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HOT THERAPEUTIC TOPICS FOR THE DENTAL TEAM: 
FROM WEED TO WEIGHT LOSS 

Karen A. Baker, M.S., B.S. R.Ph, Associate Professor

Oral Pathology, Radiology and Medicine

University of Iowa College of Dentistry

MAJOR TOPICS WE WILL COVER THIS MORNING
Common SUD Drugs and Underlying Mental Health Dx.
Clinical Pharmacology of Cannabis & Physiologic Effects 
Identifying Cannabis Use Disorder in Your Patients
Dental Treatment Considerations for Cannabis Users
Other SUD and Dental Management
New Hypertension Guidelines-How High is TOO High?
Dental Treatment Concerns for New Weight Loss Drugs     

-Semaglutide (Ozempic,Wegovy) & Tirzepatide (Mounjaro)

THIS MATERIAL QUALIFIES FOR IOWA OPIOID LICENSURE HOURS

Understanding the Disease of Substance Use Disorder
Common SUD Drugs and Underlying Mental Health Disorders
Clinical Pharmacology of Cannabis & Physiologic Effects
Identifying Cannabis Use Disorder in Your Patients
Dental Treatment Considerations for Cannabis Users 
Dental Implications for Non-Opioid SUDs and MOUDs if available
Alcohol – three maintenance drugs available in the U.S.
BZDPs – buprenorphine for short term management
CNS stimulants, Hallucinogens, Inhalants, Ketamine
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SUD IS A CHRONIC DISEASE WITH VARYING SEVERITY 
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IS SUD PREVALENT PRIMARILY IN YOUNG PEOPLE?
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MENTAL HEALTH DISORDERS AND RISK OF SUD
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PD MOST LIKELY TO HAVE CO-OCCURRING SUD

Antisocial – more likely male & impulsive, irresponsible and 
maybe criminal behavior

Borderline-more women  & fear of abandonment, unstable, 
intense relationships, anger issues, self-harm

Avoidant-chronic feelings of inadequacy, highly sensitive to 
being negatively judged by others, pleaser

Paranoid-more men & believe others are trying to demean, harm 
or threaten them. Severely limited social lives, stubborn, hostile

WHAT’S NEXT FOR RECREATIONAL 
CANNABIS: IMPLICATIONS FOR 

DENTISTRY
Karen A. Baker, M.S., B.S. R.Ph, Associate Professor

Oral Pathology, Radiology and Medicine

University of Iowa College of Dentistry

ANNUAL CANNABIS DAY IS APRIL 20TH

55 56

57 58

59 60



10/9/2024

11

EXTENSIVE PRE-CLINICAL TESTING IN RATS AND MICE 

MEANWHILE..WHAT ARE ALL THE 
HUMANS USING?  

Two major cannabinoids are: 
 9-tetrahydrocannabinol (THC)
Cannabidiol (CBD)

Recreational cannabis has high 
THC:CBD ratio for psychoactivity
Medical cannabis has more CBD to 

reduce the “high” but still benefit
Eating the female plant does NOT 

make you high because the THC/CBD 
isn’t in active form until decarboxylated
Dramatic rise in THC content since 

2005 has produced dire consequences
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REPORTED CARDIOVASCULAR EVENTS ARE ALARMING

YET THESE SITES SAY THIS IS A “DEBUNKED MYTH” CANNABIS SATIVA FLOWERS OR BUDS CONTAIN THC
Delta-9 Tetrahydrocannabinol produces psychoactive effects
Cannabidiol is not supposed to contain any psychoactives
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CANNABIS PRODUCTS CONTAIN THC & MAYBE CBD 

Different types of cannabis edibles
Edibles come in many forms:

Gummies and chews
Brownies, cookies, and other baked goods
Chocolates and caramels
Ice cream
Mints and breath strips
Lozenges and lollipops
Sodas and other drinks
Novelty items like beef jerky, potato chips, and more 

WHAT TYPE OF CANNABIS EDIBLES GET YOU HIGHEST?

Hard candy and pastille edibles, like lollipops, gum, mints, and 
lozenges, as well as beverages, have some of the quickest onset 
times because they are absorbed primarily through the oral 
mucous membranes rather than the gastrointestinal tract
Chewy and sweet edibles like gummies, caramels, and 

chocolates have a median onset time because they do have to 
be digested but that process is fairly quick due to composition.
Baked goods tend to have the most delayed onset largely due to 

their density and the energy required to digest and metabolize.
In general, combining edibles with alcohol produces effects 

ranging from unpleasant to DANGEROUS. AVOID THIS COMBO.
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DABBING IS DANGEROUS DUE TO POTENCY, 
POTENTIAL CONTAMINANTS, AND SOLVENTS
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CANNABIS THROUGH THE YEARS
 In the U.S., the oldest legalese concerning cannabis dates back to the 

1600s—the colony of Virginia required every farm to grow and 
produce hemp. Since then, cannabis use was fairly wide open until 
the 1930s when the Marihuana Tax Act was enforced, prohibiting 
marijuana federally but still technically allowing medical use.

 Jumping ahead, the Controlled Substances Act was passed in 1970, 
classifying cannabis as Schedule I drug—the same category as 
heroin. This prohibited any use of the substance.

 However, the 1970s also saw a counter movement, wherein many 
states made the move towards decriminalization. Decriminalization 
means that although possessing cannabis remained illegal, a person 
would not be subject to jail time or prosecution for possessing certain 
amounts.

 By the 1990s, some of the first states passed laws to allow the medical 
usage of cannabis, and by 2012 two states in the U.S.—Washington 
and Colorado—legalized the recreational use of cannabis.

 Cannabis Legislation Today and Beyond

 The MORE Act (the Marijuana Opportunity Reinvestment and 
Expungement Act) was passed in the House early 2022, and if made 
law, it would decriminalize marijuana federally.

 “This bill decriminalizes marijuana. Specifically, it removes marijuana 
from the list of scheduled substances under the Controlled Substances 
Act and eliminates criminal penalties for an individual who 
manufactures, distributes, or possesses marijuana.”– U.S. CONGRESS

 Cannabis still remains illegal at the federal level, but at the state 
levels, cannabis is now fully legal (both for medicinal and recreational 
purposes) in a total of 24 states.

 Over 246 million Americans have legal access to some form of 
marijuana products with high THC levels. Looking to the future, many 
new cannabis markets are expected to open up in the next few years:

IS CANNABIS ADDICTIVE OR IS THAT A “MYTH”?
Some people who use marijuana will develop marijuana use disorder, meaning that they are unable to 

stop using marijuana even though it’s causing health and social problems in their lives.
One study estimated that approximately 3 in 10 people who use marijuana have marijuana use 

disorder.1
Another study estimated that people who use cannabis have about a 10% likelihood of becoming 

addicted.2
The risk of developing marijuana use disorder is greater in people who start using marijuana during 

youth or adolescence and who use marijuana more frequently.3
 The following are signs of marijuana use disorder 4:
 Using more marijuana than intended
 Trying but failing to quit using marijuana
 Spending a lot of time using marijuana

 Craving marijuana
 Using marijuana even though it causes problems at home, school, or work
 Continuing to use marijuana despite social or relationship problems.
 Giving up important activities with friends and family in favor of using marijuana.
 Using marijuana in high-risk situations, such as while driving a car.
 Continuing to use marijuana despite physical or psychological problems.
 Needing to use more marijuana to get the same high.

 Experiencing withdrawal symptoms when stopping marijuana use.
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PERCEPTION IS CANNABIS IS HARMLESS AND SAFER THAN ALCOHOL
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WHAT ABOUT MORE RECENT PSYCH CONDITIONS?

INDIVIDUAL EXPERIENCES DIFFER WIDELY SO 
START LOW AND GO SLOW WITH GUMMIES!
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PRESCRIPTION  CANNABINOIDS 

CBD DOSING AND DRUG INTERACTIONS
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AMAZON IS A TREASURE TROVE
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DENTAL MED HISTORY MUST INCLUDE ACCURATE 
INFORMATION ON CANNABIS USE

AAOMS PUBLISHED THIS PAPER ON CANNABIS IN 2023
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AAOMS RECOMMENDATIONS FOR TREATMENT

THC should NOT be used for anti-anxiety premedication
Elective surgery should be canceled for patients who are acutely 

intoxicated from marijuana.
Ideally, no cannabis should be used 72 hours prior to oral surgery.
Medicinal marijuana should be continued for oral surgery patients
CUD patients are prone to “rocky” or “combative” anesthetics so 

a deep level of sedation maintained with a pump is better than 
intermittent bolus administration of sedation agents.
PONV prophylaxis should be increased while maintaining a 

deeper level of anesthesia for induction and maintenance.
Higher doses of BZDPs, opioids, and hypnotics will be required.

BOTTOM LINE FOR DENTAL TREATMENT 

Obtain accurate history on recent and chronic cannabis use
Determine level of intoxication for informed consent legalities
Anticipate the following changes in heavy chronic users:
Increased risk of perisurgical bleeding
Increased heart rate which could limit vasoconstrictor dosing
INCREASED post procedural pain has been seen in heavy users
Patient may be tolerant to CNS depressants or have idiosyncratic 

responses to psychoactive drugs due to heavy THC use
Safest treatment planning approach is no cannabis for 24 hours
Many patients self-medicate for anxiety and/or pain so this 

approach may not be realistic!
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DID YOUR PATIENT DRIVE THEMSELVES TO YOUR OFFICE?

Driving under the influence of cannabis has been identified as a public 
health concern as medical and recreational cannabis availability 
increases in some countries and rapidly in the United States.
A recent randomized clinical trial found similar levels of acute driving 

impairment with THC-dominant cannabis and with a combination of 
THC-CBD equivalent cannabis using on-road driving tests that provided 
real-world conditions; however, CBD-dominant cannabis did not 
produce significant cognitive or psychomotor impairment compared 
with placebo in this trial.
Media coverage of this study conveyed the findings as CBD-dominant 

cannabis not causing driving impairment while THC-dominant cannabis 
does, with the latter lasting up to 4 h post-dose.
 It is recommended that clinicians counsel about the risks of driving 

impairment when patients disclose use of cannabis products 
containing THC.

In the absence of standard and universal thresholds indicating impairment 
for DUIC, as well as lack of cannabis packaging warnings, it is 
recommended that clinicians counsel their patients on driving safety and 
risks,particularly if it is known that the patient is using THC containing 
cannabis products. Counseling in a broad sense could communicate risks 
of impairment for at least 5 h after using a THC-containing cannabis 
product alone and longer if concomitant with alcohol or other substances; 
or complete abstention from driving after cannabis use for a significant 
period (e.g., at least 12 h), particularly if residing in a jurisdiction with zero-
tolerance laws. However, the type, dosage, and frequency of cannabis 
product use should be considered by the clinician when tailoring 
communication for their patient’s needs.

WHAT DO THE CANADIANS DO ABOUT DRIVING?

(Am J Public Health. 
2017;107:e1–e12. 
doi:10.2105/ 
AJPH.2017.303818)

BOTTOM LINE ON DENTAL IMPLICATIONS 
FOR CHRONIC DAILY CANNABIS USERS    

Xerostomia and increased snacking results in increased caries.
Smoking cannabis can produce cannabis stomatitis which is 

characterized by hyperkeratosis and leukoplakia.
Tobacco & cannabis smoking concomitantly may pose an 

increased risk of developing oral and neck cancer.
Chronic cannabis use results in immunosuppression which can 

predispose to oral fungal,viral and bacterial infections.
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HOW EFFECTIVE IS CBD FOR ACUTE OR CHRONIC PAIN? CONSUMERLAB IS A GREAT RESOURCE FOR 
ACCURATE SUPPLEMENT INFORMATION

IS CBD EFFECTIVE IN THE TREATMENT OF PAIN?
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61 PATIENTS WITH MODERATE TO SEVERE TOOTHACHE 
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CONCLUSIONS ABOUT RECREATIONAL CANNABIS 

Recreational cannabis will likely spread to most or all states
Cannabis potency was 3-4% THC in the 70s and an average of 19% today
High potency cannabis products contain up to 90% THC with no data
Recent cannabis use compromises informed consent and increases pulse
Signs & sx include red conjunctiva, slowed responses, slurred speech
Increased tolerance to CNS depressants is seen with daily cannabis use
Post-procedural cannabis use may LOWER pain threshold & increases the risk 

of bleeding and hyperemesis complications.
CUD can be treated with N-acetyl-cysteine, gabapentin or systemic CBD.
REGULAR USE DURING TEEN YEARS INCREASES INCIDENCE OF SCHIZOPHRENIA!
Cannabis is a gateway drug and it IS addictive.

USEFUL RESOURCES FOR DENTAL PRACTICE

www.consumerlab.com - $45 a year practical review of 
products

www.samsha.gov – accurate information on SUD
www.amersa.org - health professional resources for SUD
www.drugfree.org – patient information resources
www.dea.gov – status and scope of illicit drug problem in the 

U.S.
www.drugabuse.gov –access to local treatment resources
www.nida.nih.gov – comprehensive site for drug abuse info
 www.streetdrugs.org – names and appearances of illicit 

drugs

WHAT’S NEXT FOR RECREATIONAL CANNABIS: 
IMPLICATIONS FOR DENTISTRY
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DENTAL IMPLICATIONS 
FOR DRUGS OF ABUSE

MECHANISTIC CLASSIFICATIONS OF DRUGS OF ABUSE

NEUROPHARMACOLOGIC CLASSIFICATION OF ADDICTIVE DRUGS ARE THERE LESS ADDICTIVE DRUGS OF ABUSE?

These drugs don’t target dopamine as specifically
They alter perception without causing strong sensations of reward 

and euphoria associated with dopamine receptor activation
These agents primarily target cortical and thalmic tracts
Example drugs
 LSD
Cocaine
 Ketamine
 Ecstasy
 Psilocybin

REVIEW OF MAIN CATEGORIES FOR DRUGS OF ABUSE

Opioids
Cannabinoids
GHB
LSD, Mescaline, Psilocybin
Nicotine
BZDP
Alcohol
Inhalants
Cocaine
Amphetamines
Ecstasy/MDMA
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OVERDOSE DEATHS ARE ACTUALLY POISONINGS XYLAZINE PLUS FENTANYL IS THE ZOMBIE DRUG
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COCAINE ORAL EFFECTS & DENTAL CONSIDERATIONS

Blood pressure elevation and potential for acute coronary event
Bruxism as evidenced by cuspal wear and TMD
LOCAL ANESTHETIC TOXICITY due to vasoconstrictor interaction
LOCAL ANESTHETIC TOXICITY due to “caine” additive effects
Nasal septum perforation and palatal perforation due to necrosis
Saddle-nose deformity
Xerostomia
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SUBSTANCE USE DISORDERS AND DENTISTRY

SUBSTANCE USE DISORDERS AND DENTISTRY

• Patients May Be Actively 
Using Substances

• Patients May Be Treated 
for SUD

• Patients May Be 
Abstinent with a History 
of SUD

• Dentists Often Treat Pain 
and Can Be Targets for 
Drug Seekers

• Colleagues May  Be 
Susceptible to SUD

LEARNING OBJECTIVES FOR SUD AND DENTISTRY

• Recognize signs and symptoms of recent use of stimulants, opioids, and cannabinoids,

• Discuss acute pain management in patients on prescribed methadone (C-II) or still using 
Schedule I illegal heroin

• Discuss acute pain management in patients on buprenorphine/naloxone 4:1 

• Schedule III drug with several brand names (Bunavail, Suboxone, Zubsolv)

• Sublingual/buccal film for adherence to oral mucosa-REINFORCE ORAL CARE

• Indicated and FDA approved to treat opioid dependence

• Discuss acute dental pain management for patients in abstinence programs

• Discuss acute dental pain management in active alcoholism-three drugs approved

• Acamprosate (Campral) – NMDA blocker

• Naltrexone (Revia is oral for daily use, Vivitrol is injected once a month)

• Disulfuram (Antabuse) – not used much anymore

• Discuss how to manage dental pain in patients maintained on naltrexone

• List common misperceptions about opioid addiction and acute pain management

CLINICAL SKILLS AND BEST PRACTICES
• Know the MME (potency multiplier) for codeine, hydrocodone, 

hydromorphone, oxycodone, and tramadol.

• Compare the opioid overdose risk of various opioid prescriptions (USE MME 
TO CALCULATE THIS)

• List the steps in management of acute pain in a patient on daily oral 
naltrexone.

• List the common misperceptions about treating pain in opioid SUD patients 
and identify statements that are either true or false in this regard.

• Differentiate between appropriate and inappropriate uses for the PDMP.

• List guidelines for dental opioid prescribing that minimize risk of continued 
opioid use.

• Describe naltrexone in terms of MOA, clinical use, dosage forms, and CS 
status.

DSM 5 CRITERIA FOR THE MAJOR SUD CATEGORIES

• How to spot a potential drug seeker

• How to talk about drug abuse with a 
patient or staff member

• Rules and Regs about controlled 
substance prescribing and record 
keeping in dental practice

• Best resources available to help 
patients 

• Best resources available to help dental 
colleagues who are struggling with 
substance abuse issues

• Very practical and clinically relevant

• Only one edition (2015) so some 
information is outdated

EXCELLENT RESOURCE FOR CLINICIANS
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THE ADA PRACTICAL GUIDE TO PATIENTS WITH 
MEDICAL CONDITIONS-NOT AS DETAILED FOR SUD
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WHAT IS “METH MOUTH”??

• Rampant and severe decay which is common among 
methamphetamine addicts

• Severity depends on frequency and type of use

• Smoking meth is more destructive than other types of 
use because the acidic drug vapors are heated and 
held in contact with the teeth.

• Early cases present as shallow Class V lesions

• Lesions progress to cavitating buccal destruction

METH MOUTH

METH MOUTH
WHY ARE TEETH DEVASTATED BY 

METH?

• Poor Oral Hygiene

• Significant Xerostomia

• Consumption of Sugary Acidic Beverages

• Lack of Professional Care

POOR ORAL HYGIENE

• Meth has a long duration of action

• User is euphoric for 12 hours at a time 

• User “crashes” when meth wears off

• User becomes depressed and despondent

• Meth “takes over” the user’s thoughts

• Seeking and using meth is the most important activity for the 
meth addict

• Self care of any kind is virtually ignored

XEROSTOMIA

• Meth is a potent constrictor of salivary gland blood flow

• Meth reduces saliva during prolonged waking hours and 
then patient sleeps

• Xerostomia resembles that of head and neck radiation 
and cancer chemotherapy patients

• Heavy plaque deposits are usually grey which indicates 
staining with tobacco smoke
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BRUXISM

• Meth promotes increased muscle activity

• Meth increases anxiety levels

• Meth addicts are much more likely to grind and clench 
their teeth

• Meth-induced bruxism may cause oblique cleaving of 
canine and premolar clinical crowns 

• Occlusal plane and structure of teeth are weakened by 
deep Class V decay

DRINKING SUGARY/ACIDIC 
BEVERAGES

• Meth addicts have dry “cotton” mouths

• Continuous drinking of Mountain Dew and other 
sugared/acidic sodas relieves dry mouth feeling –
phosphoric, citric and malic acids

• Meth users also have very poor nutrition and use high 
fructose corn syrup and caffeine as nutrition!

• Combination of no buffering capacity and constant pH of 
2.8-3.4 cause severe erosion

LACK OF PROFESSIONAL CARE

• Meth Addicts Generally Avoid Dental Care
• They don’t seek treatment for pain

• They seek treatment due to inability to chew or due to aesthetic 
concerns

• Meth Addicts Often Defer Dental Treatment
• They want to avoid detection and identification

• Often present for treatment only when irreversible and advanced 
damage has already occurred

HOW TO IDENTIFY METH SUD

• Unexplained and accelerated decay in teenagers and 
young adults

• Distinctive pattern of decay on buccal smooth surface and 
interproximal surfaces of anteriors

• Excessive tooth wear due to grinding/clenching

• Malnourished appearance and skin lesions

• Dilated and reactive pupils

SPECIAL TREATMENT CONSIDERATIONS

• Strategies to Combat Poor Compliance

• Encourage the use of a powered toothbrush with a 2 minute 
timer (costs $17-$100)

• Use of sugar-free antacid after smoking meth

• Using lozenges or gum with xylitol or Recaldent

• Addition of an antimicrobial in toothpaste

• Stannous fluoride, zinc, essential oils

• Use of high concentration fluoride toothpaste

EFFECTS OF METHAMPHETAMINE USE
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SPECIAL TREATMENT CONSIDERATIONS

• Methamphetamine Interacts with Dental Drugs

• Most significant interaction is with epinephrine

• Limit epinephrine to 4-6ml of 1:100,000

• Meth can trigger transient hyperalgesia

• General Anesthetic Inhaled Gases Interact

• Recent Meth use with general anesthesia can trigger 
seizures or cardiac arrhythmias

SPECIAL TREATMENT CONSIDERATIONS

• Habitual Meth Users are Called “Tweakers”

• Patient May Appear Normal At First

• Awake for extended time periods

• Sudden paranoid or violent reactions

• Evaluate further to determine severity of stimulatory 
symptoms and whether to use safety precautions

SPECIAL TREATMENT CONSIDERATIONS

• If Patient’s eye movements are 10x normal, voice has a 
quiver, and jerky movements:

• Keep your distance so as not to threaten

• Do not use bright lights

• Slow your speech and lower your voice

• Slow your movements

• Keep your hands visible

• Keep the tweaker talking as much as possible

SPECIAL TREATMENT CONSIDERATIONS

• A Tweaker who becomes silent can be EXTREMELY 
DANGEROUS:

• Silence may indicate that the patient’s paranoid thoughts have 
taken the place of reality

• Anyone present in the office can become part of the patient’s 
paranoid delusions.

• These patients cannot be seen for elective care.

• The police should be summoned if the patient threatens 
anyone. Take the threats seriously.

TREATMENT FOR METH SUD

• Ongoing research is intensifying

• Use of antidepressants is common

• Cognitive behavioral interventions

• Modify patient’s thinking, expectations

• Modify long-term behaviors

• Increase coping skills

• Recovery support groups are very helpful

• www.crystalmeth.org

METHAMPHETAMINE SUD IS VERY DIFFICULT TO TREAT
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TREATMENT OF PATIENTS ON STIMULANTS
• Do not administer local anesthetic with or without vasoconstrictor if the 

patient has used cocaine in the past 6-8  hours.

• Administer up to 3 carpules of LA with 1:100,000 epinephrine if the 
patient has had no methamphetamine for the past 8-12 hours. Large 
doses persist for up to 24 hours.

• Propranolol is the treatment of choice for anxiety in these patients.

• Monitor blood pressure and pulse if the patient is a chronic stimulant 
user.

• Avoid mood-altering analgesics and use maximum dosages of 
NSAIDs with acetaminophen to manage dental pain.

• Major damage to dentition may occur due to high sugar diet, bruxism, 
xerostomia and poor self care.

• Frank discussion and referral to treatment facility if patient is 
receptive.

TREATMENT OF PATIENTS ON DEPRESSANTS

• Record blood pressure and pulse as well as respiratory rate initially and 
upon dismissal. Utilize continuous monitoring if possible.

• Amide local anesthetic liver clearance may be impaired to limit dosage to 3 
carpules or 2% lidocaine with 1:100,000 epinephrine.

• Log onto prescription monitoring program and assess recent use of 
depressant drugs. https://iowa.pmpaware.net/login

• Prescribe scheduled NSAIDs with or without acetaminophen for acute pain.

• Do not honor patient requests for specific opiates such as “Percocet” or 
“Dilaudid”. True allergy to one but not all morphine-like drugs is improbable.

• Consult patient’s primary care physician with patient’s permission.

• Refer to treatment program if patient is receptive.

COD HEALTH HISTORY QUESTIONS ON SUD
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DENTAL TREATMENT OF THE SUD PATIENT

COMMON SUBSTANCE USE DISORDERS

• Alcohol-treated with disulfiram (Antabuse), acamprosate (Campral), 
Naltrexone (ReVia 50mg oral tab, Vivitrol-380mg SR IM injection)

• Opioids-treated with methadone, buprenorphine (CS III), 
naltrexone, Suboxone (buprenorphine/naloxone-also CS III)

• Stimulants – no specific treatment for meth and cocaine

• Hallucinogens – no specific treatment

• Cannabis – no specific treatment

TREATING THE ALCOHOLISM HISTORY PATIENT
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GREATEST DANGER IS RECENT COCAINE OR METH USE*

• Mark Donaldson, BSP, RPH, ACP, PharmD.

Dr. Mark Donaldson, BSP, RPH, ACPR, PHARMD, FASHP, FACHE Should I Cancel This Patient?
Dental Management Considerations for 

Hypertension 
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Cardiovascular Diseases

 Hypertension
 Angina Pectoris
 Heart Failure
 Arrhythmias
 Hyperlipidemias
 Anticoagulation 

Therapy
 Antiplatelet 

Therapy

Hypertension Evaluation

 Assess lifestyle and identify other CV risk factors 
or comorbid conditions that affect prognosis and 
treatment

 Reveal identifiable causes of High BP
 Assess the presence or absence of target organ 

damage and cardiovascular disease (CVD)

What’s the Damage?

 Heart – left ventricular hypertrophy, angina or prior MI, 
prior coronary revascularization, heart failure

 Brain – stroke or TIA

 Chronic kidney disease

 Peripheral artery disease (PAD)

 Retinopathy

Risks with Hypertension

 Relationship between BP and CVD risk is continuous, consistent, 
and independent of other risk factors

 The higher the BP, the greater the chance of MI, heart failure, 
stroke and chronic kidney disease

 The risk of developing CVD DOUBLES for every increment of 20mm 
Hg Systolic (SBP) or 10mm Hg of Diastolic (DBP)

 The risk of dying of ischemic heart disease and stroke increases 
progressively and linearly when blood pressure exceeds 115/75 
mm Hg.
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New Hypertension Classification

2017 ACC/AHA/AAPA/ABC/ACPM/AGS/ 
APhA/ASH/ASPC/NMA/PCNA 

Guideline for the Prevention, Detection, 
Evaluation, and Management of High Blood 

Pressure in Adults

© American College of Cardiology Foundation and American Heart Association, Inc.

BP Measurement Definitions

DefinitionBP Measurement

First Korotkoff sound*SBP

Fifth Korotkoff sound*DBP

SBP minus DBPPulse pressure

DBP plus one third pulse pressure†Mean arterial pressure

Sum of SBP and DBP, divided by 2Mid-BP

*See Section 4 for a description of Korotkoff sounds.
†Calculation assumes normal heart rate .
BP indicates blood pressure; DBP, diastolic blood pressure; and SBP,
systolic blood pressure.

Categories of BP in Adults*

*Individuals with SBP and DBP in 2 categories should be 
designated to the higher BP category.

BP indicates blood pressure (based on an average of ≥2 
careful readings obtained on ≥2 occasions, as detailed in 

DBP, diastolic blood pressure; and SBP systolic blood 
pressure. 

DBPSBPBP Category

<80 mm Hgand<120 mm HgNormal

<80 mm Hgand120–129 mm 
Hg

Elevated

Hypertension

80–89 mm 
Hg

or130–139 mm 
Hg

Stage 1

≥90 mm Hgor≥140 mm HgStage 2

Out-of-Office and Self-Monitoring of BP 

Recommendation for Out-of-Office and Self-
Monitoring of BP

LOECOR

Out-of-office BP measurements are recommended 
to confirm the diagnosis of hypertension and for 
titration of BP-lowering medication, in conjunction 
with telehealth counseling or clinical interventions. 

ASRI

SR indicates systematic review.
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Masked and White Coat Hypertension

Recommendations for Masked and White Coat 
Hypertension 

LOECOR

In adults with an untreated SBP greater than 130 mm Hg 
but less than 160 mm Hg or DBP greater than 80 mm Hg 
but less than 100 mm Hg, it is reasonable to screen for the 
presence of white coat hypertension by using either daytime 
ABPM or HBPM before diagnosis of hypertension. 

B-NRIIa

In adults with white coat hypertension, periodic monitoring 
with either ABPM or HBPM is reasonable to detect 
transition to sustained hypertension. C-LDIIa

In adults being treated for hypertension with office BP 
readings not at goal and HBPM readings suggestive of a 
significant white coat effect, confirmation by ABPM can be 
useful. 

C-LDIIa

Masked and White Coat Hypertension (cont.)

Recommendations for Masked and White Coat 
Hypertension 

LOECOR

In adults with untreated office BPs that are consistently 
between 120 mm Hg and 129 mm Hg for SBP or between 75 
mm Hg and 79 mm Hg for DBP, screening for masked 
hypertension with HBPM (or ABPM) is reasonable. 

B-NRIIa

In adults on multiple-drug therapies for hypertension and 
office BPs within 10 mm Hg above goal, it may be reasonable 
to screen for white coat effect with HBPM (or ABPM). 

C-LDIIb

It may be reasonable to screen for masked uncontrolled 
hypertension with HBPM in adults being treated for 
hypertension and office readings at goal, in the presence of 
target organ damage or increased overall CVD risk.

C-EOIIb

In adults being treated for hypertension with elevated HBPM 
readings suggestive of masked uncontrolled hypertension, 
confirmation of the diagnosis by ABPM might be reasonable 
before intensification of antihypertensive drug treatment.

C-EOIIb

Initial Treatment Approach for 
Hypertension ACC/AHA 2017

BP Goal for Patients With Hypertension 

Recommendations for BP Goal for Patients 
With Hypertension

LOECOR

For adults with confirmed hypertension and known 
CVD or 10-year ASCVD event risk of 10% or higher 
a BP target of less than 130/80 mm Hg is 
recommended. 

SBP:
B-RSRI

DBP: 
C-EO

For adults with confirmed hypertension, without 
additional markers of increased CVD risk, a BP 
target of less than 130/80 mm Hg may be 
reasonable. 

SBP:
B-NR

IIb
DBP: 
C-EO

SR indicates systematic review.

Choice of Initial Medication 

Recommendation for Choice of Initial MedicationLOECOR

For initiation of antihypertensive drug therapy, first-
line agents include thiazide diuretics, CCBs, and 
ACE inhibitors or ARBs.

ASRI

SR indicates systematic review. 
Summary of BP Thresholds and Goals for 
Pharmacological Therapy Plan of Care for 

Hypertension

2017 Hypertension Guideline 
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BP Thresholds for and Goals of Pharmacological Therapy in Patients 
With Hypertension According to Clinical Conditions 

BP Goal, 
mm Hg

BP 
Threshold, 

mm Hg
Clinical Condition(s)

General
<130/80≥130/80Clinical CVD or 10-year ASCVD risk ≥10%
<130/80≥140/90No clinical CVD and 10-year ASCVD risk <10%

<130 (SBP)≥130 (SBP)Older persons (≥65 years of age; noninstitutionalized, 
ambulatory, community-living adults)

Specific comorbidities
<130/80≥130/80Diabetes mellitus
<130/80≥130/80Chronic kidney disease
<130/80≥130/80Chronic kidney disease after renal transplantation
<130/80≥130/80Heart failure
<130/80≥130/80Stable ischemic heart disease
<130/80≥140/90Secondary stroke prevention
<130/80≥130/80Secondary stroke prevention (lacunar)
<130/80≥130/80Peripheral arterial disease

ASCVD indicates atherosclerotic cardiovascular 
disease; BP, blood pressure; CVD, cardiovascular 

disease; and SBP, systolic blood pressure.

What Are the Implications?

AAFP Published Different Guidelines 
November 2022
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Why Are Patients Not At Goal?

 Practitioner Factors
• Acceptance of higher BP levels
• Inadequate knowledge
• Fear of inducing adverse effects

 Patient Factors
• Noncompliance with medication regimens

 Side effects
 Cost
 Lack of education regarding risks

Types of Drug Therapy

 Medications used for hypertension cover about six main groups
 Most drugs work on baroreceptors and the sympathetic nervous 

system or the renin-angiotensin-aldosterone system
 Antihypertensive drugs can be used as single agents or in 

combination
 Target goal BP depends on severity of the disease
 Standard doses of most antihypertensive agents reduce blood 

pressure by 8-10/4-7mmHg

Pharmacotherapeutic Agents

 Diuretics
 Beta-adrenergic blocking agents
 Angiotensin converting enzyme inhibitors
 Angiotensin II receptor antagonists
 Calcium channel blocking agents
 Alpha receptor antagonists

Diuretics

 MOA: initial lowering of blood pressure by 
decreasing plasma volume
• Chronic effect is to decrease peripheral vascular 

resistance

 USES: management of edema, HTN, osteoporosis, 
diabetes insipidis, calcium nephrolithiasis

Diuretic Categories

 Thiazide-type
• Chlorthalidone (Hygroton, g)
• Hydrochlorothiazide (Hydrodiuril, g)
• Chlorothiazide (Diuril, g)

 Loop
• Bumetanide (Bumex, g)
• Furosemide (Lasix, g)
• Torsemide (Demadex)

Diuretic Categories

 Potassium Sparing
• Amiloride (Midamor, g)
• Eplerenone (Inspra)
• Spironolactone (Aldactone, g)

 Used to treat congestive heart failure
 May cause male breast enlargement (gynecomastia)

• Triamterene (Dyrenium)
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Gynecomastia from Spironolactone
Adverse Effects of 
Thiazide Diuretics

 High uric acid/high blood sugar
 Low potassium, sodium
 Slight xerostomia
 Oral mucosal lesions

Treatment Impact of 
Thiazide Diuretics

 Oral lesions possible
 Chronic NSAIDs decrease effect due to renal 

prostaglandin inhibition
 Best NSAID with thiazide is sulindac (Clinoril, g)

Adverse Effects of
Loop Diuretics

 Dehydration
 Low potassium
 High uric acid/blood sugar
 Oral lichenoid lesions
 Most severe xerostomia

Treatment Impact of 
Loop Diuretics

 Xerostomia may require treatment
 Oral lichenoid lesions
 Chronic NSAIDs decrease effect due 

to renal PG inhibition
 Remember that loop diuretics are 

NOT used to treat hypertension. 
They are primarily for heart failure 
and/or dependent edema.

Angiotensin-Converting Enzymes Inhibitors 
(ACEi)

 Benazepril (Lotensin,g)
 Captopril (Capoten,g)
 Enalapril (Vasotec,g)
 Fosinopril (Monopril,g)
 Lisinopril (Prinivil, 

Zestril,g)
 Moexipril (Univasc,g)
 Perindopril (Aceon)
 Quinapril (Accupril)
 Ramipril (Altace,g)
 Trandolapril (Mavik,g)
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ACE Inhibitor Effectiveness

 Protects the kidneys from the renovascular 
damage caused by diabetes

 Lowers blood pressure substantially
 Eight ACE inhibitors are GENERIC!!
 ACE Inhibitors can be used for the chronic 

prophylaxis of vascular headaches such as 
migraine and cluster headache.

Angioedema and Scalded Mouth 
Syndrome from ACEIs

Dental Impact of ACE Inhibitors

 Oral lesions possibly drug-induced
 NSAIDs decrease ACE inhibitor effects due to renal 

PG inhibitioin
 Position change may result in orthostatic 

hypotension
 “Scalded-mouth Syndrome” and angioedema can 

occur within the first three months of therapy
 4-12% rate of chronic dry cough!

Angiotensin II Converting Enzyme 
Inhibitors (ARBs)

 Candesartan
(Atacand)

 Eprosartan
(Teveten)

 Irbesartan (Avapro)
 Losartan (Cozaar,g)
 Telmisartan

(Micardis)
 Valsartan (Diovan)

Angiotensin II Receptor Antagonists (aka: 
Angiotensin Receptor Blockers)

 Losartan (Cozaar,g)
• With HCTZ (Hyzaar,g)

 Valsartan (Diovan)

Advantage: LESS COUGH
Disadvantage: Much more expensive

Calcium Channel Blockers (CCBs)

 Amlodipine (Norvasc, g)
 Bepridil (Vascor)
 Diltiazem (Cardizem, Dilacor, 

Tiazac,g)
 Felodipine (Plendil)
 Israpidine (DynaCirc)
 Nicardipine (Cardene)
 Nifedipine (Procardia XL, 

Adalat,g)
 Nimodipine (Nimotop, g)
 Nislodipine (Sular)
 Verapamil (Calan/SR, 

Isoptin/SR,Verelan,g)
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Gingival Overgrowth from CCBs
Dental Impact of Calcium-Channel Blockers is 

Gingival Overgrowth!!
 Strict plaque reduction at the beginning of therapy 

is necessary to avoid anterior interdental papillae 
overgrowth

 Incidence is 5-10%
 “Power chlorhexidine” application at bedtime is 

very effective in controlling plaque regrowth 
without staining

Beta Adrenergic Blockers Types of Beta Blockers

 Noncardioselective beta blockers
• Block beta-1 receptors in the heart
• Block beta-2 receptors in the smooth muscle of the 

peripheral vasculature

 Cardioselective beta blockers
• Block beta-1 receptors in the heart
• Selectivity is lost as the dose increases

Beta Adrenergic Blockers

 Non-Selective B-blockers
• Carteolol (Cartrol)
• Carvedilol (Coreg, g)
• Nadolol (Corgard, g)
• Penbutolol (Levatol)
• Pindolol (Visken, g)
• Propanolol (Inderal, g)
• Sotalol (Betapace, g)
• Timolol (Blocadren, g)

 Blocks beta-1 and beta-2 receptors

Epinephrine\Beta Blocker Interaction

Epinephrine:  α-1 agonist  vasoconstriction
β-1 agonistcardiac stimulate
β-2 agonist  vasodilation

EPI »  minimal change in mean arteriole pressure

α-1, β-1, β-2 mild increase in heart rate

EPI + β-Blocker »             
α-1           reflex increase in vagal tone

(BRADYCARDIA,HYPERTENSION)  
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Epinephrine/Beta Blocker Interaction

 If patient is on nonselective agents, then limit 
epinephrine to 2.5 carpules of 1:100,000 per two 
hour visit

 If patient is on cardioselective agent, then up to 
five carpules of 1:100,000 per two hour visit is 
safe

 If patient is on a 3+ beta blocker, then disease 
state dictates limits

Dental Management Considerations

 Identify hypertensive patients
• Through drug and/or disease history
• Realize that hypertension is generally asymptomatic
• Always take office BP on patients with:

 Congestive heart failure
 Angina pectoris
 History of hypertension
 Other risk factors

• Take 2 separate readings w/manual cuff several minutes apart
 Screening function
 Medicolegal considerations

Dental Management Considerations

 The manifestation of end organ damage are of 
primary concern in dentistry so use METs
• Stroke or myocardial infarction brought on by stress of 

procedure is worst case

 Disease classification by complexity of drug 
therapy and METs function
• Frequent changes in dose or drugs or noncompliance 

are ominous signs

When Should You Decline To Treat?

Uncontrolled BP Risk Assessment Patient Assessment Using METs
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Cardiac Pre-Surgical Evaluation Conclusions About Treating 
Hypertensive Patients

 Preop BP of less than 180/110 without angina 
pectoris or acute heart failure signs and 
symptoms is NOT an indication for canceling or 
postponing dental procedures

 If BP is greater than 180/110? –assess risk 
using Box 2-proceed if YES to one question in 
each category. If not, then dismiss or contact 
PHCP.

Dental Management Considerations

 Morning appointments
 Avoid lengthy appointments
 Use anxiolytics when indicated

• Benzodiazepines
• Nitrous oxide

 Avoid intravascular injections
 Avoid retraction cord with epinephrine
 Give clonidine 0.1mg tablet?

New College of Dentistry Treatment 
Guidelines
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Other Considerations

 Recognize drugs that commonly raise blood 
pressure
• Stimulants
• Immunosuppressive drugs
• Erythropoietin
• Corticosteriods

 Noncompliance is a frequent cause of acutely high 
blood pressure readings

Treatment of Acute Severe Hypertension
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New Weight Loss Drugs:
Dental Treatment Considerations

Prevalence of Self-Reported Obesity Among 
U.S. Adults by State and Territory

Definitions
 Obesity: Body Mass Index (BMI) of 30 

kg/m2 or higher.

 Body Mass Index (BMI): A measure of an 
adult’s weight in relation to his or her 
height, calculated by using the adult’s 
weight in kilograms divided by the square of 
his or her height in meters.

Prevalence¶ of Self-Reported Obesity Among U.S. Adults 
by State and Territory, BRFSS, 2011

¶ Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be 
compared to prevalence estimates before 2011.

*Sample size <50, the relative standard error (dividing the standard error by the prevalence) ≥30%, 
or no data in a specific year.

Prevalence¶ of Obesity Based on Self-Reported Weight and Height
Among US Adults by State and Territory, BRFSS, 2022

¶ Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be 
compared to prevalence estimates before 2011.

*Sample size <50, the relative standard error (dividing the standard error by the prevalence) ≥30%, 
or no data in a specific year.

Prevalence¶ of Obesity Based on Self-Reported Weight and Height 
Among US Adults by State and Territory, BRFSS, 2022

¶ Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be compared to prevalence estimates before 2011. 
Source: Behavioral Risk Factor Surveillance System, CDC.

95% Confidence IntervalPrevalenceState
(36.3, 40.3)38.3Alabama
(30.4, 33.9)32.1Alaska
(31.6, 34.9)33.2Arizona
(35.6, 39.2)37.4Arkansas
(26.8, 29.4)28.1California
(23.9, 26.2)25.0Colorado
(29.1, 32.1)30.6Connecticut
(35.6, 40.2)37.9Delaware
(22.2, 26.5)24.3District of Columbia
(29.9, 33.4)31.6Florida
(35.4, 38.7)37.0Georgia
(28.8, 36.8)32.7Guam
(24.4, 27.4)25.9Hawaii
(31.7, 34.7)33.2Idaho
(31.5, 35.3)33.4Illinois
(36.4, 38.9)37.7Indiana
(36.0, 38.8)37.4Iowa
(34.4, 37.0)35.7Kansas
(35.6, 39.9)37.7Kentucky
(38.3, 41.9)40.1Louisiana
(31.8, 34.5)33.1Maine
(31.9, 34.4)33.2Maryland
(26.0, 28.5)27.2Massachusetts
(33.2, 35.8)34.5Michigan
(32.6, 34.7)33.6Minnesota
(37.5, 41.4)39.5Mississippi
(34.9, 38.0)36.4Missouri

95% Confidence IntervalPrevalenceState
(29.1, 32.0)30.5Montana
(33.7, 36.9)35.3Nebraska
(31.0, 36.2)33.5Nevada
(28.6, 32.0)30.2New Hampshire
(27.6, 30.7)29.1New Jersey
(30.5, 34.4)32.4New Mexico
(29.1, 31.2)30.1New York
(32.1, 36.1)34.1North Carolina
(33.6, 37.3)35.4North Dakota
(37.0, 39.3)38.1Ohio
(38.4, 41.6)40.0Oklahoma
(29.4, 32.4)30.9Oregon
(31.2, 35.5)33.4Pennsylvania
(32.3, 35.9)34.1Puerto Rico
(29.1, 32.7)30.8Rhode Island
(33.6, 36.4)35.0South Carolina
(33.5, 40.1)36.8South Dakota
(37.1, 40.8)38.9Tennessee
(34.0, 37.1)35.5Texas
(29.9, 32.4)31.1Utah
(25.4, 28.3)26.8Vermont
(25.4, 39.6)32.1Virgin Islands
(33.8, 36.6)35.2Virginia
(30.9, 32.5)31.7Washington
(39.3, 42.8)41.0West Virginia
(36.4, 39.0)37.7Wisconsin
(32.3, 36.2)34.3Wyoming
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How effective are these drugs for weight loss?
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Suggested algorithm for patient management

Full stomach precautions if no dose held
 For patients with scheduled elective procedures using GLP-1 receptor agonists is as follows:

 Day(s) Prior to the Procedure:1
 Consider holding GLP-1 receptor agonists on the day of the procedure/surgery. For patients on weekly dosing, consider holding GLP-1 

receptor agonists for a week prior. The ASA notes this suggestion is irrespective of the indication, dose, or type of procedure/surgery.
 If GLP-1 receptor agonists prescribed for diabetes management are held for longer than the dosing schedule, consider consulting an 

endocrinologist for bridging antidiabetic therapy to avoid hyperglycemia.
 Day of the Procedure:1
 If gastrointestinal symptoms are present, including severe nausea/vomiting/retching, abdominal bloating, or abdominal pain, consider 

delaying the elective procedure and discuss the concerns of potential risk of regurgitation and pulmonary aspiration of gastric contents 
with the proceduralist/surgeon and the patient.

 If there are no gastrointestinal symptoms, and GLP-1 receptor agonists are held as advised, proceed as usual.
 If there are no gastrointestinal symptoms, but GLP-1 receptor agonists are not held, proceed with “full stomach” precautions or 

consider evaluating gastric volume by ultrasound. If the stomach is empty, proceed as usual. If the stomach is full of ultrasound is 
inconclusive or not possible, consider delaying the procedure or treat the patient as ‘full stomach’ and manage accordingly. Discuss the 
concerns of potential risk of regurgitation and pulmonary aspiration of gastric contents with the proceduralist/surgeon and the patient.
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GLP-1 Agonist Side Effects and Precautions

Side Effects 
and Cost

 High incidence 
of nausea

 Vomiting does 
occur

 Depression 
may be due to 
loss of 
pleasure

 Very high cost 
out of pocket 
for most 
patients may 
limit 
availability

Is There An Increased Risk of Suicide?
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HOT THERAPEUTIC TOPICS FOR THE DENTAL TEAM: 
FROM WEED TO WEIGHT LOSS 

Karen A. Baker, M.S., B.S. R.Ph, Associate Professor

Oral Pathology, Radiology and Medicine

University of Iowa College of Dentistry
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