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Synopsis/Introduction

• Guidelines for prescribing analgesic medication 

with consideration for effective postoperative 

pain control,

• minimizing potential adverse reactions,

• managing side effects,

• patient safety, 

• public safety, 

• environmental concerns and proper disposal of 

unused medications.  
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Objectives/Outline

1. Basic awareness of the problems of abuse, addiction and 

diversion. 

2. Review the World Health Organization “analgesic ladder,” a 

stepwise approach to treating mild to severe pain.

3. Protocols for management of Post-Operative pain.

4. An understanding of the opioid pharmacology  

5. Review of non-opioid analgesic pharmacology

6. FDA guidelines for proper drug disposal.

7. Review the NM Pain Relief Act and NMAC 16.5.57. and 

Awareness of state and federal regulations for the prescription 

of controlled substances.

8. Management of the major opioid adverse drug reactions and 

allergic reactions. 
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Sources

• Centers for Disease Control and 
Prevention   www.cdc.gov

• US FDA   www.fda.gov
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NMDJ Articles

• Current concepts in postoperative pain 
management:

– Part I: Regulations and drug disposal: Fall

– Part II: Clinical methodology: Spring

– Part III:  Managing Opioid Side Effects: Winter

– www.nmdental.org
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American Dental Association

• The Journal of the American Dental 
Association (July 1, 2011) 142, 800-810© 
July 1, 2011 American Dental Association

Prevention of prescription opioid 
abuse. The role of the dentist. Richard 
C. Denisco, MD, MPH, et.al.  
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• AAOMS-White Paper

http://www.aaoms.org/docs/govt_affairs/ad
vocacy/prescription_drug_abuse_prevention
.pdf

• American Medical Association

www.ama-assn.org/ama/pub//physician-
resources/pain-management.page
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PCSS-O: Prescribers’ Clinical 
Support System for Opioid 

Therapies
• www.pcss-o.org

• Pain Management CME course and will 
make it available to all physicians. 
Additionally.

• AMA is developing 12 free webinars on 
topics related to responsible opioid 
prescribing.
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Electronic Resources
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Basic awareness of the problems of 

abuse, addiction and diversion.

• In April 2011, the Obama administration 
released a comprehensive action plan to 
address how to respond to America’s 
prescription drug abuse crisis.

• Four major elements:

– Education

– Monitoring

– Proper disposal 

– Enforcement
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Prescription drug abuse 

epidemic.

• It is estimated that 2.7% of all individuals 
in the United States are prescription drug 
abusers:

• only 17.3% of these individuals, or 0.47%
of the total population, received their 
drugs from prescribers. Diversion

• Substance Abuse and Mental Health Services Administration, Results from the 2010 National Survey on Drug Use 
and Health: Summary of National Findings, NSDUH Series H-41, HHS Publication No. (SMA) 11-4658. Rockville, 
MD: Substance Abuse and Mental Health Services Administration, 2011.  
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Diversion

• Prescription medication use for any 
purpose other than for what it was 
intended 

• 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.  
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Slide 16 
National Survey on Drug Use 

and Health 
• 55.3%: got the drugs they most recently reported using 

from a friend or family member for free

• 9.9%: bought them from a friend or family member

• 5.0%: took them from a friend or family member 
without asking

• 17.6%: got them through a prescription from a provider

• 4.8%: got pain relievers from a drug dealer or stranger
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• 5% of patients report that they used their 
entire opioid Rx post op.

– The vast majority keep the unused Rx

• 23% of the unused opioid Rx is used for 
non-medical reasons!

• Most frequently abused opioids are 
immediate-release (IR) opioids, particularly 
hydrocodone and oxycodone
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From Treatment to Diversion

• Unused medication may be misused, 

given to someone else, stolen, or sold

• Doctor Shopping: 

– Visiting numerous health care providers

– Obtain opioid RX

– Support drug addiction

– Engage in illicit sale

• Dentists prescribe 12% of IR opioids in 
the United States    
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Definitions related to non-

medical use of Opioids

• Misuse

• Abuse

• Addiction

• Physical dependence

• Tolerance
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Misuse:

Willful use of medication other than as 
directed by HCP
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Abuse:

Use of an illegal drug or the intentional self 
administration of a medication for the 

purpose of altering one’s state of 
consciousness
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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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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, decreased blood level 

of the drug or administration of the 
antagonist.
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Tolerance:

A state of adaptation in which exposure to a 
drug induces changes that result in a 

diminution of one ore more of the drug’s 
effects across time.

• **ESRD
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patients

• 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.

– Some people who do not appear to be at risk 
may develop addiction that is unmasked by 
exposure to opioids.
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Rx Abuse

• Teenagers now abuse prescription drugs more than any 
other illegal drug except for marijuana, and the majority 
of teens who abuse these drugs get them for free, 
usually from friends and relatives and often without their 
knowledge. 

• Substance Abuse Epidemiology Profile, prescription 
drugs are the most common drugs causing unintentional 
overdose death rate; methadone, oxycodone, morphine; 
(49%), heroin (36%), cocaine (31%), 
tranquilizers/muscle relaxants (29%) and 
antidepressants (16%).

 

 



Slide 28 
“Pharming” Parties

• Get-togethers 
where prescription 
drugs are 
exchanged and 
randomly 
ingested, in order 
to become 
intoxicated.
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11% of Kids aged 12-17 have 
used non-prescribed narcotics.

%
Easy to get from parents’ medicine cabinet 62
Are available everywhere 52
They are not illegal drugs 51
Easy to get through other people’s Rxs 50
Teens can claim they have a prescription if caught 49
They are cheap 43
Safer to use than illegal drugs 35
Less shame attached to using 33
Easy to buy over Internet 32
Parents don’t care as much if you get caught 21

(Partnership for a Drug-Free America, 2005 Partnership Attitude Tracking Study)
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2008
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NM Rx Monitoring Program 

(June 12-2012)

• Registration for practitioners with DEA 
numbers use the secure site: https://pmp-
web.rld.state.nm.us

• Relevant New regulations: 

– Phone in Rx: Limited to 10 day supply and no 
refills

– Narcotic Rx will not be refilled until 75% of 
days have passed since the Rx was filled.
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OSU 
2009-2013 
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TITLE 16 OCCUPATIONAL AND PROFESSIONAL LICENSING
CHAPTER 5 DENTISTRY (DENTISTS, DENTAL HYGIENESTS, ETC.)
PART 57 MANAGEMENT OF PAIN WITH CONTROLLED 

SUBSTANCES

REVISION DATE:  

http://www.nmcpr.state.nm.us/nmac/parts/title16/16.005.0057.ht
m  

Revised July 17, 2013 which 
included some minor revisions 
affecting the Prescription monitoring 
program as well as CE required for 
the dental practitioner.   
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• 16.5.57.2  SCOPE:  All New Mexico dental 

board licenses who hold a federal drug 
enforcement administration registration

• 16.4.57.4  DURATION:  Permanent

• 16.5.57.6  OBJECTIVE:  Controlled 
substances as well as other drugs used to 
treat pain should be prescribed in 
adequate doses and for the appropriate 
length of time after a thorough dental 
evaluation has been completed

 

Ensures all practitioners prescribing 
opioid medications practice safe 
prescribing methods 
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• 16.5.57.8  GUIDELINES:  

– Treatment of pain with controlled substances 
is a legitimate dental practice when 
accomplished in the usual course of 
professional practice

– Prescribing or dispensing controlled 
substances to meet the individual needs to be 
in compliance with the following

• Practitioner must complete a dental examination

• Employ screening tools in the assessment of pain, 
potential substance abuse, co-existing medical 
conditions and presence of indications or 
contraindications  
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• Written treatment plan shall be developed and 
tailored to the patient’s individual needs

• Practitioner shall discuss risks and benefits and 
document

• Practitioner shall maintain complete and accurate 
records of care and drugs prescribed

• Management of patients requiring chronic pain 
control require review at least every 6 months and 
proper consultations obtained

• Practitioner is not required to prescribe pain 
medication if suspected abuse
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– Board will evaluate quality of care on the 

following basis

• Appropriate diagnosis and evaluation

• Indications

• Documentation

• Follow up with appropriate continuity of care

– Over and under prescribing utilizing the same 
standards

– Practitioner will be considered in compliance 
and not subject to discipline if the above 
requirements are met

 

Documentation is the key 
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• 16.5.57.10  PRESCRIPTION MONITORING 

PROGRAM (PMP) REQUIREMENTS:  

– Dentist who holds a federal DEA registration 
and a New Mexico controlled substance 
registration shall register with the board of 
pharmacy

– PMP report shall be obtained when one of the 
following exists

• Prescription period of controlled substance >10 
days

• Continuous use of opioids in established patients 
shall be requested a minimum of every 6 months

 

Currently it is the responsibility of 
the pharmacist to track prescription 
drugs except for the following 
conditions.   
Outside of the initial 10 days of 
requesting a PMP report an 
additional report, chart review and 
appropriate consultations requested 
at least every six months 
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• 16.5.57.11  PAIN MANAGEMENT 

CONTINUING EDUCATION:  All New 
Mexico dentists who hold a federal DEA 
registration
– Immediately effective July 17,2013 and no 

later than June 30, 2014 all board licensees 
shall complete no less than three CE hours in 
appropriate courses
• Review of rule 16.5.57

• Pharmacology

• Risks of controlled substances

• Awareness of abuse, addiction and diversion

• Awareness of state and federal regulations

 

Courses:  Pharmacology, Risks of 
controlled substances, Awareness 
of abuse, addiction and diversion, 
Awareness of state and federal 
regulations, Pain management, 
Review of rule 16.5.57 
Will discuss all with the exception of 
federal regulations 
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– Triennial requirements:  Beginning with the 

July 1, 2014 triennial renewal date, three 
continuing education hours must be 
completed in pain management

• The 3 CE hours completed prior to July 1, 2014 
may be included in either the triennial cycle in 
which those hours are completed or the triennial 
cycle immediately thereafter

– New licensees:  Shall complete three CE hours 
in pain management during the first year of 
licensure

 

New licensees fall under the same 
triennial requirements and may 
include CE hours in the next 
triennial cycle. 
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Point out medical facility 
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Regarding Opiate Prescribing 2005 Feb;29(2):206-12.
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1. 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.
2. Dentists who prescribe opioids for treatment of dental pain are encouraged 
to be mindful of and have respect for their inherent abuse potential.
3. Dentists who prescribe opioids for treatment of dental pain are also 
encouraged to periodically review their compliance with Drug Enforcement 
Administration recommendations and regulations.
4. 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.
5. 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.
6. Appropriate education in addictive disease and pain management should be 
provided as part of the core curriculum at all dental schools.

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

As healthcare providers and lawful 
prescribers of prescription drugs, we 
know that, when used properly under 

medical supervision, prescription 
opiates enable individuals with acute 
and chronic pain to lead productive 

lives and to recover more comfortably 
from medical procedures.
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Focus on Dentistry

• Dentists prescribe 12 percent of IR opioids 
in the United States 
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Focus on Dentistry:

• 5,542 practicing oral and maxillofacial 
surgeons in the United States in 2006 at 
that time, equaled an estimated 3.5 
million third-molar extractions per year, 
not including those performed by general 
dental practitioners. Consequently, up to 
approximately 3.5 million people with an 
average age of 20 years may be exposed 
to opioids in dentistry.
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ADA Recommendation

Dentists Role in the Public Health Effort

• 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.
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ADA Recommendation:

Dentists Role in the Public Health Effort

• Screening for substance abuse as part of office HQR

• 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.

• 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.”
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Prescribers’ Clinical Support 
System for Opioid Therapies

• Phone app. Available for iPhone and 
Android, and on the web covers 
information on:

• Opioid management, side effects. 

• Clinical tools for assessing level of pain
Depression, and risk of opioid abuse

• website version  of PCSS-O app go to:
www.safeopioids.org.               
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Review the World Health 

Organization “analgesic ladder,” a 

stepwise approach to treating mild to 

severe pain.

Protocols for treatment of Post-

Operative pain.
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Pre-emptive Analgesia

• The first aspect that improves postoperative 
pain control is pre-emptive analgesia.

• a therapeutic technique whereby an analgesic is 
administered before a painful stimulus.

• Many studies have elucidated the validity of pre-
emptive analgesia and the resultant decreased 
need for opioid analgesics and fewer 
complications from these medications are 
sustained during the perioperative period.
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PO Pre-emptive Analgesia 

Protocol

• Motrin 600-800mg 

– 1-2 hours PO pre-op

• Block pain receptors

• Inhibit the release of chemical mediators of pain

• Maximum analgesic dose 400mg

• Maximum anti-inflammatory dose 800mg

– 3rd consecutive dose has anti-inflammatory effect
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IV Pre-emptive Analgesia 

Protocol

• ketorolac (Toradol®) 30mg

• Tramadol 100mg IV 
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Glucocorticoids

• The second method is the use of 
glucocorticoids; they are effective agents 
for controlling both acute and chronic 
inflammation by interfering with multiple 
signaling pathways involved in the 
inflammatory response.

• When used in combination with nonselective 
(cyclooxygenase 1 and 2 inhibitors) NSAIDS like 
ketorolac, there is a measurable decrease in 
prostaglandin E2 (PGE2) and thromboxane 
B2 (TxB2) immunoassay at the surgical site
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Glucocorticoid Protocol

• IV-Dexamethasone 4-8mg

• PO-Dexamethasone 10mg 

• most commonly used preoperatively for 
glucocorticoid mediated anti-inflammatory 
effects.
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Local Anesthetics

• The third aspect that improves 
postoperative pain control is the use of 
long acting local anesthetics by delaying 
the onset of pain. 

• Peripheral afferent neuronal barrage from 
tissue injury produces central nervous 
system hyperexcitability which may 
contribute to increased postoperative pain.  
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Pre-emptive analgesia: Local

• In a study by Gordon et al, patients given 
.5% bupivacaine preoperatively, self-
administered fewer codeine tablets for 
unrelieved pain over 24–48 hours 
postoperatively.

• Therefore, blockade of nociceptive input 
by administration of a long-acting local 
anesthetic decreases the development of 
central hyperexcitability, resulting in less 
pain and analgesic intake.
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Drug Onset Maximum 

Dose

(with 

Epinephrine)

Duration

(with 

Epinephrine)

Lidocaine Rapid 4.5 mg/kg (7 

mg/kg)

120 min (240 

min)

Mepivacaine Rapid 5 mg/kg (7 

mg/kg)

180 min (360 

min)

Bupivacaine Slow 2.5 mg/kg (3 

mg/kg)

4 hours (8 h)

Procaine Slow 8 mg/kg (10 

mg/kg)

45 min (90 

min)

Chloroprocaine Rapid 10 mg/kg (15 

mg/kg)

30 min (90 

min)

Etidocaine Rapid 2.5 mg/kg (4 

mg/kg)

4 hours (8 h)

Prilocaine Medium 5 mg/kg (7.5 

mg/kg)

90 min (360 

min)

Tetracaine Slow 1.5 mg/kg (2.5 

mg/kg)

3 hours (10 h)
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Infection/inflammation

• pKa = the pH at which 50% of the LA is 
unionized and 50% is ionized.

• Physiologic pH 7.4

• LA pKa 7.5-8.9 i.e. favor a basic environment 

• The more acidic environment the higher % of 
ionized LA, therefore unable to cross the nerve 
sheath.

• The lower the pKa of the LA the more unionized
LA available to cross the nerve sheath.
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Mepivicaine 3% (Carbocaine)

• Use in the presence of infection 
(pH) at the site of anesthetic 
injection

• Has the lowest pKa of all Local 
anesthetics
– Therefore; higher concentration of 

unionized anesthetic in a low pH 
environment.
Unionized (lipophillic) anesthetic 

crosses the nerve sheath

Ionized form blocks nerve 
conduction
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Local Anesthetic Pharmacology

• Lipophillic part of molecule

– Essential for its ability to permeate fatty 
tissue, cross lipid nerve sheath.

• Hydrophillic part of molecule

– Essential for its ability to block nerve 
conduction once it is within the nerve sheath. 
Blocks sodium channels. 

Bupivacaine
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Local Anesthetic Buffering Systems

“The Onpharma system buffers 
anesthetic cartridges toward physiologic 
pH before injection resulting in faster 
onset and a more comfortable and 
profound injection”
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measures to address post-

operative sequela.

• Pre-operative 1 minute Peridex (.12% 
chlorhexidine) can effectively reduce rate 
of post operative bacterial induced 
inflammation/infection.

• Prophylactic pre-operative dose of 
antibiotic for patients who are going to 
receive post-operative antibiotic therapy.
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Post-Operative Pain Control:

HCP goal

For patients to use the least amount of pain 
medication for the shortest period of time 
while achieving maximum pain control and 

comfort. 
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WHO “Analgesic Ladder”

A stepwise approach to treating mild to 
severe pain. Specifically:

– Nonopioid agents should be used for mild 
pain.

– Opioids formulated with non-opioids should 
be used for mild-to-moderate pain. 

– Severe pain should be addressed with opioids

• PCA
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• Non-opioid analgesic agents should be considered the first 
line of therapy for the routine management of acute 
postoperative dental-related pain.

• Immediate release opioid analgesics should be used as 
second line analgesic therapy. That is if the patient 
experiences breakthrough pain with the non-opioid regimen. 
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Instructions to patient

• Use the prescribed medication as directed for pain.  It is 
recommended your first dose of pain medication be 
taken before the anesthetic wears off to help control 
post-operative discomfort more effectively.  To avoid 
nausea, do not take pain medication on an empty 
stomach.

• Inform patient/family that postoperative pain swelling on 
average peak on the third post-operative day and taper 
off by the 5th post-op day. Address pain management 
accordingly.

 

 



Slide 70 
WHO Analgesic Ladder

The following is safe and effective pain control method:

• Alternate between over the counter Tylenol (325 
or 500mg) and Ibuprofen (200-600mg).  Take 
the medications 3-4 hours apart as needed for 
pain. 
• The maximum daily healthy adult dose of Tylenol is 4000mg*

• The maximum daily healthy adult dose of Ibuprofen is 3200mg

* Max dose of APAP is 3000mg OTC and 
4000mg under HCP supervision.

 

 

Slide 71 
WHO Analgesic Ladder

The following is safe and effective pain control method:

• Take the prescribed narcotic medication:

– (Tylenol #3, Norco, Lortab, Percocet) every as 
directed for pain not controlled as above.

– Please note that the narcotic formulations have 325-500mg of 
Tylenol/APAP. 

• Norco: Hydrocodone formulation with 325mg 
APAP
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Important Safety Tips 1/2

• Never take an opioid pain reliever unless it is 
prescribed for you.

• Always take opioids as directed. Do not take 
more opioid or take it more often than is 
prescribed for you.

• Do not use opioids with alcohol or other drugs 
unless approved by your prescriber.

• Protect and lock up your opioids in a safe place 
at all times, and properly dispose of leftover 
medicine.
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Important Safety Tips (cont)

• Never share opioids with another person; 
it is illegal and very dangerous.

• Be prepared for opioid emergencies. Know 
signs of trouble and what to do.

• Always read instructions that come with 
your opioid prescription. Contact your 
prescriber or pharmacist with any 
questions.
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Herbal Medications
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• Arnica Montana

• Arnica flowers have 
been used for reducing 
the swelling and pain 
of bruises, sprains, 
muscle/joint problems, 
and insect bites.

• 30c PO

• Gel or cream topical
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Traumeel

• Ant-inflammatory 
analgesic.

• Compound with 
arnica.
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Probiotics

• To assist in the restoration and 
maintenance of the normal physiological 
and bacterial flora of the oral and 
intestinal tracts. 

• Used in the prevention and treatment of: 

– post-antibiotic stomatitis and microbial 
diarrheas

– aphthous and herpetic stomatitis. 
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Prebiotics and Probiotics

• Prebiotics are non-digestible 
carbohydrates that act as food for 
probiotics. Prebiotics are found in 
whole grains, bananas, onions, garlic, 
honey and artichokes. 

• Probiotics (Yeast and live bacteria)

– Yeast not killed by antibiotics

– Are found in foods such as yogurt

– Bacid: Lactobacillus acidophilus

• 2 capsules 2-4x daily

– Florastor: saccharomyces boulardii
lyo

• 1 capsule BID for one week

• Prevention or Treatment
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            Prescription                                                                                       Strength          Quan.       Refills 

1 ℞  Motrin 

Take one tab q6-8
0 
PRN pain 

 

600mg 
 

20 
 

1 

2 ℞  Norco (hydrocodone/APAP) 

Take one tab every 4-6 hours as needed for pain 

 

5/325mg 

 

10 
 

1 

3 ℞  Penicillin 

Take one tablet every 6 hours until gone 

 

500mg 

 

20 
 

 

       Generic Drug May be Substituted per patient request 

 

_____________________________________________________BC4024852____D.D.S 

 

 

You may also use the following over the counter medications: 

Bacid probiotic:     to capsules/tablets BID while taking the antibiotic to help 

promote a digestive system while taking antibiotics. . (or any other probiotic) 

Arnica cream:    apply to the skin over the surgical site 3-4x daily (do not 

apply intraorally). Helps reduce postoperative bruising and swelling. 

 

Sample prescription
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Break time!!!!
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Analgesics
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Analgesic Ceiling Effect 

• Refers to the dose beyond which there is 
no additional analgesic effect.

• Higher doses do not provide any 
additional pain relief but may increase the 
likelihood of side effects. 
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Skoglund and Coworkers

• found that analgesic ceiling effect of:

– APAP was reached at 1000 mg.

– Ibuprofen analgesic ceiling is only 400mg for 
a single dose to a ceiling of 1200 mg per day.

– There is no true analgesic ceiling effect for 
opioids.
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An understanding of 

the pharmacology and 

addictive risks of 

opioids. 
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• Maximum recommended dose

– Codeine 60mg

– Hydrocodone 10mg

– Oxycodone 10mg

• Pure opioids
– Dilaudid 2mg q4-6 hours

– OxyContin 10mg BID

• Liquid formulations available:
– Codeine, hydrocodone, oxycodone
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Hydrocodone DEA Review

• Senate subcommittee to review 
consideration to move Hydrocodone from 
a schedule 3 to schedule 2.

• Implications:

– No call in refills or new Rx
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Hydrocodone

• Is used for relief of moderate to 
moderately severe pain. Also used for the 
symptomatic relief of nonproductive 
cough, alone or in combination with other 
antitussives or expectorants.

• a semisynthetic opiate agonist and 
hydrogenated ketone derivative, is similar 
to other phenanthrene derivatives, such as 
codeine.
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Mechanism of Action

• Opiate agonists exert their principal 
pharmacologic effect at specific receptor 
binding sites in the CNS and other tissues.

• Opiate agonists act at several sites within 
the CNS involving several systems of 
neurotransmitters to produce analgesia.
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Subtypes of Opiate Receptors

• mu receptor: localized in pain modulating 
regions of the CNS

• kappa receptor: localized in the deep 
layers of the cerebral cortex

• delta receptor: localized in the limbic 
regions of the CNS.

• sigma receptor: thought to mediate the 
dysphoric and psychotomimetic effects of 
some opiate partial agonists. 

 

 



Slide 91 
Mechanism of Action

• Opiate agonists do not alter the threshold 
or responsiveness of afferent nerve
endings to noxious stimuli nor the 
conduction of impulses along peripheral 
nerves. 

• Instead, they alter the perception of pain 
at the spinal cord and higher levels in the 
CNS and the person's emotional response 
to pain.
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Mechanism of Action

• Opioids decrease intracellular cAMP by 
inhibiting adenylate cyclase. Subsequently, 
inhibit the release of nociceptive 
neurotransmitters such as substance P, 
GABA, dopamine, acetylcholine, and 
noradrenaline.
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Metabolism

• It is metabolized in the liver and also in 
intestinal mucosa.
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Oxycodone

• Is a semisynthetic derivative of codeine 
that acts as a narcotic analgesic more 
potent and addicting than codeine.

• Used for the treatment of diarrhea, 
pulmonary edema and for the relief of 
moderate to moderately severe pain.
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Mechanism of Action

• Oxycodone acts as a weak agonist at mu, 
kappa, and delta opioid receptors within 
the central nervous system. Mechanism of 
action similar to hydrocodone as described 
above.

• It is metabolized in the liver. 
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Norco

• Norco is a formulation of hydrocodone 
with 325mg of APAP compared with the 
standard hydrocodone formulation with 
500mg APAP. 

• If taken at the lower end of the 
recommended interval (6-8 hours) the 
maximum consumed in a 24 hour period 
will be 1950mg well below the 4000mg 
maximum daily dose.  
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Norco 

• This approach will also allow patients to 
take four additional doses of APAP 325-
500mg whilst keeping below the 4g 
maximum daily recommended APAP dose.

• This methodology will allow for margin for 
error in the event the patient inadvertently 
or on their own volition take more than 
the prescribed doses.
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SSRI (Selective Serotonin Reuptake 
Inhibitors) interaction with narcotics

• CNS neurotransmitter (5-HT)
– GI tract: GI motility
– Platelets: vasoconstriction

• Paxil , Prozac, Zoloft, Celexa, 
Lexapro ®
– Decrease effectiveness of 

narcotics
– Prevent breakdown of oral 

narcotics (codeine, 
hydrocodone, oxycodone) to 
Morphine, their active form

– May cause difficulty with pain 
control

• Bruxism, tinnitus, paresthesia  
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Morphine

• Consider Morphine
• Morphine PCA
• Morphine sulphate (immediate release)

– 10-30MG po every 3-4 hours for acute pain

• MS Contin (timed release)
15 to 30 mg every 8-12 hours for chronic pain
do not cut/crush/chew

 

 



Slide 100 
FDA Advisory: Codeine 

administration in children.

• Children >5years old

– May be as high as 10%

• Rapid metabolism of codeine in the liver to 
morphine by cytochrome P450.

• Narcotic OD
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Opioid Overdose

• respiratory depression 

• somnolence progressing to stupor or coma 

• skeletal muscle flaccidity 

• cold and clammy skin 

• constricted pupils

• bradycardia, hypotension, and death
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Naloxone Hydrochloride

• Is a competitive antagonist of opioids. 

• It acts by preventing or reversing the:

– respiratory depression

– sedation hypotension 

– psychotomimetic and dysphoric effects of 
opioids.

• Dosage: .4mg IVP and repeat as 
necessary
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Review of Non-Opioid 

analgesics
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NSAID’s

 

 



Slide 106 
NSAID’s

• Reduce pain, fever and swelling.

• Types

– Non-selective COX-1 & COX-2 inhibitors

– Selective COX-2 inhibitors
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NSAID’s

• Inhibit synthesis of Prostaglandins
– Analgesic, Antipyretic, Anti-inflammatory
– Side effects attributed to same mechanism

• COX 2 Derived effects (desirable)
– Inflammation 
– Analgesia
– Renal function

• COX 1 Derived effects (responsible for ADR,s)
– GI Mucosal barrier disruption
– Platelet aggregation
– Renal function
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Non-selective COX inhibitors

• ASA

• Ibuprofen (Motrin, Advil)

• Naproxen (Aleve, 
Naprosyn)

• Piroxicam (Feldene)

• Ketorolac (Toradol)
• Diclofenac (Voltaren, Cataflam)

• Diclofenac (Voltaren, 
Cataflam)

• Nabumetone (Relafen)

• Etodolac (Lodine)

• Diclofenac (dolobid)

• Flurbiprofen (Ansaid

• Proxicam (Feldene)

• Indomethacin (Indosin)

• ...
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Selective COX-2 Inhibitors

• Selective:

– Celecoxib (Celebrex), 
**Black box warning

– Atherothrombosis

– 2x MI increase

• Give lowest dose for 
shortest amount of 
time.
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Selective COX-2 Inhibitors

• Why did Merck 
withdrawing VIOXX? 

• There was an 
increased risk for 
cardiovascular (CV) 
events, such as heart 
attack and stroke

• True with ALL NSAID’s
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Ibuprofen

• Is nonsteroidal anti-inflammatory drug 
(NSAID), with:

– analgesic

– anti-inflammatory 

– antipyretic properties.
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Mechanism of Action

• Ibuprofen is thought to act through 
inhibition of prostaglandin synthesis
involved in mediating inflammation, pain 
and fever  

• Ibuprofen is a non-selective inhibitor of 
cyclooxygenase, an enzyme involved in 
prostaglandin synthesis via the arachidonic 
acid pathway in peripheral tissues .
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Mechanism of Action

• Antipyretic effects may be due to action 
on the hypothalamus, resulting in an 
increased peripheral blood flow, 
vasodilation, and subsequent heat 
dissipation.
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MA/Metabolism

• Ibuprofen is rapidly metabolized in the 
kidney and eliminated in the urine.
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Ibuprofen/Motrin/Advil…

• Formulations

– OTC 200mg

– Rx 400-800mg

• Motrin 600mg PO q6-8

– Recommend reduced dose to avoid toxicity

– Maximum daily adult dose: 3200mg

• Maximum analgesic dose 400mg

• Maximum anti-inflammatory dose 800mg

– 3rd consecutive dose has anti-inflammatory effect
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Motrin regimen

• Consider ibuprofen 600mg q6-8mg. If 
taken at the lower end of the 
recommended interval (4-6hours) the 
maximum consumed in a 24 hour period 
will be 2400mg, well below the 3200mg 
maximum daily dose. Conversely, by 
prescribing ibuprofen 800mg, if taken 
every 6 hours the maximum daily dose will 
be realized each day.
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Ketorolac (Toradol)

• 30mg IM/IV for first dose

• Continue 10mg PO q4-6 hours for 
moderate to severe pain and discontinue 
after 5 days.

– Risk CV complications: MI and Stroke

• Maximum dose: 40mg/day

• Avoid:
• Over 65 years old

• Renal disease
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• Central opioid agonist

• Is clinically effective in the treatment of moderate to 
moderately severe pain with a relative low addiction 
potential.

• tramadol produces analgesia against multiple pain 
conditions:

– such as postsurgical pain

– obstetric pain

– terminal cancer pain 

– pain of coronary origin 
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Mechanism of Action

• It acts at opioid receptors and also seems 
to modify transmission of pain impulses by 
inhibition of monoamine reuptake.

• has a moderate affinity for the opioid μ 
receptors, and inhibits serotonin reuptake.

• Metabolized in the liver
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Ultram (Tramadol)

• Adult dosing

– 50 (to100)mg PO q4-6h PRN pain

• Precautions

– Maximum daily dose:

• Healthy adult 400mg/day

• Renal disease 200mg/day

• Hepatic disease 100mg/day

– Taper dose to discontinue

– Avoid with:

• Acetaminophen

• pregnancy, lactation, children

• DOC for History of opioid abuse
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Acetylsalicylic acid 

• It is the prototypical analgesic used in the 
treatment of mild to moderate pain. 

• Acetylsalicylic acid is an analgesic, 
antipyretic, antirheumatic, and anti-
inflammatory agent.

• Inhibits platelet aggregation and is used in 
the prevention of arterial and venous 
thrombosis.
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ASA

Acetylsalicylic acid 

• Produces analgesia by virtue of both a 
peripheral and CNS effect (although the 
CNS mode of action is not known).

• Acts on the hypothalamus to produce 
antipyresis; heat dissipation is increased 
as a result of vasodilation and increased 
peripheral blood flow.
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Mechanism of Action

• irreversibly inhibits the activity of both 
types of cyclooxygenase (COX-1 and COX-
2) to decrease the formation of precursors 
of prostaglandins and thromboxanes from 
arachidonic acid. 

• This makes acetylsalicylic acid different 
from other NSAIDS which are reversible 
inhibitors. 
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Metabolism

• Acetylsalicylic acid is rapidly hydrolyzed 
primarily in the liver to salicylic acid, which 
is conjugated with glycine (forming 
salicyluric acid) and glucuronic acid and 
excreted largely in the urine.
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Anticoagulant effects

• Irreversible acetylation renders 
cyclooxygenase inactive, thereby 
preventing the formation of the 
aggregating agent thromboxane A2 in 
platelets. Since platelets lack the ability to 
synthesize new proteins, the anticoagulant 
effects persist for the life of the exposed 
platelets (7-10 days). 
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NSAID’s

COX inhibitors

• Arachidonic Acid   Prostaglandins

 

Leukotrienes COX 1 & 2

– Leukotriene accumulation mediates allergic 
type reaction: rash, etc
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NSAID’s & Coumadin

• Avoid because of GI effects

– Occult bleeding

• Not because of antiplatelet effects which 
are beneficial for patients that require 
anticoagulation for DVT, A-FIB, Heart 
valve replacement.
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NSAID’s & Lithium

•  Lithium excretion in the Kidney

•  Lithium plasma levels 

• Lithium has a very low therapeutic index

•  incidence of Lithium toxicity due to 
renal excretion
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Other NSAID Concerns

• Fetal ductus arteriosus

• Renal failure

• Gastric bypass/Band

•  serum levels:

– Tegretol

– Digoxin
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acetyl-p-aminophenol (APAP)

• Analgesic and antipyretic

• Relief of Headaches

• Lacks anti-inflammatory efficacy 

• no effects on platelet function, kidney 
function or irritate the stomach lining

• Unlike opioid analgesics, acetaminophen does 
not cause euphoria or alter mood in any way. 

• Acetaminophen has the benefit of being 
completely free of problems with addiction, 
dependence, tolerance and withdrawal.

 

 



Slide 133 
Acetaminophen

acetyl-p-aminophenol (APAP)

• Maximum analgesic dose of APAP 
1000mg

• Immediate release:

–325 & 500mg 

–80mg chewable

• Extended release:

–650mg
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Mechanism of Action

• Acetaminophen is thought to act primarily 
in the CNS, increasing the pain threshold 
by inhibiting both isoforms of 
cyclooxygenase, COX-1, COX-2, and COX-3 
enzymes involved in prostaglandin 
synthesis. (at the level of the CNS)

• Unlike NSAIDs, acetaminophen does not 
inhibit cyclooxygenase in peripheral tissues 
and, thus, has no peripheral anti-
inflammatory affects.
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Mechanism of Action

• The antipyretic properties of 
acetaminophen are likely due to direct 
effects on the heat-regulating centers of 
the hypothalamus resulting in peripheral 
vasodilation, sweating and hence heat 
dissipation.

• Approximately 90 to 95% of a dose is 
conjugated in the liver with glucuronic 
acid and sulfuric acid

 

 



Slide 136 
FDA Mandated Reformulation

• This action will limit the amount of 
acetaminophen in these products to 325 
mg per tablet, capsule, or other dosage 
unit.

• OTC products containing acetaminophen 
(e.g., Tylenol) are not affected by this 
action.
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FDA Mandated Reformulation

• The new OTC dosing instructions will 
lower the maximum daily dose for single-
ingredient Extra Strength TYLENOL® 
(acetaminophen) products sold in the U.S. 
from 8 pills per day (4000 mg) to 6 pills 
per day (3000 mg). 

• The maximum daily dose for combinations 
of acetaminophen and opioids will remain 
at 4000mg/day (under HCP supervision).
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Narcotic formulated with APAP

• Specify dose of APAP:
– Hydrocodone 325, 500, 650, 750mg

– Oxycodone 325mg 

• Beware of APAP toxicity with hydrocodone 
formulated with 650-750mg of APAP

• Alternatives:

– Oxycodone with 325mg ASA

– Hydrocodone with 200mg Ibuprofen
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APAP toxicity 

Symptoms

• Abdominal pain

• Appetite loss

• Coma

• Convulsions

• Diarrhea

• Irritability

• Jaundice

• Nausea

• Sweating

• Upset stomach

• Vomiting

• Hepatotoxicity with 
doses greater than 
4g/day.
– acetaminophen 

toxicity is the most 
common cause of 
hepatic failure 
requiring liver 
transplantation in US.
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Treatment of APAP toxicity

• Rocky Mountain Poison and Drug Center 
1-800-525-6115

• IV N-acetylcysteine

– When used early in the course of treatment 
reduces morbidity and virtually eliminates 
mortality with APAP OD.
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APAP/NSAID’s 

• Alternate APAP with NSAID’s

• Dosing: q3-4 hours

• Advantages

– Liver metabolism

– Kidney metabolism

– Avoid toxicity with excessive dosing

• APAP 4g/day

• Motrin 3200mg/day
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Alternating therapy

• By alternating acetaminophen and NSAID 
you can realize the analgesic benefits of 
each while keeping well below the 
maximum daily doses of each
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allergic and chemically 

dependent patient:

• With an 8.7% rate of current illicit drug 
use among people 12 years and 
older, dentists can expect to encounter 
patients who use illicit drugs.
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Chemically dependent 

categories

• Patients with histories of substance abuse 
include those who are in drug-free.

• Those who are in recovery with adjuvant 
pharmacotherapy for relapse prevention 
(that is, receiving methadone or 
buprenorphine) 

• Those who have active disease.
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Protocol

• Dentists should consult with these 
patients’ primary care physicians or 
substance abuse treatment centers to 
carefully plan an analgesic regimen
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narcotic 

ADR/allergy/Dependence

• NSAID’s and ASA

– Selective

– Non-selective

• APAP

• Ultram

• Ketorolac (Toradol) black box warning

 

 



Slide 148 
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Pregnant Patients
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Pregnancy 

• The period in which the human embryo is 
most vulnerable to teratogenic insults is 
between 18 – 20 days in the first 
trimester. (N-A cleft formation)

• Second trimester: all essential internal and 
external structures develop.

• Third trimester: fetal inability to metabolize toxic 
agents.
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Pregnancy and Lactation

• All drugs used during pregnancy should be 
for a specific indication and for the 
shortest duration possible.
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FDA Pregnancy Drug Categories

• Category A
Adequate and well-controlled human studies have failed to demonstrate a risk to the fetus in the first 
trimester of pregnancy (and there is no evidence of risk in later trimesters).

• Category B
Animal reproduction studies have failed to demonstrate a risk to the fetus and there are no adequate and 
well controlled studies in pregnant women.

• Category C
Animal reproduction studies have shown an adverse effect on the fetus and there are no adequate and 
well-controlled studies in humans, but potential benefits may warrant use of the drug in pregnant women 
despite potential risks.

• Category D
There is positive evidence of human fetal risk based on adverse reaction data from investigational or 
marketing experience or studies in humans, but potential benefits may warrant use of the drug in 
pregnant women despite potential risks.

• Category X
Studies in animals or humans have demonstrated fetal abnormalities and/or there is positive evidence of 
human fetal risk based on adverse reaction data from investigational or marketing experience, and the 
risks involved in use of the drug in pregnant women clearly outweigh potential benefits.
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Pregnancy and Lactation

• Analgesic DOC: Tylenol (B): liver

– Avoid ASA (class D) fetal bleeding

– Avoid NSAID’s (class B): PDA closure

– Codeine: considered safe in small doses  

• Antibiotic DOC: 

– Class B: PCN, erythromycin, cephalosporin, 
clindamycin

– Class D: TCN
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Pregnancy and Lactation

• Local anesthetics: generally safe

• Recommendation: 
Class B: lidocaine, prilocaine, etidocaine

Class C: mepivicaine, Bupivicaine

Use minimum epinephrine concentrations

– Epinephrine: Placenta artery constriction with 
intravascular injection

– All LA’s cross placenta to a small degree
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Management of Adverse 
Opioid Side Effects
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Common Opioid Side Effects

• Nausea and Vomiting

• Allergic Reaction / Anaphylaxis 

• Constipation

• Sedation and Psychomotor Disturbances

• Hiccups

 

The most common side effects of 
opioid usage are constipation and 
nausea.  Constipation is the most 
frequent and occurs in 40-95% of 
patients.  These 2 side effects can 
be difficult to manage and frequently 
tolerance does not develop which is 
especially true for constipation.  The 
severity may require opioid 
discontinuation or under-dosing and 
inadequate analgesia. 
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Nausea and Vomiting

• Occurs in approximately 
25% patients treated with 
opioids

• Usually transient however, 
treatment should be made 
available if substantial

• Gradual increase of opioid 
vs. high opioid doses may 
reduce nausea and 
vomiting by interaction 
with mu receptors

 

Nausea is defined as a subjective 
unpleasant sensation in the 
stomach and the back of the throat 
associated with flushing, 
tachycardia, sweating, increased 
salivation and an inclination to 
vomit. 
This is usually transient and usually 
tolerance will develop 
Gradual increase may develop 
tolerance to N/V.  Also, literature 
supporting high dosage of opioid 
initially may in fact decrease N/V. 
My experience, weaker opioids have 
increased incidence of N/V and 
have been successful prescribing 
Lortab 7.5/500mg for post-op 
discomfort for procedures such as 
extraction of 3rd molars.  However, 
inconsistent with prescribing opioids 
at the lowest dose possible.  Still 
able to prescribe percocet if 
inadequate pain control 
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Nausea and Vomiting

• Mechanisms

– Stimulating the 
medullary 
chemoreceptor 
trigger zone

– Gastric stasis

– Enhancing 
vestibular 
sensitivity

 

Noxious stimuli (in this case 
chemotherapy), serotonin release 
within the GI tract, impulses 
travelling to the chemoreceptor 
trigger in the medulla releasing 
neurotransmitters (dopamine, 
Serotonin/5HT3 receptors), effecting 
the vomiting center within the area 
postrema (Serotonin/5HT3 
receptors, dopamine receptors).  
Causes increase salivation, 
pharyngeal, GI and abdominal 
contractions.   
Vestibular sensitivity – inner ear 
controlling balance and eye 
movement.  Sensitization may 
increase incidence of N/V due to 
motion (anticholinergic / 
antihistamine) 
A history of N/V should be obtained 
and treatment may be tailored to 
specific triggers such as motion 
induced N/V 
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Management Approaches

• Establish etiology and consider treatable 
causes

• Schedule antiemetics

– Cost considerations

– Side effect considerations

– Etiology considerations

• Adjustment of opioid dosage

• Switch to a different opioid

 

Treatable causes – constipation 
(discuss later) 
Ex.  Phenothiazines (compazine) 
less expensive than Serotonin 
antagonists (zofran) 
Ex.  Associated with motion 
(antihistamines or scopolamine), 
constipation (reglan) 
May be possible to start with a low 
dose until tolerance develops 
Patients may be more sensitive to 
one opioid compared to another 
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Nausea and Vomiting

• Prochlorperazine
(Compazine)
– Dopamine receptor 

antagonist (brain and GI 
tract via vagus nerve)

– Dosage 5-10mg PO q8h
– Dosage 25mg rectal q8h

• Caution
– Extrapyramidal 

symptoms

• Black Box Warning
– Children <2 yrs

 

Compazine is still widely used 
however has fallen out of favor due 
to side effects of extrapyramidal 
symptoms including dystonia and/or 
tardive dyskinesia  
Tardive dyskinesia:  Involuntary / 
coordinated movement of mouth, 
jaw, tongue as well as in limbs 
(pseudo-parkinson like).  Consistent 
with blocking of dopamine receptors 
Parkinsons – chronic progressive 
movement disorder due to a 
decrease of dopamine production 
(tremor, slow movement, stiffness of 
trunk/limbs (tx levodopa) 
Children (BB Warning) – respiratory 
depression 
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Nausea and Vomiting

• Promethazine (Phenergan)
– Anti-dopaminergic and 

antihistamanic effects

– Dosage 12.5-25mg PO/PR 
q4-6h

• Caution
– Sedation, confusion, 

disorientation

• Black Box
– IV administration can cause 

severe tissue injury

 

Blocks dopamine receptors 
(extrapyramidal symptoms) and H1-
receptor blocker 
Antihistamanic – may help with 
motion sickness 
Extrapyramidal symptoms PO very 
rare and less frequent than 
compazine 
Unique in that it potentially could 
treat both nausea caused by 
noxious stimuli as well as motion  
Black box – (IV) burning, gangrene 
or thrombophlebitis 
 
 



Slide 163 
Nausea and Vomiting

• Ondansetron (Zofran)
– Selective 5-HT3 receptor 

antagonist in periphery 
and CNS, primary effect 
in the GI tract

– Dosage 8mg po q8h
– Dosage 4mg IV (not to 

exceed 16mg)

• Warnings
– Avoid use in patients 

with congenital long QT 
syndrome

 

5-HT3 (serotonin receptor) 
Oral dissolving tablet placed under 
tongue and absorbed through oral 
mucosa.  Onset approximately 
30min 
Over 16mg associated with 
prolonged QT interval 
(predisposition to ventricular 
tachycardia and torsades de 
pointes) 
No effect on dopamine receptors 
therefore not associated with 
extrapyramidal effects 
In my practice…routinely use zofran 
IV and prescribe po if post operative 
N/V observed and/or anticipated.  
PO zofran may be dissolved under 
the tongue and therefore does not 
require to be swallowed and usually 
relieves nausea within 30 minutes 
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Nausea and Vomiting

• Scopolamine 
(Transderm Scop)
– May prevent motion-

induced N/V by blocking 
transmission of 
cholinergic impulse from 
vestibular nuclei to CNS

– Dosage 1.5mg patch 
q72h

• Warnings
– Sedation and dizziness

– Caution when operating 
motor vehicles

 

Mechanism not completely 
understood 
Vestibular system – help control 
balance and eye movement 
Placed in mastoid region – prevents 
cholinergic impulses to vestibular 
system 
Maximum effect first 24hrs of 
placement and dissipates over 
48hrs 
Most effective if taken at least 1hr 
prior to taking opioid medication 
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Recommendations

• History of N/V with opioid 
administration or sedation

– 1.5mg Transderm Scop
applied the evening prior to 
surgery

– 4mg IV Zofran post-op

• N/V with opioid 
administration

– 8mg po Zofran q8h

 

Sedative effect may actually aid in 
sleep especially proceeding a 
stressful procedure 
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Allergy and Anaphylaxis

• True immune mediated reactions related to 
opioid administration is very rare
– Allergic dermatitis (delayed hypersensitivity)

• Erythroderma, eczema, itching exudative vesicular 
eruptions

– Anaphylaxis / Anaphylactoid Reaction
• IgE mediated, immediate release of potent mediators 

• Initial symptoms dyspnea, wheezing, pruritus, flushing

• Untreated resulting in nausea, diarrhea, bronchospasm, 
hypotension and death

 

Itching typically is not a true allergy 
and is likely related to histamine 
release and may be easily treated 
with po benadryl 
Dermatitis – related to histamine 
release 
Erythroderma – redness and scaling 
of the skin 
Eczema – redeness, skin edema, 
recurring rashes 
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Mild Allergy

• Benadryl

– Histamine H1-receptor 
antagonist

– Dosage 50mg IM followed 
by 25-50mg PO q4h x 2 
days

• Warning

– Sedation and Drowsiness

• Consider consultation 
with a dermatologist
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Anaphylaxis / Anaphylactoid Reaction

• ACLS

• Epinephrine
– Dosage (1:1,000 solution) 

0.2-1mg SC q5-15min

– Autoinjector 0.3mg SC/IM 
q5-15 min

• Diphenhydramine
– Dosage 25-50mg IV/IM

• Hydrocortisone
– 100mg IV/IM

 

Epinephrine 
Alpha adrenergic – cardiac output, 
renal perfusion and BP (systemic 
vasoconstriction) 
Beta adrenergic – bronchial smooth 
muscle relaxation 
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Recommendations

 

Our office has simplified emergency 
kits prepared.  Spelled out very 
nicely so in a hectic emergency 
there is very little thinking that is 
required.   
Additional kits such as MI, angina, 
hypertension, hypotension, cardiac 
arrest 
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Constipation
• Occurs in 40-95% patients treated with opioids

• Opioids activate mu receptors in the GI tract 
responsible for motility and vascular distribution

– Decrease gut motility

– Decrease secretions

– Decrease blood flow

• Symptoms

– Incomplete evacuation

– Bloating and abdominal distention

– Increased gastric reflux

 

Similar to nausea however, even 
more unlikely to improve over time 
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Constipation

• Bulk laxatives

– Not absorbed from GI 
tract

• Mulitple brands 
available

– Dosage varies

 

Add bulk and water to stool 
Usually dosage is 1tablespoon in 
8oz water qday to TID 
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Constipation

• Stool Softeners

• Ex.  Docusate 
(Colace)

– Stool softener, 
incorporating water 
and fat into stool

– Dosage 50-100mg po
qday or divided q6h
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Constipation

• Stimulant Laxatives

• Ex.  Senna (Senokot)
• Irritates smooth muscle of intestines, 

increasing peristalsis

• Dosage 15-25mg PO qHS

 

Additional Ex:  Dulcolax 
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Constipation

• Osmotic Laxatives

• Ex.  Polyethylene glycol 
(MiraLAX)

– Causes water retention in the 
colon

– Dosage 1 TBSP in 8oz water qday

• Limited to 1wk duration of treatment

 

Electrolyte imbalance as well as 
colonic mucosal ulceration 
Additional Ex:  Lactulose 
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Transdermal Fentanyl?

• Narcotic agonist / analgesic

• Dosage 12.5-300mcg / hr

– 72 hour duration

• Dose requirement conversion
• 30-67mg Oxycodone = 25mcg/hr

patch

• Rationale – significant higher 
risk of developing constipation 
with oral opioids versus 
transdermal fentanyl

Staats PS, Markowitz J. Schein J.  Incidence of constipation associated with long-acting opioid 
therapy: a comparative study.  South Med J 2004;97:129-134  

Staats PS, Markowitz J. Schein J.  
Incidence of constipation associated 
with long-acting opioid therapy: a 
comparative study.  South Med J 
2004;97:129-134 
Avoids absorption in the gut and 
local effect of mu receptors 
Schedule II (same as percocet) 
Prescribing Recommendations – 
chonic opioid therapy > 1wk with 
requirements equal to or greater 
than 30mg (6 tablets) oxycodone / 
day.  Risk of severe respiratory 
depression. 
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Recommendations

• History of constipation with opioid therapy

– Metamucil 2.5-7.5g / 8oz water

– Maintain fluid intake and activity

• Constipation with opioid therapy

– Colace 50-100mg / day

– Sennokot 15-25mg / day

• Continued constipation

– MiraLAX 17g in 8oz water)

 

Algorithm:  bulk laxative, stool 
softener, stimulant, osmotic laxative 
Note:  Monotherapy with stool 
softeners for constipation is not 
recommended and ineffective  
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Sedation and Psychomotor 
Performance
• Sedation following opioid administration 

20-60%
– Commonly associated with initiation of opioid 

administration

– Patients advised to not operate vehicles / 
machinery following initial management with 
opioids
• Controversy exists whether patients should be 

allowed to drive following chronic / stable opioid 
administration

 

It is my opinion, most patients 
treated within the dental office are 
acute pain patients.  Definition of 
stable opioid administration varies 
and is usually after around a week 
of treatment.  It is my philosophy to 
advise against operating MV while 
taking opioids. 
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Sedation and Psychomotor 
Performance

• Population > 70yrs

– Increased risk due to decreased renal function

• Increase opioid and metabolite accumulation

– Considerations

• Downward dose adjustment

• Prolonging dosage interval

• Opioid sparing regimen

• Alternative medications
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Recommendations

• Tramadol (Ultram)

– Non-opioid derived synthetic opioid, may act by 
partially binding mu receptors

– Dosage 25-50mg po q4-6h prn pain

– Metabolized in liver and excreted in the kidneys

– Caution

• Selective serotonin reuptake inhibitors

• Trycyclic Antidepressants

 

SSRI’s – citalopram (Celexa), 
paroxetine (paxil), zoloft (fluoxetine), 
prozac (lexapro) 
Trycyclics – amitriptyline (Elavil), 
Nortriptyline (Pamelor) 
Serootonin syndrome – excess 
serotonin with cognitive (HA, 
confusion), autonomic (shivering, 
sweating, HTN), somatic 
(myoclonus or twitching, 
hyperreflexia, tremor) effect 
Elderly / renal impairment – 
decrease dosage / decrease dosing 
frequency 
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Hiccups

• Involuntary contraction of the diaphragm
– Inhibited by elevated PaCO2

• Causes
– Coughing

– Emotions

– Carbonated beverages, alcohol

– Drugs
• Opioids

• Dexamethasone

• General anesthetics

 

Usually only a nuisance but may 
become troubling and cause fatigue 
of the diaphragm and accessory 
respiratory muscles. 
Very seldom see hiccups resulting 
from opioids alone but is very 
common following general 
anesthesia 
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Treatment

• Initial treatment based on             
elevation of PaCO2

– Breath holding

– Breathing into paper bag

• Chlorpromazine (Thorazine)

– Antagonizes dopamine receptors in the 
brain

– Dosage 25-50mg PO tid as needed

– Only drug approved by FDA for treatment 
of hiccups

 

Mechanism not fully understood 
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Treatment goals

• Lowest opioid dosage possible to provide 
adequate analgesia

• Improve function and quality of life

– Complete pain relief is uncommon and cannot 
be considered a treatment goal

– Treatment of adverse opioid effects

• Opioid sparing regimen utilized when 
possible to achieve adequate analgesia

 

If pain is well controlled, small 
reductions in opioid, opioid sparing 
regimens or prolonging the opioid 
interval may resolve adverse effects 
while maintaining pain control. 
Opioid sparing – combination of 
common opioid/tylenol medications 
with scheduled NSAIDs to relieve 
pain 
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FDA guidelines for 

proper drug disposal 

and environmental 

concerns.

Consumer Updates at 
www.fda.gov/ForConsumers/ConsumerUpdates 
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DEA guidelines

• (1) If the person is a registrant, he/she shall list the controlled substance or substances which 
he/she desires to dispose of on DEA Form 41, and submit three copies of that form to the 
Special Agent in Charge in his/her area; or

• (2) If the person is not a registrant, he/she shall submit to the Special Agent in Charge a letter 
stating:

• (i) The name and address of the person;

• (ii) The name and quantity of each controlled substance to be disposed of;

• (iii) How the applicant obtained the substance, if known; and

• (iv) The name, address, and registration number, if known, of the person who possessed the 
controlled substances prior to the applicant, if known.

• (b) The Special Agent in Charge shall authorize and instruct the applicant to dispose of the 
controlled substance in one of the following manners:

• (1) By transfer to person registered under the Act and authorized to possess the substance;

• (2) By delivery to an agent of the Administration or to the nearest office of the Administration;

• (3) By destruction in the presence of an agent of the Administration or other authorized person; 
or

• (4) By such other means as the Special Agent in Charge may determine to assure that the 
substance does not become available to unauthorized persons.

 

 



Slide 186 

• The FDA encourage dentists and other 
HCP’s to incorporate practical safeguards 
when prescribing opioids, consistently 
educate patients about how to secure or 
dispose unused opioids properly. 
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Federal Narcotic Regulation 

• Secure and Responsible Drug Disposal Act 
of 2010.

– All prescribers have a responsibility to 
minimize the potential for drug misuse and 
diversion.
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• Follow any specific disposal instructions 
on the drug label or patient information 
that accompanies the medication:

– Do not flush prescription drugs down 
the toilet unless this information 
specifically instructs you to do so.

FDA Guidelines for Drug 
Disposal 
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• Take advantage of community drug take-

back programs that allow the public to 
bring unused drugs to a central location for 
proper disposal. 

– (see blue pages in phone book) to see if a 
take-back program is available in your 
community. 

– The Drug Enforcement Administration is 
sponsoring National Prescription Drug Take 
Back Days (www.deadiversion.usdoj.gov) 
throughout the United States. 
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Albuquerque drug disposal  

location

• Metropolitan Forensic Science 
Center, located at 5350 2nd St 
NW (behind the Gerald Cline Memorial 
Police Substation). Phone: (505) 823-4200 
Hours: Thursdays 9am-4pm.
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label and no take-back program is 
available in your area, throw the drugs in 
the household trash, but first: 

– Take them out of their original containers 

– mix them with an undesirable substance

• Such as used coffee grounds or kitty litter. 

• The medication will be less appealing to children 
and pets, and unrecognizable to people who may 
intentionally go through your trash. 

– Put them in a sealable bag, empty can, or 
other container to prevent the medication 
from leaking or breaking out of a garbage 
bag. 
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• Before throwing out a medicine container, 
scratch out all identifying information on 
the prescription label to make it 
unreadable. This will help protect your 
identity and the privacy of your personal 
health information. 

• When in doubt about proper disposal, talk 
to your pharmacist. 
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• Do not give medications to friends. 
Doctors prescribe drugs based on a 
person’s specific symptoms and medical 
history. A drug that works for you could 
be dangerous for someone else.

• Always dispose of unused opioid 
medications to avoid diversion.
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Postoperative instructions 
should advise the following

• General postoperative care instructions

• Recommendations for postoperative pain 
management

• Important medication safety tips

• Guidelines for drug disposal
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Conclusion

• Review current peer-reviewed 
recommendations for the treatment of 
dental-related pain. 

• Follow responsible and tailored prescribing 
practices to provide adequate pain control.

• Establishing office policies that can help 
prevent or mitigate opportunities for 
abuse and diversion. 
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ADA/HHS Charge

• Providing more patient education than 
currently exists is a fundamental step in 
beginning to address the issues.

• 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. 
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Conclusion

• Dentists can play a role in minimizing 
opioid abuse through patient education, 
careful patient assessment and referral for 
substance abuse treatment when 
indicated, and using tools such as 
prescription monitoring programs. 
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Questions?

Please complete evaluations to 
receive CEU certificate.

 

 

 


