain relievers 
nonmedically in the preceding year, 55.3 
percent got the drugs they most recently 
reported using from a friend or family 
member for free, 9.9 percent bought them 
from a friend or family member, 5.0 
percent took them from a friend or family 
member without asking, 17.6 percent 
got them through a prescription from 
one prescriber (in contrast to obtaining 

prescriptions from multiple prescribers), 
and 4.8 percent got pain relievers from 
a drug dealer or stranger.9 Among those 
who reported getting the pain reliever 
from a friend or family member for free, 
80 percent reported that the friend or 
family member had obtained the drugs 
from one prescriber. Moreover, the 
results of a 2008 study in Utah showed 
that 72 percent of respondents who 
were prescribed an opioid had leftover 

medication, and 71 percent of those with 
leftover medication kept it.28

THE ROLE OF DENTISTS
Appropriate prescribing practices and 

patient education. 
ADA current policies contains two 

statements that relate to the prescribing 
of opioids: Statement on the Use of 
Opioids in the Treatment of Dental Pain 
(Box 2)33 and Statement on Provision 
of Dental Treatment for Patients With 
Substance Use Disorders.34 However, 

although policy statements are 
important to dentistry, none 
provide guidance for addressing 
the public health threat posed 
by unused medications as 
a mechanism of drug use 
initiation.

Available data and peer-
reviewed recommendations 
suggest that clinicians prescribe 
no more than the number of 
doses needed based on the 
usual duration of pain severe 
enough to require opioids 
for that condition.30,35,36,37 For 
example, after dental implant 
surgery, the typical dosing 
period for hydrocodone with 
acetaminophen was between 
two and three days,38 although 
there must be some flexibility 
in the number of days, as some 
patients legitimately will need 
analgesics for seven days or 
more. In addition, the results of 
another study showed that 24 
percent of patients reported that 
they still were taking analgesics 
10 days after the removal of 
four third molars.31

Overprescribing occurs 
when prescriptions are written 
in quantities that might 
be needed for any treated 
patient, even one having 
unexpectedly severe and 
prolonged postoperative pain.29 

For example, oral and maxillofacial 
surgeons in the United States reported 
that they prescribed hydrocodone with 
acetaminophen in quantities of up to 10 
to 20 doses after third-molar extractions. 
In our opinion, good clinical practice 
would suggest that prescribing quantities 
expected to last more than a few days 
actually may be harmful. Prolonged 
severe pain after surgery most often is an 
indication of poor healing or infection. 

BOX 2
American Dental Association Statement on the Use of 
Opioids in the Treatment of Dental Pain.*

ÂÂ The ADA encourages continuing education about the 
appropriate use of opioid pain medications in order 
to promote both responsible prescribing practices 
and limit instances of abuse and diversion

ÂÂ Dentists who prescribe opioids for treatment of 
dental pain are encouraged to be mindful of and 
have respect for their inherent abuse potential

ÂÂ Dentists who prescribe opioids for treatment of 
dental pain are also encouraged to periodically 
review their compliance with Drug Enforcement 
Administration recommendations and regulations

ÂÂ Dentists are encouraged to recognize their 
responsibility for ensuring that prescription pain 
medications are available to the patients who need 
them, for preventing these drugs from becoming 
a source of harm or abuse and for understanding 
the special issues in pain management for patients 
already opiate dependent

ÂÂ 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 nondental purposes

ÂÂ Appropriate education in addictive disease and pain 
management should be provided as part of the core 
curriculum at all dental schools

* Source: American Dental Association.33
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In these circumstances, an immediate 
visit to the practitioner’s office may be 
a better course of action than continued 
consumption of pain medications. The 
practitioner can assess the patient’s 
healing and make determinations 
regarding additional treatment and pain 
management. 

Alternative strategies for limiting 
postoperative pain include administering 
prophylactic NSAID analgesics (that 
is, ibuprofen 400–600 milligrams 
preoperatively) and the long-acting 
local anesthetic bupivacaine to provide 
prolonged analgesia.39,40,41,42 In addition, 
full therapeutic doses of peripherally 
acting analgesic agents, such as ibuprofen 
and naproxen, were as effective as opioids 
for many patients who underwent dental 
impaction surgery that caused moderate 
to severe pain.43 Moreover, these patients 
typically took NSAIDs for between four 
and six days. Therefore, there is evidence 
that nonopioid analgesic agents should 
be considered the first line of therapy 
for the routine management of acute 
postoperative dental-related pain.35,36,37,44

Ultimately, dentists have an 
opportunity at every visit to counsel 
patients to not share medications and to 
dispose of unused medication once the 
condition has resolved.28 The Office of 
National Drug Control Policy’s guidelines 
for the disposal of prescription drugs 
instructs patients not to flush prescription 
drugs down the toilet or drain unless 
the label or accompanying patient 
information specifically instructs them to 
do so.45 Patients should take advantage of 
community prescription drug take-back 
programs, which are growing in number.46 
A list of some local programs is available 
at The Drug Take-Back Network’s Web 
site.47 If such programs are not available, 
patients can access an online U.S. Food 
and Drug Administration–maintained list 
of medicines recommended for flushing.48 
SMARXT DISPOSAL, a partnership 
among the U.S. Fish and Wildlife Service, 
the American Pharmacists Association 
and the Pharmaceutical Research and 
Manufacturers of America, provides 
consumers with guidance on the proper 
disposal of unused or expired medications 
and raises awareness about the potential 
environmental effects of improperly 
disposing of medications.49

Screening for substance abuse. 
Because dentists frequently develop 

long-term relationships with patients, 

they are in a unique position to assist in 
national public health efforts to screen for 
substance abuse and help affected patients 
access available resources.50,51 In our 
experience, dentists often do not inquire 
further about current or past substance 
abuse. Although brief interventions 
might improve outcomes for emerging 
substance abuse disorders,27,50 dentists 
may be unsure about how to respond to an 
affirmative answer and have no obvious 
financial incentive to take the time to ask 
questions about substance abuse. 

In our opinion, dentists have an 
ethical obligation to not only refuse to 
prescribe opioids for patients who they 
suspect may be substance abusers but 
also to discuss sensitively their concerns 
with these patients and offer referrals for 
intervention.55,56,57 For example, the ADA’s 
guide on talking with patients about drug 
use has an example of a brief intervention 
that can be used to encourage a patient to 
seek treatment for suspected substance 
use: 

“I’m concerned you could be getting in 
over your head with your drug use. Here’s 
the name of a person at a treatment center. 
I’d suggest you go talk with them and see 
if they can help you.” It helps to have a 
name and if you know a little about what 
the patient could expect. For example, 
“Someone there should be able to see you 
in the next 24 hours. … They’ll help you 
find a place you can afford.”51

In addition, we suggest that dentists 
encourage office personnel to be 
observant of and alert the dentist to 
questionable patient behaviors, demeanor 
or symptoms.58,59,60 Patients often express 
their concerns to staff members more 
readily than to the dentist, so an educated, 
empathetic and nonjudgmental dental 
team can be key in identifying substance 
use problems.58 Dental hygienists, 
who often spend the most time with 
patients, could integrate screening into 
their practice, with dentists interpreting 
and discussing the results privately 
with patients when necessary. There 
are several standardized screening 
instruments from which to select that 
are based on patient demographics and 
dentist and staff preferences.50 Dentists 
should consider developing a referral 
protocol for substance abuse treatment for 
patients they have identified as being in 
need of treatment and collaborate with the 
patients’ primary care physicians.55,61,62,63 
This action is consistent with the 

American Dental Association Principles 
of Ethics and Code of Professional 
Conduct, which states that “dentists 
shall be obliged to seek consultation, if 
possible, whenever the welfare of patients 
will be safeguarded or advanced by using 
those who have special skills, knowledge 
and experience.”64 Dentists can identify 
community treatment resources for 
patients by asking local emergency 
department staff or searching for local 
resources online (for example, by using 
SAMHSA’s substance abuse treatment 
facility locator65). 

Another reason for dentists to screen 
patients for substance use disorders is 
that it is responsible clinical practice to 
know what other drugs, including alcohol, 
a patient is taking to prevent drug-drug 
interactions and possible overdoses.27,34,63 
In addition, the use of alcohol and 
drugs is predictive of failure to adhere 
to a clinical regimen.27 Asking patients 
about substance use and raising it as a 
health issue can help dentists develop 
treatment plans for these patients who can 
have multiple diagnoses of medical and 
psychiatric problems and have special 
needs.27,55

 DENTISTS’ RESPONSIBILITIES WHEN 
PRESCRIBING OPIOIDS FOR DENTAL-
RELATED PAIN

Dentists should be mindful of the 
inherent abuse potential of opioids, as 
well as understand and comply with 
federal and state regulations regarding the 
legitimate prescribing and administration 
of controlled substances.33 The ADA 
Statement on the Use of Opioids in the 
Treatment of Dental Pain33 encourages 
dentists to obtain continuing education 
that promotes responsible prescribing 
practices to ensure that opioids are 
available to the patients who need 
them and to limit instances of abuse 
and diversion. Some state boards of 
registration in dentistry have developed 
advisory statements regarding pain 
management in dentistry. For example, 
the Massachusetts Board of Registration 
in Dentistry states: 

The dentist is also responsible 
and accountable for acquiring and 
maintaining the knowledge, skills 
and abilities necessary to practice in 
accordance with accepted standards 
of care for pain management. Such 
competencies may be obtained through 
basic, graduate or continuing education 
programs, as appropriate to the dentist’s 



12

T
D

A
 

♦
 

S
E

P
T

E
M

B
E

R
 

2
0

1
1

scope of practice. These competencies 
include, but are not limited to, knowledge 
of the current federal and state laws 
and regulations for the prescription, 
dispensing, administration and 
destruction of controlled substances, 
and current evidence-
based guidelines developed 
by nationally recognized 
professional organizations 
in the assessment and 
management of pain.70

SAFEGUARDING THE 
DENTAL PRACTICE

The national media 
have noted that dentists are 
among the prescribers from 
whom substance users seek 
prescription opioids to abuse 
through “doctor shopping,” the 
intentional practice of using 
multiple prescribers solely 
for the purpose of obtaining 
multiple prescriptions for 
controlled drugs.71 Dentists 
generally should not prescribe 
drugs without first examining 
and evaluating the patient and 
documenting the patient’s 
condition in his or her dental 
record.72 For example, in cases 
of obviously chronic pathology 
(for example, decay), dentists 
should consider prescribing 
opioids only after performing 
an actual procedure. Dentists 
also can become familiar 
with other methods that drug 
addicts may use to obtain 
prescription drugs such as 
contacting the dentist by 
phone after regular office 
hours or during weekends, 
demanding immediate action, 
not following through with 
preventive recall visits or 
rescheduling appointments, 
claiming to be from out of 
town, requesting early refills of 
“lost” or “stolen” medications, 
or claiming to be allergic to 
all drugs except controlled 
substances.55,59,63 Requesting 
a driver’s license or another 
photo identification from new 
patients can help determine whether 
the patient has traveled a significant 
distance, in which case they should 
be queried regarding why they chose 
your office.17 Dentists should consider 

checking references for out-of-town 
patients, schedule an in-office visit, and—
if deemed prudent—prescribe only a 
minimum amount of medication.55,63

There are a number of considerations 
clinicians should make when prescribing 

opioids to all dental patients (Box 3). 
Although these considerations are covered 
in greater detail elsewhere,17,59,60,61,73 they 
can help prescribers not only become 
more proactive in helping mitigate the 

unintentional initiation of opioid use by 
adolescents but also facilitate recovery in 
patients who report a drug abuse problem 
and detect and manage prescription drug 
seekers and drug addicts who are not in 
recovery. 

In many states, prescribers 
can query prescription 
monitoring programs 
(PMPs), which are statewide 
electronic databases of data 
about controlled substances 
dispensed. Dentists can use 
these databases to validate 
patients’ reports of current 
use and history of prescribed 
controlled substances.72,74,75,76 
Forty-three states have PMP 
legislation that is enacted; 
34 databases were active and 
operational as of February 
2011.74 (A list of contact 
information and additional 
related information for state 
PMPs are maintained by 
the Alliance of States with 
Prescription Monitoring 
Programs74 and the National 
Alliance for Model State Drug 
Laws.75) PMPs, however, are 
not always used. The PMP 
in Maine provides data about 
prescribing and dispensing in 
its database to prescribers and 
dispensers who are registered as 
data requestors. As of August 
2010, however, only 18 percent 
of eligible dentists in Maine 
had registered (the average 
registration rate among all 
prescribers was 35 percent).77

CONCLUSIONS
In April 2011, the Obama 

administration released a 
comprehensive action plan 
to address how to respond to 
America’s prescription drug 
abuse crisis.78 This prescription 
drug abuse prevention plan 
includes action in four major 
areas to reduce prescription 
drug abuse: education, 
monitoring, proper disposal 
and enforcement. Although we 
do not address every aspect 

of substance abuse and misuse that can 
challenge a dentist, we address a number 
of points that dentists should consider. 
For example, having more valid and 
reliable prescriber and patient education 

BOX 3
Considerations to make when prescribing opioids to dental 
patients.

ÂÂ Be familiar with and consider evidence-based 
recommendations for the treatment of acute pain, 
including guidelines or suggestions for prescribing to 
patients with or without suspected substance abuse 
problems

ÂÂ If available, use prescription monitoring programs to 
verify drug-use history

ÂÂ Do not prescribe controlled drugs to patients you do 
not know, especially when the office is closed and 
there are few options available for seeing the patient

ÂÂ Be suspicious of patients who ask for specific drugs 
or report that their medication was “lost,” “stolen” or 
“dropped into the sink”

ÂÂ Discuss with your patients and determine whether 
they actually need an opioid for their pain and how 
likely they are to use the quantity you prescribe; 
if they do not need it, do not write it or write for 
smaller quantities with a limited number of refills if 
needed

ÂÂ Secure (that is, lock up) all prescription pads when 
not in use

ÂÂ Write out the quantity of doses on the prescription 
and indicate “No Refills” unless you are sure that the 
patient will require a specific number of refills

ÂÂ Consider that if you have received a referral from 
another dentist that the patient may already have 
been prescribed an analgesic (whether nonsteroidal 
anti-inflammatory drugs or opioids)

ÂÂ Advise all patients that if they do not destroy their 
remaining doses, they should properly secure any 
remaining medication

ÂÂ For patients who acknowledge a substance use 
disorder, if opioids must be prescribed, ask if a 
responsible family member will safeguard and 
dispense the medication when needed to manage 
pain

ÂÂ Discuss the patient’s substance use history with 
his or her primary care physician or with another 
practitioner when referring the patient for 
specialized dental surgery
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than currently exists is a fundamental 
step in beginning to address the issues 
raised in this article. These issues include 
becoming more knowledgeable about the 
prevalence and health consequences of 
substance abuse, incorporating substance 
abuse screening into routine practice, 
being aware of signs and symptoms of 
substance use disorders and developing a 
referral network of community services 
for the evaluation and treatment of 
substance abuse. We also suggest that 
dentists consider establishing office 
policies that can help prevent or mitigate 
the diversion of opioids. In addition, 
reviewing current peer-reviewed 
recommendations35,36,37 for the treatment 
of dental-related pain is essential. Finally, 
the appropriate use of opioids requires 
dentists to follow responsible and tailored 
prescribing practices to provide adequate 
pain control while limiting opportunities 
for abuse and diversion. Legitimate and 
successful pain control by means of opioid 
use must remain available to all patients 
who need it. While there are a number of 
areas requiring further research, dentists 
can take steps now to observe suggested 
guidelines, regulations and laws to 
minimize drug abuse and diversion of 
prescribed controlled substances. 

King Pharmaceuticals (now part of Pfizer, 
New York City) provided funding for editorial 
services that were used in the writing of this 
article. King Pharmaceuticals manufactures 
Embeda, an opioid agonist formulated to 
prevent abuse. 

The views and opinions expressed in this 
report are those of the authors and should 
not be construed to represent the views of the 
National Institute on Drug Abuse or any of the 
sponsoring organizations or agencies or the 
U.S. government. 
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Date:			    (Credit is granted, upon successful completion of the exam, in the year materials are read and the exam submitted.)
  TDA Member Dentist: $25.00	   Hygienist: $25.00		    Registered Assistant: $25.00		    Non-Member Dentist: $40.00

Name:															             

If dentist, ADA ID Number:							        District:						    

Address: 												                                                 

City/State/Zip:														            

Daytime Phone Number :	     (	        )											         
Enclosed is my fee of $		   payable to TDA, via check #			 

-or- 	 Process:	      Mastercard	   Visa 	 for $		

Name as it appears on the card:												          

Card #:										          Exp. Date:					   

Three-digit CVV2 Code (on back for the card following the card number):								      

Signature of Cardholder:												                        

You will be notified by mail of your score and credit award.  That certificate should be retained in your continuing education file. For TDA member 
dentists, ACE program credits will automatically be recorded. 

1.	 Circle the correct answer on the exam and complete the form below;
2.	 Mail, along with your check or credit card payment, to: Tennessee Dental Association, 660 Bakers Bridge Ave., Suite 300, Franklin, TN 37067 

or fax to (615) 628-0214, prior to January 31, 2012. 

1.	 Dentists prescribe what percentage of 
IR opioids in the U.S.:
a.	 20% 
b.	10% 
c.	 12% 
d.	18%

2.	 The use of a medication prescribed for a 
medical purpose other than as directed 
or as indicated is defined as:
a.	 Addiction	
b.	Misuse
c.	 Physical dependence
d.	Tolerance

3.	 The percentage of prescription opioid 
misuse among 12th grade students in 
2009 was:
a.	 6%
b.	13.2%
c.	 18% 
d.	19.5% 

4.	 The results of the NSDUH survey 
showed that among people 12 years 
and  older in 2008 and 2009 who used 
pain relievers non medically, most got 
the drugs from:
a.	 Friend or family member
b.	 Internet
c.	 Drug dealer
d.	Physician

5.	 The ADA statement on the use of 
opioids in the treatment of dental pain 
includes: 
a.	 There is no potential abuse for long-

acting opioids
b.	Generic medications are just as 

effective as brand name drugs

c.	 Steriods should be used with opioids
d.	Appropriate education in addictive 

disease and pain management 
should be provided as part of the 
core curriculum at all dental schools

6.	 Dentist should be mindful of the 
inherent abuse potential of opioids, as 
well as:
a.	 Comply with federal and state 

regulations
b.	The ADA Statement on the Use of 

Opioids
c.	 State boards of registration 

advisory statements regarding pain 
management in dentistry

d.	All of the above

7.	 The practice of using multiple 
prescribers soley for the purpose of 
obtaining multiple prescriptions for 
controlled drugs is knows as:
a.	 Second opinions
b.	Doctor shopping	
c.	 Misuse 
d.	Addiction

8.	 Prolonged severe pain after surgery 
most often is an indication of:
a.	 Improper amount of pain 

medications prescribed
b.	Poor healing
c.	 Infection
d.	Both B and C are correct

9.	 For patients who acknowledge a 
substance use disorder, opioids:
a.	 Should never be prescribed
b.	Should be given only in long-acting 

doses

c.	 Should be given in increase dosage 
due to tolerance

d.	Should be given to a responsible 
family member who will safeguard 
and dispense the medication when 
needed to manage pain

10.	 Prescription monitoring programs are 
statewide electronic databases about:
a.	 Family history of the dentist
b.	Controlled substances dispensed 
c.	 Access patient’s financial history
d.	None of the above

11.	 There is evidence that nonopioid 
analgesic agents should be considered 
the first line of therapy for the routine 
management of acute postoperative 
dental-related pain
a.	 True
b.	False

12.	 A primary, chronic, neurobiological 
disease, with genetic, psychosocial 
and environmental factors influencing 
its development and manifestations, 
is characterized by behaviors that 
include impaired control over drug use,             
compulsive use, continued use despite 
harm and craving or a combination of 
these is defined as:
a.	 Abuse
b.	Tolerance
c.	 Addiction
d.	Physical Dependence

Exam for 2011 Chemical Dependency CE Article

The website for the prescription 
monitoring data base is https://
prescriptionmonitoring.state.tn.us


