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Patients with Anxiety 
or Special Needs
By Harvey Levy, DMD, MAGD, FACD, FICD

Third in a series of four articles

Tools for Best Diagnosis and Safe Office Treatment

 Summary Review and Preview
Previously, in article two (July/August 
GDA Action) we addressed seating the 
patient, immobilization, chemical restraint, 
physical restraint, and psychological 
techniques. The article also described 
special techniques on how to open the 
mouth and how to keep it open, even in 
moderately uncooperative patients. This 
included the use of facial acupressure 
points to pressure the mouth open, and 
special props to maintain the opening.

In this current article, we will discuss 
what to do after the mouth is open. 
This will include diagnostic tools and 
techniques, illumination, caries detectors, 

X-rays and imaging, intra-oral isolation 
devices, and portable equipment. 

Diagnostic Phase
Dental professionals have a more difficult 
job than most physicians, in some ways. 
Under the Hippocratic Oath, our medical 
colleagues acknowledge they cannot treat 
until they diagnose. We, as dentists, cannot 
even diagnose until we look inside the 
mouth. That crucial task will not perform 
itself by ordering tests or assigning an 
auxiliary. We must personally open and 
safely examine the mouth. To review a 
concept from the July/August article, we 
cannot just open the alligator’s mouth. We 
must keep it open while we perform the 
necessary tasks. 

Opening the Mouth 
Whether you asked nicely and the patient 
opened wide, or you pinched the nostril, 
or you used facial pressure points, the 
mouth is now open and ready for your 
exam or treatment. For a quick look, the 
goal is to get an overview of the dental 
work to be done, or actually see specific 
problems like a fractured or abscessed 
tooth. A visual exam, however brief, is 
required to determine the next step. The 
objective is to do so safely. Your fingers 
are your tools. Protect your tools. You 
can always do the exam on another date 
when the patient is properly sedated or 
totally asleep. But you need at least a brief 
look to decide how much time and what 
procedures to anticipate. (Photo 1)

#6 Children examine their mother

The views and opinions expressed are those of the author, and not of the GDA.
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Keeping the Mouth Open
One person is responsible for keeping the 
prop in the mouth so the patient does 
not bite down on a finger or instrument. 
(Photo 2) The doctor performs the oral 
exam while other team members support 
the head, or keep the hands away from 
the mouth, or adjust the light. Someone 
is assigned to purposefully and assertively 
maintain the mouth prop. Generally, we 
start with the foam-covered wooden 
tongue depressor Open Wide Mouth 
Rest, then replace it with a Molt Mouth 
gag. McKesson and dozens of other 
brands and styles of mouth props and 
lip retractors are available, but the most 
important feature is the immobilization 
to prevent dislodgement. The patient’s 
tongue will try to flick out the prop. Your 
job is to prevent that. 

When switching sides, the person 
holding the mouth prop should not cross 
the midline. One typical technique is to 
rotate the Mouth Rest 90 degrees then 
another 90 until it has reached the other 
side of the mouth. Never withdraw the 
prop without first securing the second 
side. If we don’t care to employ this “log 
roll” method, then insert a second prop 
or mouth gag on the opposite side prior 
to withdrawing the first one. 

For performing actual dental work, 
especially cleanings, sealants, and 
composites, we prefer the Zyris or Isolite 
5-in-1 disposable device. (Photo 3) It is a 
combination mouth prop, tongue retractor, 
cheek retractor, saliva ejector, and light 
source to illuminate the mouth. For 

gaggers, we apply a little topical anesthetic 
or lidocaine 2% viscous prior to insertion 
to help it glide in the mouth effortlessly. 
(Photo 4) The topical or viscous anesthetic 
offers the added benefit of preventing 
almost any physical gagging. You still want 
someone monitoring to assure the patient’s 
tongue does not intentionally dislodge 
the Zyris mouthpiece. The slow and high 
velocity suction features create a dry 
environment so you can see better, and 
also apply sealants and composites with no 
saliva interference. 

Oral Exam  

(Intra-oral and Extra-oral)
Our exams always begin with someone, 
preferably their accompanying caregiver, 
holding a large mirror in front of the 
patient. (Photo 5) We then show the 
patient our small mouth mirror, then give 
them a second one to hold and explore. 
This familiarity reduces the “fear of the 
unknown” many patients have. (Photo 
6 at the beginning of this article) We 
manually examine the face peri-orally 
before we slowly migrate into the mouth 
itself. The initial extra-oral exam gives us 
a clue as to how they might respond once 
we enter the oral cavity. I do not bring 
the sharp explorer or perio probe into the 
mouth until the mouth is secured open, 
or I am confident that the patient will 
not bite down and cause an injury. Biting 
down onto the glass of a mouth mirror is 
more dangerous than being jabbed with 
an explorer or scaler. I always examine 
the soft tissue labial (facial or buccal) to 

the teeth before I risk placing my gloved 
fingers inside the mouth. Your fingers 
are your lifeline tools, and need to be 
protected.

Illumination—Identifi, 

Headlights
For many years, I struggled while 
reaching up to reposition the overhead 
light. I would then reengage my hand 
position to where it was, only to have the 
patient move their head out of the light 
field again, and leave me “in the dark.” 
My staff knows that when I say “light”, 
they reposition the overhead light to the 
area needed. I don’t look up or reach and 
lose my focus. 
Headlights solve that problem, allowing 
me to reposition my head to follow and 
mimic the patient’s movement. (Photo 
7) This could be a simple head light, or 
one combined with a magnifying lens. 
The newer cordless units seem to reduce 
issues of “tangling” cords. This has 
become more of an issue with the current 
need for changing gowns and PPE. 
I make great use of my multi-purpose 
Identifi light. Its long handle allows me 
to examine inside the mouth without 
jeopardizing my fingers. (Photo 8) The 
metallic coating is also a safety barrier 
in case the patient bites down. The »

#1 Patient propped for brief exam

#2 Prop maintained for minor treatment

#3 Zyris illuminates, 
isolates and dries 
the field #4  Lidocaine viscous 2%
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white light flashlight feature allows me 
to see things I might not otherwise see. 
That better view provides a quicker and 
more thorough preliminary examination 
in just about any setting. I have used 
this in my office in unlit areas such as 
the floor and the waiting room. I use it 
routinely in nursing homes, institutions, 
private homes, screenings, and mission 
trips. The disposable plastic mirror plus 
the inexpensive barrier sheath coverings 
make this tool indispensable for me. 
If the Zyris soft plastic mouthpiece is in 
the mouth, we do not need any other 
source of light. (Photo 3) We can readily 
change the light level of intensity from 
low to high. When curing composites 
or sealants, there is a special light on 
the unit that does not cure or catalyze 
material setting. 

In the OR, we always have two or 
three large overhead lights. If a nurse or 
dental assistant’s head is in the way, the 
remaining lights compensate. More on the 
OR in the next article in this GDA series. 

Oral Cancer Screening Device
The Identifi tool discussed in the previous 
paragraph was initially considered an 
oral cancer screening tool. It is still used 
as such, but not officially marketed as 
one. Once in the mouth starting with 
the white flashlight feature, a twist of the 
handle changes the color from white to 
amber and then to violet. (Photo 9) This 
change of color readily shows asymmetry 
of vascularity from one side of the mouth 
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relative to the other. It cannot distinguish 
a hematoma or hemangioma from a 
squamous cell carcinoma. However, if 
I get the same reading two weeks later, 
I am suspicious enough to consider a 
biopsy or referral to determine the reason 
for the asymmetric variation in vascular 
density. Of the five times I detected 
such an unresolved variation during 
routine screening (often at nursing 
homes), two turned out to be squamous 
cell cancers. The tool does not diagnose, 
but identifies what is suspicious and 
abnormal, meriting further evaluation 
and potentially life-saving early detection.

Checking for Caries
We acknowledge that exam with eyes and 
explorer alone do not reveal all. They start 
the process and lead us to search and 
diagnose more. As a gross generalization, 
I consider the total number of lesions to 
be roughly double the visible ones after 
the interproximal caries are charted. If 
the patient is not fully cooperative, then 
we chart every “watch” and suspected 
lesion. A more thorough evaluation 
is safely completed after the patient is 
sedated or asleep. 

X-Rays
Handheld X-Ray Unit
I have access to several handheld units 
and consider them indispensable. In my 
office, if the operatory X-ray unit is not 
working for any reason, my NOMAD-
Pro 2 saves the day. (Photo 10) If the 
portable X-ray unit at the hospital is 

unavailable because it is used in another 
OR or out for repair, the handheld X-ray 
unit allows us to continue the case with 
no wasted time or sacrifice. If I relocate 
my office, there are no construction costs 
moving the handheld. I take it with me to 
private homes, nursing homes, screenings, 
institutions and mission trips. The battery 
in the unit is good for a thousand images, 
while the other battery handle is being 
recharged. I can hold and activate the 
X-ray unit with one hand, stabilize the 
film or sensor with the other and not 
need anyone else to press the button 
from yards away. It is more accurate and 
emits less radiation than conventional 
wall mouth units. It is only the differing 
arbitrary state rules and regulations that 
restrict the use of this important and 
valuable tool. 
Digital X-Ray and Imaging System
For many years, we used KavoKerr’s 
DEXIS size 2 adult X-ray sensors. To 
save money, we obtained one sensor for 
every other room, given the excellent 
portability from computer to computer. 
We also had a sensor dedicated for 
hospital and surgical center OR use, 
and another for course demonstrations 
and training. More recently, we filled a 
significant void by obtaining Activate 
Dental’s pedodontic size 1 sensor, which 
totally integrates with the existing DEXIS 
system. This smaller sensor is used for 
adults with mandibular tori, and children 
who cannot tolerate the full size 2 
intraoral sensor. (Photo 11) 
X-Ray Film
We still have conventional and chemical 
processed film as a backup, because we 
never want to abort a procedure or not 
properly diagnose for lack of a functioning 
computer imaging system. We have had a 
number of experiences in our office, in the 
OR, and off-site at other locations, where 
the computer imaging system failed or was 
unavailable. However, we never treated a 
patient without an X-ray image or aborted 
a case for lack of needed imaging. On 
those rare occasions, where our digital 
system was not available, we went to 
our never-failing back-up… the Self 
Developing X-ray Dental Film. (Photo 12) 
It is never our primary, but is always our 
back up, and has saved a number of cases #5 Child smiles at self reflection
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at various locations where the computer 
imaging failed or was unavailable. We 
don’t use or need a darkroom. In many 
ORs, small shoebox-style mini darkroom 
with chemicals are still found. Our “go-to” 
when there is no digital availability, are 
the size 2 film packets costing about $1.50 
each with the developer and fixer solution 
inside the pouch. We expose the film 
like any size 2, remove it from the sealed 
packet, rinse with water, and in 60 seconds 
have a fine quality image that allows us 
to properly diagnose and complete the 
case. (Photo 13) We can later duplicate this 
analog film for posterity if needed. These 
Ergonom-X Self-developing dental films 
have proven valuable on rural missions to 
other countries where computer imaging 
was not an option. With a 2–3 year shelf 
life, we utilize the film packets before the 

developer and fixer expire. The images 
are quite good, but begin to fade after 
six months. We always scan and digitize 
the analog images for preservation 
and posterity.
Panoramic Imaging
Most of the time, when we take a 
panoramic image, we expect a certain 
level of high quality. (Photo 14) However, 
there are instances where we are content 
to accept a rough image to assess gross 
pathology, including the presence or 
absence of a tooth. We often take two 
panoramic images (but charge for one) 
on a less-than-cooperative patient for 
the purpose of providing guidance in 
treatment planning. These images suggest 
what to do on the following visit, whether 
it is office with some sedation, OR 

treatment, or referral to a specialist. The 
patient’s movements on the first image 
are never identical to the imperfections 
on the second. The two together give 
better guidance on how to proceed next. 
Alternative to Radiographs—CariVu
Patients who are either pregnant or 
cancer-phobic often decline dental X-rays. 
One option we use is the CariVu, which 
our hygienists use to detect interproximal 
caries that would otherwise have grown 
unnoticed and unchecked. (Photo 15) We 
find this option far preferable to ignoring 
or neglecting. There is no discomfort or 
radiation with this easy to use and helpful 
tool. Itero and other new technology is 
more expensive and beyond the scope of 
this article.
Shielding »

#7 Headlights through face shield

#10 NOMAD Pro2 with DEXIS sensor

#13 Process Self-developing Dental Film

#8 Identifi light exam

#11 Pedo and size 2 sensors

#14 Wheelchair patient and pan

#9 Identifi colored light for lesion

#12 NOMAD Pro2 with Ergonom-X Film

#15 CariVu

#16 Apron covered staff x-raying wheelchair patient
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There are many patients who cannot 
tolerate any intra-oral X-rays, or sit still 
long enough for a panoramic image. That 
is when we use our DUX Velcro full wrap 
around aprons. Dental staff or patient 
companions wear Velcro wrap around 
aprons and assist the dental professional 
who is taking the image. (Photos 14, 16) 
The others in the room may support 
and immobilize the head, offer verbal 
reassurance, distract the patient, or just 
be there for moral support and allay 
abandonment anxieties. We exclude 
anyone who is pregnant or unwilling to be 
in the room or even six feet away. In the 
OR, we always use a full length portable 
lead shield with wheels and a window, but 
that is not typical in a dental office. 

Photographs and Intraoral 

Video
An extra few minutes taking intra-oral 
photos with our KavoKerr DexCam and/
or conventional cameras save time and 
verbal exhaustion in showing people 
what their dental problems are. (Photo 
17) Photos don’t just document, they 
also educate, promote and convince 
patients what we, as dental professionals, 
already know needs to be done clinically. 
Professional purchased models are useful 
and good. Personal diagnostic study 
models are better. But nothing educates 
and convinces better than the vivid 
images of one’s mouth on the screen in 
front of them. For patients who are too 
uncooperative for us to obtain intraoral 
or panoramic radiographs, a video 
image allows us to review the footage 
to determine the best course of action. 
(Photo 18)

Treatment Plans
We never makes decisions for our 
patients. Our job is to gather the data, 
organize it, then present it to the patient 
or responsible party, with options 
and alternatives. It’s their health, their 
mouth, their money, and they live 
with the decisions and its rewards or 
consequences. So they get to decide, not 
us. We use a variation of hospital SOAP 
notes. That is: subjective, objective, 
assessment, plan. It is never just one plan. 
If one road is blocked, isn’t there always a 
detour to reach one’s destination or goal? 

We always present multiple plans, and 
ask them to reject the one(s) they don’t 
want. Most people find it easier to reject 
than to select, especially when confronted 
with widely divergent options. They may 
opt for full mouth rehab to full mouth 
extractions, or Goldilocks somewhere 
in between. My assistance in facilitating 
the selection of the best treatment plan 
for them is always clinical and practical, 
never judgmental or financial. My 
recommendations are based on sound 
medical and dental principles, narrowed 
by what I would select for someone I cared 
for. I offer my personal opinion only if 
asked, knowing that I may have different 
recommendations for an elderly hospice 
patient than I might for a teenager.

If any procedures are referred out, you 
are still the gatekeeper and the maestro, 
and need to monitor and follow up to 
assure long term success of the case. 
Neglect, abandonment or forgetting are 
just not viable professional options.

Treatment
Dental Isolation Devices
In a previous paragraph, I mentioned 
Zyris as a source of intraoral light. It is 
equally as helpful as a means of isolation 
when doing composites, amalgams and 
sealants. The tongue retractor, cheek 
retractor, coupled with its saliva ejector 
and high velocity evacuation (HVE), 
makes it one of the more valuable tools in 
our operatory. For mandibular tori, we can 
even trim away some of the plastic flange 
to reduce any impingement or discomfort, 
even if we dipped it in lidocaine viscous 
first to reduce gagging. There are many 
companies that offer similar products, 
but we found this soft plastic the most 
tolerated by patients, regardless of their 
mental status. The five features in one 
makes it cost effective as well.
Portable and Mobile Carts
In the July 2016 Dental Clinics of North 
America on Special Care Dentistry, I 

offered my differentiation of “a mobile 
cart can be wheeled from one area 
to another such as in a hospital, …a 
portable cart can fit into a vehicle and 
be transported to an off-site location.” 
Both are valued and have their place. All 
three hospitals whose ORs I typically use 
have a large mobile 75 lb X-ray unit on 
wheels, as well as a 5 lb portable hand 
held NOMAD-Pro2 X-ray unit. Carts 
have evolved to where they are practical 
in conventional architecture dental 
offices. Their mobility allows for instant 
rearranging of operatory furniture should 
that be required to allow a gurney or 
large motorized wheelchair to enter the 
room. My strong preference is for mobile 
carts that have two 1-liter canisters that 
can be toggled with a switch when the 
water runs out. Without the second 
water bottle, the operation generally 
must be stopped to decompress the cart 
and refill the water. (Photos 19 a,b) This 
often causes a 2–3 minute delay, during 
which the OR comes to a standstill and 
everyone is idle. Having extra hose lines 
is also needed to prevent further idle 
time while a high speed hand piece is 
switched out for a slow speed drill or a 
titan scaler that requires the same air and 
water. I am also hampered by carts that 
do not provide fiber optic lighting for the 
high-speed hand piece. We will talk more 
about carts in article 4 where we will 
discuss more about working off site in a 
hospital or surgical center OR.
Special Operatory Chairs
Given our high number of patients who 
are wheelchair or gurney bound, we find 
ourselves moving our operatory chair 
several times every day. Most OR tables 
have wheels that can be repositioned 
then locked in place. Our nine dental 
operatory chairs employ a cushion of air, 
not wheels, to move a few yards, limited 
only by the length of the air and electric 
hoses. Our first generation of airglide 
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chairs often had the arms broken off 
when patients leaned on them too heavily. 
But the redesigned arms of DentalEZ‘s 
NuSimplicity operatory chairs have not 
resulted in one break in the decade we 
have used them. We can move the dental 
chair with one hand in a few seconds to 
allow a wheelchair to slide alongside it 
for the patient to transfer into it, or slide 
it to the side of the room and make the 
wheelchair or gurney center stage for the 
entire dental procedure. (Photos 20–22)

Initial Failure
You failed in the office. What now?
There is a thick double line between 
initial failure and ultimate success. We 
have experienced many initial failures…
every one of which were ultimately 
successful. There have been patients who 
would not leave their vehicle or van to 
enter our office. For those, the drivers 
or companions hold their hands while 
my staff and I prop their mouth open to 
sneak a peek of what needs to be done 
next visit. For those who enter our office 
but won’t go beyond our waiting room, 
we clear the area and examine them 
right there in any chair, against the wall 
or on the floor. We can even X-ray them 
in the waiting room if needed. Many 
patients make it into the operatory, but 
won’t sit in our big chair. We let them 
sit in the children’s chair, (Photo 23) or 
against the wall or on the floor. We will 
still perform a superficial exam, if only 
to determine what needs to be done 
at a later date when a thorough exam 
can be safely completed. With effective 
mouth propping plus head and body 
immobilization, I can glance enough to 
know if the next session may require 
one or more possible extractions, fillings, 
perio, etc. That quick momentary view is 
generally enough to anticipate how much 
time, what type of equipment/supplies to 
prepare, and whether I need a hygienist 
for the case. (Photos 24–26)

Initial failures come in many forms. We 
have had many patients who seem totally 
fine and cooperative until they face what 
they perceive as a threat. For example, 
touching their lips or inserting a mirror 
into their mouth may trigger an adverse 
response from what we erroneously 
thought was a passive patient. Admittedly, 
we should have known that from the 
history or from info provided by the 
previous dentist. But some patients 
arrive with only an agency worker or 
institution caregiver who knows nothing 
of the patient’s past. Many patients with 
autism or Alzheimer’s do not like to be 
touched. Even with show-tell-do, it may 
be the touch of an explorer, probe or 
scaler that triggers a thrashing response. 
Blind patients in particular often may 
not accept a sharp instrument in the 
mouth that they feel might hurt them. 
Trying to restrain them often triggers a 
greater adverse physical response, which 
only escalates the clinical situation. In 
our office, as soon as any staff member 
or patient advocate in the room says the 
word, “unsafe,” we halt and discuss the 
next step. What do we need to make 
it safe to proceed? Is it more hands on 
deck? Better physical restraint? More 
effective props and wraps? More drugs? 
Should we continue or abort for now? 
(Photos 27, 28)

That assessment must be made before 
the point of no return. We don’t start a 
procedure we don’t reasonably feel we 
can complete. If we don’t feel we will be 
able to safely finish, we reschedule with 
either more sedation, npo so we can 
use Oral Conscious Sedation (more in a 
later paragraph), more people on hand 
(including family and/or staff), refer to 
another dentist for IV treatment, or take 
to the OR (to be discussed in the next 
article). Initial failures tell us what not 
to do, and offer clues what to do. In the 
words of Archimedes, “For the things 

#19a Minimal OR cart #19b Refill water on mobile cart

#21 Nitrous oxide on pt in wheelchair

#23 Hygiene treatment on patient on little stool

#24 Superficial exam on patient on wall

#20 X-rays on patient in gurney on ventilator

#22 X-rays on pt in long wheelchair

»



34 • September 2021 

Emergency Medical Supplies 

and Equipment
Emergency Preparedness (Medical and 
Fire drills)
I want for my office staff to make as many 
mistakes as possible…in training sessions. 
I welcome identifying errors made 
in staged medical crises…in practice 
runs. The sign in our martial arts studio 
says, “Under Stress, You Regress.” In any 
situation, we do what we practiced. If we 
don’t rehearse adequately and frequently, 
we cannot perform well when the curtain 
goes up. 

We do drills twice a year. We have 
never had a perfect score. But if and 
when a situation arises, we are far more 
likely to get it right than if we didn’t 
practice and ask ourselves, “what did 
we do well, and what can we do better?” 
I suggest role play scenarios in the 
waiting room, in the bathroom, and in 
the operatory. Practice both medical 
emergency and fire drills. You may be 
startled by what you discover. I will not 
entertain you with all the foolish errors 
we made in our past practice sessions. But 
any mistakes of omission or commission 
have not been repeated in subsequent 
drills. If your office is not practicing, you 
are not preparing. (Photo 30) The British 
Army adage of 7 Ps is: Proper Planning 
and Preparation Prevents Piss Poor 
Performance. Put on your office calendar 
to conduct a 20–30 minute mock medical 
emergency and review session twice a 
year. You will be glad you did. You will 
laugh at your mistakes now, then smile at 
your success later. 
Medical Emergency kit
We use our emergency kit about once a 
year. One person is assigned to monitor 
and maintain it, with a back-up person 
or understudy if that person should leave 
or be unavailable. The absolute minimum 
needs to be: BP cuff with a functioning 
back up and paper read out, pulse 
oximeter, stethoscope, AED and essential 
drugs (see next section). Most standard 
minimum equipment kits also include: 
oxygen delivery system with pocket mask, 
disposable syringes with needles, suction 
device, tourniquet, and forceps. 
Having it all on a mobile cart allows it to 
be wheeled to where necessary. It may 
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or higher permit or moderate sedation 
or higher certification, one should not 
attempt or seek a moderate level sedation 
response from the patient. If the patient is 
not relaxed enough for safe treatment via 
your mild sedation formula, do not give 
a higher dose unless you are certified to 
do so. I suggest you obtain the necessary 
training and credentials, or refer the 
patient to someone who has them. It is 
not worth jeopardizing the patient’s well-
being or your license by going beyond 
your certification level. 

Often, IV sedation will succeed where 
simple OCS failed. Similarly, general 
anesthesia will succeed where IV failed or 
was not considered safe to attempt. If you 
are not qualified, refer to someone who 
is. Know that these options exist. This is 
another way initial failures end up with a 
safe and successful clinical outcome. 

*The legal interpretation and application of “intent” may 
vary in different states. Review what your state board 
of dental examiners considers liable when “intent” is 
applied as a defense for an undesired clinical outcome.

Operating Room: A Path that 

Always Works
I have had over 2,000 failures in my office 
in my gallant efforts to perform dental 
care on patients with anxiety or special 
needs. All my knowledge, skills and 
experience were still not enough. I could 
have referred these patients to local oral 
surgeons, but knew that the restorative 
dentistry, endodontics and periodontal 
disease would remain untreated. All of 
these patients were treated successfully 
and completely by my partners or myself 
at the local hospitals or surgical centers. 
Operating room dentistry will be a topic 
of article 4 in this series. My statement 
for now is that if the anesthesiologist 
can put the patient to sleep, all the pre-
arranged dentistry can be done effectively 
and safely, generally in one sitting with 
no patient thrashing or movement at all. 
Obtaining hospital privileges requires 
less effort than office sedation permits. 
You do what you do best, that is your 
dentistry, and leave patient management 
to the medical team. 

we have to learn before we can do them, 
we learn by doing them.”

I was on a dental mission trip to 
rural Guatemala with a group from the 
University of Texas at San Antonio. We 
were prepared to greet and treat 250 
patients with special needs. When 358 
patients showed up for treatment, we 
were not prepared. Additional Halcion 
was purchased from a local pharmacy, 
and we used Silver Diamine Fluoride 
(SDF) on those patients for whom we 
were unable to perform complete dental 
care. We often use Elevate’s SDF in our 
office if we don’t feel we can successfully 
and completely treat the patient’s dental 
caries at that visit, or if we just need to 
buy some time. Reasons could include: 
primary teeth nearing exfoliation, hospice 
patients, low-income or patients who lack 
access to dental care, insufficient time for 
a complete procedure that session, or not 
enough time for a large volume of needed 
care. (Photo 29)

Moderate Sedation, IV Sedation, 

or General Anesthesia
Rules and certifications for the different 
levels of sedation vary from state to state. 
Typically, anxiolysis or light or mild oral 
sedation requires only a state dental 
license. This generally includes only 
nitrous oxide analgesia and/or low dose 
benzodiazepines like Valium, Halcion, 
Ativan and other liquid or pill sedatives/
hypnotics. This modality is meant 
to reduce patient anxiety without an 
appreciable respiratory or cardiac effect. 
There are hyper and hypo responders 
to everything. Some people will be one 
or two standard deviations beyond the 
bell curve norm. In a legal sense, it is the 

“intent”* that matters when an atypical or 
unusual response occurs in the sedated 
patient. There could be a synergistic, 
antagonistic or idiosyncratic response 
to the well intentioned mild sedative 
drug. There could be an anxiety attack 
from a patient feeling they are losing 
control under the nitrous oxide. If the 

“intent”* and the dose were meant for 
simple anxiolysis, then the dentist may 
not be considered at fault for an unusual 
patient response. Still, you and your team 
must be prepared for the more common 
medical emergencies. Without a class 2 
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have to go to the operatory, bathroom, 
waiting room or parking lot. If you need 
to do CPR, remember to slide a board 
under the patient, or more preferably do 
it on the hard floor surface. Remember to 
obtain and record the starting or initial 
blood pressure. The paramedics will 
ask what it was. So will the lawyers. If 
you don’t have a starting BP, you cannot 
monitor the patient’s progress, or lack 
thereof. (Photo 31)
Essential Drugs
I would rather spend money replacing 
drugs I have never used than in a legal 
defense on why I did not have up-to-
date drugs during a medical emergency. 
Stanley Malamed, Morton Rosenberg 
and others have done an excellent job 
of reminding us what drugs we should 
maintain on hand to be current, with 
accompanying documentation and 
treatment records. Their professional 
advice is to include: oxygen, tank with 
nasal cannula or mask, ammonia 
inhalants, epinephrine, epi-pens, 
antihistamine (Benadryl), nitroglycerine, 
bronchodilator inhaler, sugar and aspirin. 
This is what these experts consider the 
absolute minimal. Know what you have 
and how to use it.
Additional, helpful drugs
There are some drugs that I use in a 
non-emergency setting that have proven 
very helpful and useful for this special 
population of patients:

Lidocaine viscous 2% is often used for 
physical oral gaggers. Patients are given 
15 mL or 1 tablespoon to swish for 5–10 
seconds, and spit. I find this eliminates 
physical gagging for 10 minutes while 
I insert items in the mouth that trigger 
gagging, such as X-rays and various 
mouth props. If the patient still gags 
after this, it is most likely psychological, 
not physical gagging. I also apply this 
onto the Zyris mouth piece and other 
mouth props that may touch the tongue, 
serving as both a lubricant and a topical 
anesthetic. (Photos 3, 4)

Kovanaze is a safe, nasal spray used 
to anesthetize the four or five maxillary 
anterior teeth on either side of the 
midline for composite or other restorative 
restorations. I apply two separate sprays 
(one vertical and one diagonal) into 
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the nostril only on that side of the face 
four minutes apart for patients who do 
not want local anesthetic injections. I may 
use this in conjunction with oral sedatives 
and/or laughing gas, but no needles. 
(Photo 32) The duration is generally long 
enough for one or two restorations or 
primary teeth extractions. I have never 
noticed any negative effects, but found it 
ineffective for extractions of permanent 
upper anterior teeth.

Numbee by Golden Dent is a non-
needle mild topical anesthetic that is 
applied into the sulcus of any tooth 
in lieu of a needle for mild perio and 
restorative procedures. The applicator is 
plastic, not metal, and is neither painful 
nor threatening. Unlike Kovanaze, this 
infiltration local anesthetic is similarly 
effective in all parts of the mouth. 

OraVerse by Septodont—is 
phentolamine mesolate, and acts a 
vasodilator to catalyze the cessation of 
the numbing effect of local anesthesia. 
Patients who are very young or 
intellectually disabled may be unaware 
that biting their own cheek, lip or tongue 
while locally anesthetized may lead to 
a potentially serious injury requiring 
treatment or at least careful monitoring. 
By injecting OraVerse into the same site 
as the initial injection, the remaining 
amount of time before normal sensation 
returns in that area is reduced to about 
half. To my surprise, I very often am 
asked to use it on perfectly healthy adults, 
often professional patients, who want 
their speech restored as soon as possible. 
For them, the benefit and purpose is 
having their speech returned to normal, 
and not any potential harmful effect of a 
soft-tissue self-bite. (Photo 33)

Summary (and Next Article 

Preview)
In this article, we discussed what to 
do after the mouth is open, including 
diagnostic tools and techniques, 
illumination, caries detectors, X-rays and 
imaging, intra-oral isolation devices, how 
to handle office initial failures, mobile 
equipment and office medical kits. In the 
next article, we will address safe dental 
treatment in more detail, and also in 
a hospital or surgical center operating 
room. We will also address dental care 

off site out of the office, including private 
homes, nursing homes, institutions, 
mobile dentistry in the field, and mission 
trips to other states and countries. We 
look forward to seeing you in our fourth 
and final article. 

* Note: Images of people not masked or gloved are 
patients’ family members. All patients or their POA 
have provided written consent. Photos taken prior to 
the COVID-19 pandemic may not reflect current PPE 
standards. 
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Dr. Harvey Levy practices general and hospital 
dentistry in Frederick, Maryland, where he 
emphasizes comprehensive dental care for 
individuals with anxiety or special needs. 

He graduated from Tufts Dental School in 
1974, GPR at Eastman Dental Center in 1976, 
taught full time at UPenn GPR, and is on Dean’s 
faculty at UMD Dental School. Dr. Levy has 
earned a Mastership and six Lifelong Learning 
Service Recognitions by the Academy of General 
Dentistry (AGD), along with eleven fellowships, 
five Diplomate certificates, and board certification 
in Integrative Medicine. He is the recipient 
of the ADA Access to Care Award, the AGD 
Humanitarian Award, MD Governor’s Doctor 
of the Year Award, Special Care Dentistry’s Saul 
Kamen Award, Morgan State University Public 
Health Award, Tufts University Distinguished 
Alumni Award, Inaugural Maryland State Dental 
Association Humanitarian Award, and the honor 
of running the 2002 Olympic Torch in honor of 
Maryland patients with special needs. 

Dr. Levy has authored 40 dental journal articles 
and book chapters, and has presented over 150 
lectures and workshops on treating patients with 
special needs. More on website drhlevyassoc.com

He is also a martial arts master and three-time 
inductee into the US Martial Arts Hall of Fame.
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