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1Medical History, Physical Evaluation,  
and Risk Assessment

Lauren L. Patton, DDS

I. Background
The US and global population demographics 
are constantly changing, chronic diseases are 
becoming more prevalent, new medications are 
being developed and brought to the market, 
and new and reemerging infectious diseases are 
being identified. The average life expectancy in 
the USA increased from 70.0 years to 76.2 years 
for males and from 77.4 years to 81.0 years for 
females in the 30 years between 1980 and 2010.1 
With this increased life expectancy comes an 
increase in chronic medical conditions. Ameri-
cans’ use of prescription drugs has grown over 
the past half‐century due to many factors, with 

almost one‐half of the US population taking at 
least one prescription drug in the preceding 
month and 1 in 10 taking five or more drugs.1

More patients seeking oral health care have 
underlying medical conditions that may alter 
oral health status, treatment approaches, and 
outcomes. The challenges of medical history 
information gathering and risk assessment 
required for safe dental treatment planning and 
care delivery will be discussed and presented 
in a practical manner applicable to day‐to‐day 
needs of the general practice dentist. There are 
four key considerations that serve as a frame-
work for assessing and managing the risks of 
dental care used in this book, although addi-
tional considerations may be relevant for 
certain medical conditions. The key considera-
tions are impaired hemostasis, susceptibility 
to infections, drug actions/interactions, and 
ability to tolerate the stress of dental care. The 
potential for the dental practice to encounter 
different types of medical emergencies is related 
to the patient’s medical health, adequacy of 
management, and stress tolerance.

Abbreviations used in this chapter
ADA American Dental Association
ASA  American Society of 

Anesthesiologists
GERD gastroesophageal reflux disease
PS physical status
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ASA Physical Status Activity Characteristics/Treatment Risk Medical Examples

ASA PS 5
A moribund patient 
who is not expected 
to survive without the 
operation.

•	 Hospitalized patient in critical condition.
•	 Emergency dental care to elimi-

nate acute oral disease is pro-
vided only when deemed a com-
ponent of lifesaving surgery.

•	 Terminal illness often of acute 
onset.

ASA PS 6
A declared brain‐dead 
patient whose organs 
are being removed for 
donor purposes.

•	 Dental care not warranted. •	 Brain dead.

Source: Adapted from American Society of Anesthesiologists. Accessed 2014.2

percentage that is of higher ASA physical status 
(ASA 2–ASA 6) increases with increasing age.3 
By age 65, only 55% of adults remain healthy 
ASA 1. Medical conditions such as cardiovas-
cular disease and hypertension account for a 
high proportion of ASA 3 and ASA 4 patients.

Up to a third of dental patients who answer 
yes to “Are you in good health?” on verifica-
tion are found to be medically compromised.4 
In a survey of dental patients completing 
health history forms based on the ADA Health 
History Form available at the time, the diseases 
most inaccurately reported or omitted were 
blood disorders, cardiovascular disease, and 
diabetes.4 The authors concluded that using 
both a self-administered questionnaire and 
dialog on the health history might improve 
communication.

There are several physical signs or clues that 
indicate a patient who reports having received 
no medical care might not truly be healthy, but 
rather simply not accessing medical care:

• age over 40 years;
• obese or cachectic body habitus;
• low energy level;
• abnormal skin coloration;
• poor oral hygiene;
• tobacco smoking.

Often, the patient’s response to the question 
“Can you walk up two flights of stairs without 
stopping to catch your breath?” can indicate gen-
eral cardiovascular and pulmonary health status.

Vital signs, including blood pressure and 
heart rate (pulse), should be assessed at each 
visit. The other vital signs of temperature, respi-
ration rate, and pain score may be useful addi-
tional signs of current health. A focused review 
of systems should allow a cursory review of 
the patient’s recent state of health, focusing on 
recent changes and be tailored to the patient 
and planned dental procedure(s).

Brief review of systems

•	 General: fever, chills, night sweats, 
weakness, fatigue

•	 Cardiovascular: reduced exercise tol-
erance, chest pain, orthopnea, ankle 
swelling, claudication

•	 Pulmonary: upper respiratory infection 
symptoms—productive cough, bron-
chitis, wheezing

•	 Hematological: bruising, epistaxis
•	 Neurological: mental status changes, tran-

sient ischemic attacks, numbness, paresis
•	 Endocrine: polydipsia, polyuria, poly-

phagia, weigh gain/loss

Table 1.1 (Continued)
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• skin and mucosal hematomas (see Fig. 1.10);
• spontaneous gingival hemorrhage (see 

Fig. 1.11);
• hemosiderin staining of calculus on teeth 

(see Fig. 1.12);
• jaundice of sclera, mucosa, and skin (see 

Fig. 1.13);
• spider angioma skin stigmata of severe liver 

disease (see Fig. 1.14).

Anticoagulant medications (warfarin, 
low‐molecular‐weight heparins, dabigatran, 
rivaroxiban, apixaban) and antiplatelet agents 
(clopidogrel, prasugrel, ticagrelor, ticlopi-
dine, and aspirin/dipyridamole sustained 
release) are commonly prescribed for cardio-

Figure  1.7 Petechiae and mucosal pallor due to 
aplastic anemia.

Figure  1.8 Petechiae and ecchymoses of tongue 
and lip due to severe thrombocytopenia.

Figure  1.9 Purpura of arm skin due to alcoholic 
cirrhosis.

Figure  1.10 Hematoma of finger due to severe 
hemophilia A.

The four phases of hemostasis

•	 Vascular
•	 Platelet
•	 Coagulation
•	 Metabolic/fibrinolytic

Oral and physical examination findings 
indicating increased risk for hemostatic defects 
include the following:

• skin and mucosal petechiae, ecchymoses, or 
purpura (see Figs 1.7, 1.8, and 1.9);
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Figure 1.11 Spontaneous gingival bleeding due to 
severe thrombocytopenia.

Figure 1.12 Hemosiderin‐stained calculus on teeth 
from chronic oral bleeding due to severe hemophilia A.

Figure 1.13 Jaundice of sclera of eye due to severe 
liver cirrhosis.

Figure 1.14 Spider angioma of skin due to severe 
liver disease.

vascular diseases and clotting‐prone condi-
tions, and some of the most commonly used 
over‐the‐counter analgesic medicines (aspirin, 
ibuprofen) may alter hemostasis. Dental pro-
viders also need to be aware that use of herbal 
supplements, often not revealed in the health 
history, can enhance bleeding risk. Four of the 

top five supplements (green tea, garlic, ginko 
biloba, and ginseng) taken by dental patients 
in a dental‐school‐based study are reported to 
enhance bleeding risk.6

Weighing against the need to discontinue 
aspirin therapy for dental extractions, a 
recent case–control study demonstrated no 
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Table 1.8 Oral Consequences of Systemic Drugs

Oral Manifestation/Side Effect Medications with Reported Oral Side Effect

Angioedema ACE inhibitors, H2 blockers

Chemo‐osteonecrosis of the jaw Intravenous bisphosphonates (zolendronic acid, pamidornate, 
clodronate), oral bisphosphonates (alendronate, ibandronate, 
risedronate, etidronate, tilurdronate), other bone‐modifying 
agents, such as denosumab

Erythema multiforme Antimalarials, barbiturates, busulfan, carbamazepine, cefaclor, 
chlorpropamide, clindamycin, codeine, isoniazid, H2 blockers, 
methyldopa, penicillins, phenylbutazone, phenytoin, rifampin, 
salicylates, sulfonamides, tetracyclines

Gingival overgrowth Calcium channel blockers (especially nifedipine and 
verapamil), cyclosporine, phenytoin

Glossitis/coated tongue Amoxicillin, nitrofurantoin, tetracyclines, triamterine/
hydrochlorothiazide

Lichenoid reactions ACE inhibitors, allopurinol, chloropropamide, chloroquine, 
chlorothiazide, dapsone, furosemide, gold salts, 
methyldopa, NSAIDs, palladium, penicillamine, propranolol, 
phenothiazines, quinidine, spironolactone, streptomycin, 
tetracyclines, tolbutamide, triprolidine

Lupus erythematosus‐like lesions Griseofulvin, hydralazine, isoniazid, methyldopa, 
nitrofurantoin, penicillin, phenytoin, primidone, procainamide, 
rifampin, streptomycin, sulfonamides, tetracyclines, thiouracil, 
trimethadione

Stomatitis/oral ulceration Carbamazepine, dideoxycytosine, enalapril, erythromycins, 
fluoxetine, ketoprofen, ofloxacin, piroxicam, cancer 
chemotherapeutic agents

Taste alteration ACE inhibitors, albuterol, benzodiazepines, carbimazole, 
chlorhexidine, clofibrate, ethionamide, dimethyl sulfoxide, 
d‐penicillamine, gold salts, griseofulvin, guanfacin, levodopa, 
lincomycin, lithium, methamphetamines, methocarbamol, 
metronidazole, nicotine, nortriptyline, phenindione, prednisone, 
sertraline, tranquilizers

Tooth discoloration Chlorhexidine, nitrofurantoin, tetracyclines

Xerostomia Anticholinergics, anticonvulsants, antidepressants, 
antihistamines, antihypertensives, antineoplastics, 
antiparkinsonians, antipsychotics, antispasmodics, central 
nervous system stimulants, diuretics, gastrointestinals, muscle 
relaxants, narcotics, HIV protease inhibitors, sympathomimetics, 
systemic bronchodilators
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Psychological stress of dental treatment may 
relate to:

• anxiety and
• fear.

Dental anxiety and fear are significant bar-
riers to dental treatment. Stress reduction 
protocols are procedures and techniques used 
to minimize the stress during treatment, thus 
decreasing the risk to the patient.22 A medi-
cal consultation may be needed to help gain 
information to determine the degree of risk 
and the modifications that might be helpful. 
Patient anxiety can be further reduced by the 
dental provider preoperatively reviewing 
with the patient the procedure and antici-
pated postoperative expectations for pain and 
the intended methods for obtaining adequate 
postoperative pain control, management of 
other anticipated consequences of care, and 
availability of and means of accessing the 
dentist should unanticipated after‐hours 
questions or concerns arise.

Ability to Tolerate Dental Care
A patient’s ability to withstand dental treatment 
relates to both physiological and psychological 
stress that accompanies treatment. One response 
of the body to stress is release of catecholamines 
(epinephrine and norepinephrine) from the adre-
nal medulla into the cardiovascular system that 
results in an increased workload on the heart.22 
ASA classification2 can provide a baseline health 
and stress tolerance status, with ASA 1 patients 
being the most stress tolerant and ASA 4 patients 
being the least tolerant, and most likely to need 
additional stress reduction techniques. Stress 
reduction should begin before and continue dur-
ing and after dental treatment.

Physical or physiological stress of dental 
treatment may relate to the following:

• pain;
• time of day or length of appointment;
• dental chair position;
• use of local anesthetic with or without epine-

phrine.

Adequate pain control during the den-
tal procedure is essential for patient comfort 
and safety. Most medically complex patients 
will prefer morning appointments when they 
are more rested and stress tolerant; however, 
patients with osteoarthritis may prefer short, 
afternoon appointments. Those with arthritis or 
skeletal deformities may require frequent posi-
tional changes and pillow or other supports. 
While full supine chair position is comfortable 
for many patients, those with congestive heart 
failure will have a limit to how far back they can 
be comfortably reclined without having breath-
ing distress, and women in the third trimester 
of pregnancy may also need the back of the 
dental chair slightly elevated, with the ability 
to roll their torso to the left to treat or prevent 
supine positional hypotension. All patients will 
have small rises in their systolic and diastolic 
blood pressure and heart rate when given local 
anesthetic, with or without epinephrine, for 
dental treatment, and this effect is more marked 
in patients with underlying hypertension.23

Stress reduction considerations

•	 Anxiolytic premedication: benzodi-
azepine at bedtime night before appoint-
ment and 1 h prior to appointment

•	 Appointment scheduling: early in the 
day

•	 Minimize waiting time: in waiting 
room and dental chair

•	 Preoperative and postoperative vital 
signs: blood pressure, heart rate and 
rhythm, respiratory rate, pain score

•	 Sedation during treatment: iatrosedation 
(music and video distraction, hypnosis), 
nitrous oxide–oxygen analgesia or phar-
macosedative procedures including oral, 
inhalational, intramuscular, intranasa, or 
intravenous (minimal or moderate) seda-
tion or general anesthesia

•	 Treatment duration: short appoint-
ments
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Figure 2.1 The healthy heart. (a) Location of the heart in the body. (b) Front exterior surface of the heart, including 
the coronary arteries and major blood vessels. (c) Internal cross‐section of a healthy heart. Blue arrow shows venous 
blood and red arrow shows arterial blood flow pattern. Source: National Heart Lungs and Blood Institute. Available 
at: http://www.nhlbi.nih.gov/health/health‐topics/topics/hhw/anatomy.html. Last accessed January 2015.
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8Detection and Deterrence of Substance
Use Disorders and Drug Diversion

in Dental Practice

Sarah T. Melton, PHARMD, BCPP, BCACP, CGP, FASCP and Ralph A. Orr

Introduction

In order to manage pain for invasive dental pro-
cedures or pain from invasive dental pathology,
dental practitioners must prescribe medica-
tions on a regular basis. Opioid analgesics are
associated with physical dependence and risk
of addiction. Therefore, it is critical that dental
practitioners be able to screen patients for risk
factors of substance abuse before prescribing
a controlled substance. The dental team must
be adept at identifying patients that are drug
seeking by evaluating characteristic behaviors
and schemes. There are important tools dental
practitioners can access to evaluate prescription
drug use before prescribing medications. In
most states, one of these tools is the prescription
drug monitoring program (PDMP). The dental
team is primed to serve as educators of patients
about the dangers of prescription drug abuse,
including tenets of appropriate disposal of

prescription medications. When prescribing
controlled substances, dental practitioners
should use the principles of universal precau-
tions to protect themselves, their practice, and
their patients from untoward outcomes from
inappropriate prescribing. This chapter will
provide education about each of these topics
with key questions to ask patients and their
other health-care providers before prescribing
controlled substances. In addition, special
clinical considerations and precautions when
managing pain in the dental setting will be
discussed.

Definitions

Drug Diversion
Drug diversion may be defined as the inten-
tional transfer of a substance, or possession
of a substance, or alteration of legitimate

The ADA Practical Guide to Substance Use Disorders and Safe Prescribing, First Edition. Edited by Michael O’Neil.
© 2015 American Dental Association. Published 2015 by John Wiley & Sons, Inc.
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medication orders outside the boundaries
designated by the US Food and Drug Admin-
istration (FDA), federal Drug Enforcement
Administration (DEA), or state regulatory
board. Drug diversion may involve prescrip-
tion or over-the-counter medications or illicit
substances. These illegal activities are usually
motivated by financial incentives, substance
use disorder (SUD) behaviors, or other activi-
ties such as sharing medications with the intent
to help. Examples include a patient selling or
giving their prescription medication to some-
one else, altering the original information on a
prescription without the prescriber’s consent,
or theft of medications.

Doctor or Dentist Shoppers
Doctor shopping is characterized by the spe-
cific intent of a patient to deceive a prescriber to
obtain prescription medications. Patients visit
multiple treatment providers “shopping” to
procure prescription medications illicitly.

Screening Patients for
Substance Use Disorder

Dental practitioners are in a unique position to
help patients identify unhealthy use of alcohol
and drugs and to address these issues before the
patient begins engaging in abusive or depen-
dent patterns of use. Dental practitioners are
also well positioned to talk with patients about
their alcohol or drug use because there is a
direct connection between substance use and
oral health. Patients with SUD are at increased
risk of poor dental health because of limited
access to dental care, poor dietary and oral
hygiene habits, negative attitudes about oral
health and health care, and the direct physical
effects of the substance of abuse on oral health.1

For example, alcohol consumption is a major
risk factor for certain head and neck cancers,
particularly cancers of the oral cavity, pharynx,

and larynx.2 Methamphetamine use results in
classic problems with oral health that have been
termed “meth mouth.”

In a recent survey of dentists in West Vir-
ginia, 33% of respondents acknowledged they
did not routinely ask new patients about a cur-
rent or past history of substance abuse.3 When
health-care professionals do not screen for sub-
stance abuse or misuse, key opportunities are
missed to intervene and suggest appropriate
treatment to patients.

Screening, Brief Intervention,
Referral for Treatment
Dental professionals are situated to integrate
the Screening, Brief Intervention, and Refer-
ral to Treatment (SBIRT) process into daily
practice.4 SBIRT is an evidence-based practice
used to identify, reduce, and prevent problem-
atic use, abuse, and dependence on alcohol and
illicit drugs.4 See Box 8.1 for an overview of the
SBIRT process. The first component of SBIRT is
the screening process, where the dental profes-
sional assesses a patient for risky substance use
behaviors using standardized screening tools.
In the second component, the brief intervention,
the dental professional engages a patient show-
ing risky substance use behaviors in a short con-
versation, providing feedback and advice. The
third and final component involves a referral
to treatment where the dental professional pro-
vides a referral for brief therapy or additional
treatment to patients who are in need of addi-
tional SUD services.

When the SBIRT process is used in primary
care provider offices, it is billable under most
insurance plans. In dentistry, however, reim-
bursement for SBIRT procedure is not universal,
resulting in a barrier to integrating the process
into the work flow. Dental professionals should
check for state grants that provide reimburse-
ment to those who are trained and perform
SBIRT in their practice settings. SBIRT screen-
ing should be part of every dental practitioner’s
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Box 8.1 Overview of Screening, Brief
Intervention, and Referral to
Treatment Model4

Screening identifies patients who need
further assessment or treatment for SUDs.
Commonly used screening instruments can be
downloaded at http://www.integration.samhsa
.gov/clinical-practice/screening-tools#drugs and
include:

� Alcohol Use Disorders Identification Test
(AUDIT);

� Alcohol, Smoking, and Substance Involvement
Screening Test (ASSIST);

� Drug Abuse Screening Test (DAST).

Brief intervention(s) are session(s) of
motivational discussion focused on increasing
insight and awareness regarding substance use
and motivation toward changing behavior.
Intervention can be used as a stand-alone
treatment for those at risk, as well as a vehicle for
engaging those in need of higher levels of care.

Brief treatment is provided to those
seeking or already engaged in treatment who
acknowledge problems related to substance use.
It consists of a limited number of highly focused
and structured clinical sessions with the purpose
of eliminating hazardous or harmful substance
use.

Referral to specialized treatment is provided to
those identified as needing more extensive
treatment than offered by the screening, brief
intervention, and referral to treatment program.

interviewing and counseling regardless of the
lack of reimbursement.

CAGE-AID
Quick screening questions can be added into the
history a dental assistant or hygienist obtains
from the patient. These questions can also be
included in new patient paperwork. The screen-
ing tools listed in Box 8.1 are more time con-
suming and should be used when a prelim-
inary screening is positive. For example, the

CAGE-AID questionnaire can be used to screen
for addiction to alcohol or other substances.4

The patient should be asked the following four
questions in the mnemonic with the answers
documented in the dental record.

� C Have you felt that you should CUT
down on your drinking or drug use? A pos-
itive response may indicate the person has lost
control of drug use and feels the need to decrease
use.

� A Have you ever been ANNOYED by oth-
ers criticizing your alcohol or drug use?
Patients with addiction will often engage in
behaviors that cause concern from those that
observe them. The addict will often become
annoyed when their behaviors are criticized by
others.

� G Have you ever felt bad or GUILTY about
your alcohol or drug use? Guilt is a common
symptom of addiction because of impairment in
relationships and social functioning.

� E Have you ever needed an EYE-OPENER
to steady your nerves or to treat a hangover?
This means that the person needs to use some-
thing the next morning to stop withdrawal from
occurring or to treat symptoms of overuse of alco-
hol or other drugs.

A positive response to any of the four ques-
tions is considered a positive screen and the
patient should complete more detailed screen-
ing, such as the AUDIT or DAST screening
tools.4

The National Institute of Drug
Abuse Drug Use Screening Tool:
NMASSIST
For practices that are interested in screening
patients electronically, the National Institute
of Drug Abuse (NIDA) developed online
resources that allow for quick screening
processes.5 The NIDA Drug Use Screening
Tool is an interactive Web-based tool that
offers a single question to identify patients
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with recent substance use.6 The results can be
reviewed with the patient in the examination
room. The NIDA-Modified Alcohol, Smoking,
and Substance Involvement Screening Test
(NMASSIST) is available to fully evaluate
drug and alcohol use when the quick screen is
positive.7 The NMASSIST total score is titled
the substance involvement (SI) score. The SI
is used to rate the patient’s level of risk based
on a scale of “high,” “moderate,” and “low”
risk.7 Online resources are available for the
dental professional to provide guidance on
interventions at each level of risk.7

When the dental professional suspects a
patient of SUD, they should sensitively express
their concerns with the patient and offer refer-
ral for treatment. The dental professional can
point out the first signs of damage to the teeth
that have resulted from drug use. The patient
should be shown the damage to the teeth and
the professional should explain why they are
concerned in a nonjudgmental way.8

An example of a brief intervention that
encourages a patient to seek help for SUD can
be found in the American Dental Association
Guide for Talking with Patients About Drug
Use:8

“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 if
you 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. There’s no
charge for the first visit. They’ll help you
find a place you can afford, or that will
accept your insurance.”

Dental professionals should keep a list of
referral resources available at the office. Treat-
ment facilities can be located online at http://
findtreatment.samhsa.gov. Local primary-care
offices, pharmacies, and emergency rooms

typically keep current information on local
public and private treatment programs. A list
of suggested resources can be found in Box 8.2.
For dental professionals interested in work-
ing with community members on prescription
drug abuse programs, contact your local sub-
stance abuse coalitions. These organizations
have resources available regarding local treat-
ment for substance abuse.

Box 8.2 Office Ready-Access List for
Dental Practitioners

Law Enforcement/Regulatory Agencies
� Local police department
� State drug task force
� DEA
� State Board of Pharmacy
� State dental board

Specialists
� Addiction specialist for methadone or

buprenorphine
� Pain specialist
� Community pharmacist
� Substance abuse counselor
� Local addiction treatment centers
� Drug information center/poison center
� Local hospital or emergency department

Schemes and Scams to Obtain
Prescription Drugs

Patient Diversion Behaviors in
the Office
Dental practitioners have a professional
responsibility to prescribe controlled sub-
stances appropriately, while guarding against
abuse and ensuring that patients have med-
ication available for pain management when
indicated. Every dental practice is a potential
target for patients wanting to divert controlled
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substances. Therefore, dental practitioners
should be aware of potential situations where
drug diversion can occur and develop an action
plan to safeguard their practices.

Determining whether a patient is a legitimate
patient in need of pain treatment or a poten-
tial drug diverter is difficult. New patients may
pose challenges, especially if they claim to be on
vacation or from “out of town.” Other patients
may be familiar to the dental team, such as a
friend, relative, coworker, or other health-care

Box 8.3 Common Characteristics of the
Prescription Drug Seeker9–11

� Unusual behavior in the waiting room.
� Assertive personality, often demanding

immediate attention.
� Unusual appearance—extremes of either

slovenliness or being overdressed.
� May show unusual knowledge of controlled

substances and/or gives medical history with
textbook symptoms OR gives evasive or vague
answers to questions regarding medical
history.

� Reluctant or unwilling to provide reference
information. Usually has no regular doctor and
often no health insurance.

� Will often request a specific controlled
substance and is reluctant to try a different
drug or claims allergies to multiple
medications.

� Generally has no interest in diagnosis—fails to
keep appointments for further diagnostic tests
or refuses to see another practitioner for
consultation.

� May exaggerate medical problems and/or
simulate symptoms.

� May exhibit mood disturbances, suicidal
thoughts, lack of impulse control, or thought
disorders.

� Cutaneous signs of drug abuse—skin tracks
and related scars on the neck, axilla, forearm,
wrist, foot, and ankle. Such marks are usually
multiple, hyperpigmented, and linear. New
lesions may be inflamed. Shows signs of
“pop” scars from subcutaneous injections.

professional. Regardless of the category of
patient, evaluation of potential “red flags” indi-
cating likelihood of diversion is important.
Patients that are dentist or doctor shoppers
often have common characteristics. The dental
team should work together to design a work-
flow plan that includes substance abuse screen-
ing, including history of addiction and recov-
ery history. During the history-taking process,
the team should observe body language and
response to questioning. During the physical
exam, any evidence of substance abuse effects
on the teeth should be documented. In addi-
tion, the dental team should take note of other
physical signs of substance abuse, which might
include pill fragments or dust in the nares or
track marks on the antecubital fossa. Common
characteristics of prescription drug seekers are
listed in Box 8.3.

Prescription drug seekers also tend to have
patterns of behavior and operation that should
raise awareness of the need to carefully screen
the patient for legitimate need of medications.
Patterns of behavior that should be of concern
in the dental office are included in Box 8.4.

Doctor shopping is a common diversion
behavior by patients. Doctor shopping is char-
acterized by the specific intent of a patient to
deceive a prescriber to obtain prescription med-
ications. Patients visit multiple offices “shop-
ping” for a prescriber to write more pre-
scriptions. The use of PDMP tools (discussed
later) has significantly reduced doctor shop-
ping activity. Many states have implemented
laws that prosecute individuals for this activity.
Patient explanations for doctor shopping relate
to clinician-related factors, such as inconvenient
office hours or locations, long wait times, inter-
personal qualities of the provider, and insuf-
ficient time of communication between the
patient and provider.10 Personal factors related
to doctor shopping include illness factors (e.g.,
persistence of symptoms despite treatment, lack
of understanding of diagnosis or treatment) and
psychological factors (e.g., multiple somatic
symptoms, seeking of prescription drugs).10
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Box 8.4 Behaviors that are Red Flags
for Diversion9–11

� Must be seen right away.
� Wants an appointment toward end of office

hours.
� Calls or comes in after regular hours.
� States they are traveling through town, visiting

friends or relatives (not a permanent resident).
� Feigns dental symptoms in an effort to obtain

controlled substances.
� Feigns psychological problems, such as

extreme anxiety, to obtain sedatives before
dental work.

� States that specific noncontrolled analgesics
do not work or that they are allergic to them.

� Claims to be a patient of a dental practitioner
who is currently unavailable or will not give
the name of their primary dentist or
primary-care provider.

� States that a prescription has been lost or
stolen and needs replacing.

� Uses the “water excuse”—states tablets fell in
sink, toilet, or washing machine.

� Attempts to deceive the dental practitioner,
such as by requesting refills more often than
originally prescribed.

� Tries to pressure the dental practitioner by
eliciting sympathy or guilt or by direct threats.

Clinical Consideration

The dental office can be a target for a
prescription drug abuser as they may be seeking
prescriptions from the prescriber. Paying special
attention to medications listed on the medical
history may not be sufficient for the patient
suspected of abusing prescription drugs as
the patient may downplay their use of substances
in order to obtain new prescriptions. A
key indicator that a patient may be “prescription
seeking” is if they ask for drugs by name,
dosage, and number of tablets. This should alert
the dental team to perform further investigation.

Prevention Practices
In order to not fall victim to a drug diversion,
the dental professional should routinely per-
form a thorough examination appropriate to the
presenting condition. The examination results
should be documented in the dental record and
include answers from the patient on specific
inquiries you made of the patient during the
history-taking process.

The front-office staff should request picture
identification upon initial presentation. A copy
of the identification should be placed in the
medical record. If possible, a picture of each
patient should also be included in the record.
At presentation to each appointment, the front-
office staff should confirm the patient’s current
address and telephone number.

The dental provider should contact previ-
ous dental practitioners, primary-care provider,
hospital, or pharmacist to confirm details in the
patient’s history. With any suspicious behaviors
that raise a red flag, do not take the “patient’s
word for it.” Never prescribe a controlled sub-
stance to get the patient to leave the office. Do
not prescribe, dispense, or administer any con-
trolled substance outside the scope of dental
practice or in the absence of a formal dentist–
patient relationship (see Chapter 10).

Finally, if the dental practitioner feels that
a patient is inappropriately asking for medica-
tions, there are key questions that should be
asked and answered by the dental team. These
questions can be found in Box 8.5.

Patient Diversion Behaviors
Outside the Office
Dental practitioners are likely victims of pre-
scription drug-related crimes occurring out-
side of the dental office. In a state-wide
survey by O’Neil, one-third of dental practi-
tioners suspected they were victims of drug
diversion characterized by prescription forg-
eries, alterations in prescription refills or doses,
stolen prescription pads, or reports of stolen
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Box 8.5 Key Questions to Ask If You
Think a Patient May Be
Inappropriately Asking You for
Medications12

� How often does this patient present?
� Has the patient told you that he has moved,

but does not want you to talk to his previous
dental practitioner or doctor?

� Is the patient paying with cash?
� Does the person have a last known address?
� Have you had trouble contacting the patient

between visits?
� Are your prescription pads disappearing?
� Does the patient say that only a particular

drug will work, or that no other drug he has
tried has worked?

� Does the patient refuse to go to one dental
practitioner or primary-care physician?

� Does the patient frequently report losing
medications?

� Does the patient demand drugs with high
street value?

� Does the patient have prescriptions from
multiple doctors or have prescriptions filled at
multiple pharmacies?

Clinical Consideration

If the dental practitioner knows or suspects a
prescription pad has been stolen from their office,
it should be immediately reported to law
enforcement and local pharmacies as well as to
state pharmacy organizations that can alert
pharmacists across the state. Dental practitioners
should keep all prescription pads locked in safe
areas and not left in examination rooms.

medications.3 Common methods of prescrip-
tion forgery include changing quantities of
tablets prescribed, altering refills on prescrip-
tions, or adding an additional medication to
a newly written prescription. Many of these
illegal activities have become preventable
because of the development of tamper-resistant

prescription pads. Tamper-resistant or tamper-
proof prescription pads incorporate several
features that limit the ability to alter or photo-
copy the prescription. These features usually
include a watermark, photocopy paper/ink
that “voids” the prescription after photocopy-
ing, and written numbers of refills or drug
quantities instead of traditional numerical
designated quantities of refills. Historically,
a prescriber’s DEA number was considered
confidential information. However, with the
development of the Internet, DEA numbers
may be easily found and used when forging
prescriptions.

More advanced prescription diversion
behaviors involve illegitimate phone-in pre-
scriptions. In this scheme, individuals pretend-
ing to be dental office staff call in prescription
medications using patient aliases or stolen
patient information. The perpetrators give a
cell phone number as the “office number.”
When prescribers call later to verify the pre-
scription, the perpetrator is anticipating the
call ready to “verify” the prescription. It is
not uncommon for these individual to phone
in 20–30 false prescriptions per day. Many
states have made successful attempts to limit
these illegitimate phoned-in prescriptions by
requiring pharmacies to verify and document
who actually picked up the prescription. The
request of photo identification by the pharma-
cies frequently deters the perpetrators from
picking up the prescription. The implemen-
tation of electronic transfer of prescription
controlled substances will also likely prevent
these diversion behaviors.

Dental Practitioner- and Office
Personnel-Related
Prescription Drug Diversion

Unfortunately, not all prescription drug-related
criminal activity in dental offices involves the
patient. Dental practitioners and office staff
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may be implicated in various behaviors or
activities that may lead to sanctions by dental
boards, fines, and in many cases prosecution
and arrests by law enforcement. Common sanc-
tions or reprimands from dental boards usually
involve investigations for perceived “excessive
prescribing” of controlled substance analgesics
to patients, failure to maintain appropriate con-
trolled substance/patient records, or prescrib-
ing outside the scope of dental practice. Fre-
quently, the latter two violations may lead to
prosecution by federal and state law enforce-
ment agencies. Self-medicating with prescrip-
tion drugs as a coping mechanism for deal-
ing with the high stress of dental practice can
contribute to the development of prescription
drug addiction. Chapter 11 discusses SUD and
impairment in the dental professional.

Federal regulatory agencies (e.g., DEA) have
strict requirements for writing prescriptions,
distributing/dispensing, storing, and docu-
menting prescription drug-related activities.
Failure to maintain records, such as purchase
invoices for controlled substances, DEA 222
transfer forms, and biennial inventories, can
lead to sanctions and or fines by federal law
enforcement and regulatory boards. Scope of
practices violations usually involve prescrip-
tions written by the dental practitioner for treat-
ment that is not part of routine dental care. For
example, prescribing anxiolytics or analgesics
that are not related to any dental pathology
and/or clinical finding or prescribing chronic
medications (for a duration lasting significantly
longer than the acute event) can lead to inves-
tigations and possible sanctions. Casual “hall-
way” prescribing to office personnel without
documentation in official patient records or
medical records should be avoided.

One common diversion activity that is fre-
quently undetected or overlooked in the office
setting is self-prescribing and self-medicating
with sample medication. The practice of “help-
ing one’s self” to products at the employee’s
work without reimbursement for the products
is known as “grazing.” These medications
commonly include antibiotics, analgesics,

cough and cold products, and muscle relaxants.
Because these medications are not controlled
substances, record keeping may be lax, so
detection of this type of drug diversion is
difficult to detect. See Chapter 10 for controlled
substance regulations.

Prescription Drug Monitoring
Programs

PDMPs have existed in some manner in a
few states since 1973. These original pro-
grams were generally found in law enforce-
ment agencies and used duplicate or tripli-
cate serialized prescription blanks as the means
to track the prescribing and dispensing of
controlled substances, generally restricted to
Schedule II medications. In the mid-1990s, addi-
tional states began programs to address ris-
ing abuse of diversion of controlled substances.
By 2003, there were approximately 17 states
with authority to implement programs with
access for health-care providers becoming more
prevalent.13

In 2014, 49 states and the District of
Columbia have authorizing legislation and
there are 48 operational programs.13 Today,
most programs allow access for prescribers
and dispensers, provide 24/7 access with auto-
response software, and collect information for
prescriptions in Schedules II–IV (may vary
from state to state). Several states are interop-
erable with other state programs, and there is
a great deal of exploration into the integration
of PDMP information with health information
technology systems.

PDMPs are systems in which selected pre-
scription drug data are collected in a database,
centralized by each state, and administered
by an authorized state agency to promote the
appropriate use of controlled substances for
legitimate medical purposes, while deterring
the misuse, abuse, and diversion of these
substances.14 Prescribers and/or pharmacists
are authorized access to these systems to obtain
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