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Abstract
Dental care in a hospital or a surgical center operating room

(OR) is often the only effective means by which many anxious,
autistic, intellectually disabled, medically compromised patients,
or people with special needs can receive needed comprehensive
dental care.  Some patients are too uncooperative or too high risk
for routine dental care in an office or alternative setting. The OR
provides a safe, effective and efficient environment for needed
dentistry to be successfully performed (Figure 1).

The author des-
cribes: 1) Why there
is a need to use the
OR for dental treat-
ment, 2) Which
patient populations
benefit the most
from treatment in
the OR, 3) The sig-
nificant financial
benefits to the den-
tal practice when
expanding services
into the OR, and 4)
The steps required
to provide such
care. Specific pre-
op, intra-op and post-op considerations are described, as well as
the medical records that must be kept. Ways to minimize the risk
of lawsuits are discussed as well as tips found to be useful to the
dentist in the OR, the office, and in alternate practice settings.

Introduction
Dentists are very skilled and comfortable performing technical

procedures on cooperative patients in their private offices.
However, when patients are uncooperative (Figure 2), dentists and

hygienists cannot
perform their best
work, or may not be
able to complete the
procedures. 

Referrals are
then difficult, if not
impossible, for this
patient population
with special needs.
To be successful,
dentists might con-
sider performing
these procedures in
the operating room,
in either a hospital 
or surgical center.

Some dentists arrange for anesthesiologists or nurse anesthetists
to put patients to sleep in the dentist’s office. That excellent option
is beyond the scope of this paper. Also not included in this paper

are the myriad of successful sedation or anesthesia modalities for
dental care in an office setting. These options and techniques are
briefly mentioned here, and described in detail in many published
articles readily available via our drhlevyassoc.com website.

Specific protocols and adaptations are required to provide ser-
vices in the OR setting. Patients benefit by receiving optimal den-
tistry in a comfortable and safe environment. Moreover, dentists
benefit by expanding their practices, increasing their incomes, and
providing care to an underserved population, thus expanding their
referral network.

I - HOSPITAL & SURGICENTER GENERAL DENTISTRY:
Access to Care

Is there a need for dental care in the OR?
It is the responsibility of the profession of dentistry to identi-

fy and break down the existing barriers to patient care. People are
living longer due to medical advances. 

Dental advances now allow teeth to be maintained for a life-
time. Even though the traditional model of dental health care
delivery does not include out-of-office care on a part-time basis,
the dental profession ethically and economically must adapt to
society’s needs, meeting them appropriately and with compe-
tence. Additionally, if we don’t do this ourselves, as a profession,
it may be mandated upon us by unsympathetic politicians and
bureaucrats.

The dentist may be called upon to provide care outside of their
private practice for a patient who is homebound, or has been
admitted to an institution, assisted living, nursing home, hospice
or hospital (Figure 3).

The oral health status of many homebound individuals has
been found to be poor, with over 80% of the subjects requiring
dental care. Older patients of record within the private practice
may be diagnosed with Alzheimer’s disease, profoundly handi-
capping syndromes, or other medically challenging conditions
which make private practice care very difficult, disruptive, prob-
lematic, and potentially unsafe  for all involved. 

Medically com-
promised patients
with life-threatening
septicemias or bac-
teremias of odonto-
genic origin are
most appropriately
managed in an OR
as there will be no
delay in profession-
al emergency care.
This also holds true
for severely hyper-
tensive, cardiac, or
renal failure patients
who require dental care with close medical monitoring. Mentally
challenged, intellectually disabled or autistic patients may be too
combative to be treated safely in an office setting (Figure 4).

Comprehensive General Dentistry In The O.R.
Part 1

By Harvey Levy, DMD, MAGD

Figure 1. Dr. and assistants perform gener-
al dentistry in a hospital OR.

Figure 2. Uncooperative patient refuses to
get off the waiting room floor. Figure 3. Geriatric patient with Alzheimers

showing her front teeth.
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Infants and young children
may require sedation approaching
dangerous levels in order to relax
them sufficiently. Perfectly healthy
but apprehensive people deny
themselves elective dental care
due to situational anxiety or other
phobias. The operating room may
well be the only way to provide
these “special needs” groups with
excellent complete dental care
under safe, controlled circum-
stances. 

Some dental staff members
work well in the routine practice,
but may not be comfortable with
the special needs patient in that
same office setting (Figure 5).  In
the OR, the conditions can be bet-

ter controlled and are delivered in a professional and comfortable
manner for all.  Issues often arise in treating the mentally or med-
ically challenged that make the delivery of care in the private
office both unsafe and inappropriate, necessitating use of an OR.
The goal for dental treatment in the OR is the delivery of con-
trolled, safe, and high quality dental care. Cooperation may be
accomplished by utilizing IV sedation or general anesthesia. 

Providing OR dental care for the special-needs patient, the
uncooperative pediatric, or the high risk geriatric patient popula-
tion places the dentist’s business into a unique position which dis-
tinguishes it from the traditional or typical dental practice. 

When anesthesia in the office is not enough: Modalities of
anesthesia

Rarely is there only one way of doing something. When oper-
ating on a patient, there are a number of safe anesthesia modali-
ties which can be used alone or in combination. The options
include: oral pills or tablets, oral liquids or elixirs, oral medicat-
ed lollipops, liquids through a g-tube, rectal suppositories, region-
al local anesthesia, intravenous (IV) sedation, intramuscular (IM)
sedation, gas inhalation, monitored anesthesia care (MAC), nasal
intubation general anesthesia, oral intubation general anesthesia,
tracheal tube general anesthesia, acupuncture, and hypnosis. 

Each of these modalities has its own unique onset, duration,
indications, and contraindications. In a hospital setting, a combi-

nation of modali-
ties is most typi-
cal. It is common
for a patient to
have Ativan,
Halcion, Valium,
or Atarax at
home, to begin
the pre-operative
sedation and co-
operation process.
Oftentimes, in the
p r e - o p e r a t i v e
holding area, liq-
uid Versed or IM
Ketamine and/or
nitrous oxide gas
is employed prior
to starting an IV,
before intubation

general anesthesia is initiated. Not every patient allows an IV to
be started without a fuss, and therefore some medicinal coaxing
is often necessary. 

In the private dental office, the most often-used modality is
local anesthesia, then preoperative p.o. sedatives, nitrous oxide,
followed by IM or IV sedative or analgesic agents. Differing lev-
els of training, skill, and monitoring are required for each of these
modalities. New rules and restrictions have been developed and
implemented to regulate the use of these substances in dental
offices. Licensing, tests and permits are now required. In most
states, anything more than simple anxiolysis requires a permit,
attained only after passing an ACLS course, completing a 24 hour
course that includes 20 Power Point patient interactions (such as
the courses offered by ADSA, ASDA, DOCS, other organizations
and dental schools), plus a site visit. The permit is NOT required
in a hospital or surgicenter operating room, where the anesthesi-
ologist or anesthetist, not the dentist, is responsible for monitor-
ing the patient’s vital signs.

It is essential that the proper skills, manpower, and equipment
be available for each modality. The minimum skill level for light
or mild sedation or simple anxiolysis would be current CPR cer-
tification with an emergency medical kit and oxygen. Moderate
oral sedation would require at least the protocol indicated in the
previous paragraph. Deep oral sedation or general anesthesia in
the office would require even more training and certification.

Annual review of office medical emergency protocol is per-
formed in the more cautious and responsive offices. This includes
training with the clinical and clerical staff on “who does what and
when” for emergencies. Remember that the chain of response is
only as strong as its weakest link: someone has to be assigned to
call 911!

If local anesthesia, oral sedatives or nitrous oxide are insuffi-
cient, be prepared for the inherent risks of placing medicine into
someone’s muscles (IM) or veins (IV). If you do not have the
additional permits, certification, level of training, equipment, sup-
plies and insurance required to deal with these more dangerous
modalities of anesthesia in your office, it is best to operate in a
setting that can attend to any emergency. ORs in approved surgi-
centers or hospitals are the most suitable environment in which to
handle these cases. In this setting, the treatment is sequestered
and the dentist is not responsible for the anesthesia, nor is the den-
tist required to certify for moderate/deep sedation or general anes-
thesia permits, as would be required in a private dental office.

Who are the patients?
Examples of patients who may be candidates for IV sedation

would include those with acute hypertension, pulmonary prob-
lems, multiple organ and pharmaceutical complications, or the
Alzheimer’s patient who requires minimal dental care, yet
requires the safe and well-prepared OR setting.  

The choice to utilize the OR is appropriate because the hospi-
tal medical staff is available to closely monitor and assist in the
event of any complication or emergency. The patient who is a
candidate for general anesthesia may range from the frightened
pediatric patient (Figure 6), to the combative intellectually dis-
abled adult, to the elderly patient with dementia, Parkinson dis-
ease, or stroke, the dental phobic, or the patient with severe
spreading dental infections requiring IV antibiotics.  

These patients may be unable to cooperate while awake or
alert, but are medically capable of withstanding extended dental
treatment with deep sedation or general anesthesia.  

Treatment planning considerations regarding the level of care
to be provided to patients must include whether the dentist pro-
vides minimum palliative care or comprehensive definitive care.

Figure 4. Autistic spectrum
patient about to have dental
treatment in the OR.

Figure 5. Combative patient restrained for
exam on operatory floor.
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For example, the healthy
but apprehensive 22-
year-old with caries and
impacted wisdom teeth
would be managed very
differently from the 92-
year-old with Alz-
heimer’s, advanced peri-
odontal disease, and mul-
tiple abscessed teeth.
This author feels that
everyone has the right to
be pain-free and infec-
tion-free. This is the min-
imum baseline for quality
of life. Moribund nursing
home patients, seemingly
oblivious to the draining

infections in their mouths, are still entitled to be free of pain and
infection. This dental care is designed to improve one’s quality of
life, if not the longevity.

Symptomatic teeth need to be extracted, even when necessary
periodontal and restorative therapy is not performed. We would
not consider full-banded orthodontics on an uncooperative
Alzheimer’s patient, but we would remove their infected teeth, in
the office or in the OR, under safe conditions.

It is plausible that the term “cooperate” originated from two
doctors simultaneously operating on the same patient in the OR.
This is a common practice in the OR. Whenever we have a men-
tally challenged or combative female, we always invite the
OBGYN to come in to perform a Pap and pelvic exam. It takes
10 minutes of OR time, and is a valuable service to the patient.
We often invite other doctors—especially ENT, GI, and podiatry
specialists—and technicians who need to run various lab tests
such as blood draws, x-rays, and EKGs —to co-operate with us,
while the patient is asleep (Figure 7).

What are the benefits to the dental practice?
The dentist who assists these patients benefits personally and

professionally.  Dentists with hospital privileges who treat med-
ically compromised patients are regarded as dental authorities by
the hospital medical staff. They are recognized as such and

receive patient referrals from the hospital and from the physi-
cians’ private practices. The patients who are treated become
‘missionaries’ for the dental practice because the hospital dentist
was there for them when they were in severe need. The commu-
nity benefits from this provision of service because the special
patient population, the pediatric, and the geriatric patients are
enabled to maintain their teeth, thereby improving their nutrition-
al status, their quality of life, and prolonging their life expectan-
cy. The community further benefits by having problems attended
to by appointment, rather than clogging the emergency rooms
with untreated chronic oral infections.

Dentists may consider treating only three or four patients in a
day at the hospital to be a low-production use of their time, when
they can treat more than twenty patients in their private practices.
It may be argued that the total number of patients cared for would
diminish, but the opposite is the case because patients not cur-
rently receiving dental care would be brought into the health care
system. In the OR virtually all the work can be completed in one
long uninterrupted visit, rather than in multiple, less productive,
shorter office visits, which do not even ensure successful com-
pletion.

Private practice dentists who contemplate working in the OR
may be concerned that their practice productivity could potential-
ly decline, and that their ability to service debt obligations while
generating a livable income may be compromised. This concern
is not valid. In fact, working in the hospital OR generates a four-
fold increase in productivity per unit time in comparison to pri-
vate practice, and a quadrupling of OR gross income relative to
office gross income. If your office hourly income is $750/hour,
generating $3,000/hour in the OR is easily a realistic expectation.

The productivity of the hospital arena is enhanced by the fact
that with the patient under general anesthesia, the dentist has total
control while the patient is in complete compliance. The patient
cannot fight, spit, thrash or get out of the chair. Resistance really
is futile. The required time to accomplish procedures is greatly
diminished and the number of procedures provided is dramatical-
ly increased.  This clinical efficiency offsets the time in travel,
consultations, hospital report dictation and other tasks, realizing a
400% increase relative to the office hourly income.  

There are several professional benefits that the hospital den-
tist receives from providing OR care. As members of the hospital
medical staff, dentists will, by association and affiliation with
other professionals, be encouraged intellectually and clinically by
their peers. Hospital dentists may be asked to present dental
health care issues at medical staff meetings, which create oppor-
tunities to promote public dental health awareness as well as pro-
mote their own private practices. The hospital emergency room
will appreciate being able to call the hospital dentist whenever
they have dental emergency patients. Referrals may also originate
from medical colleagues, nurses, technicians, clerical and admin-
istrative staff at the hospital, the local dental society, as well as
from dentists who do not offer hospital dental care. 

How to go about providing OR dental care
The dentist needs to become comfortable with the idea of pro-

viding special needs patient care outside their office. The practi-
tioner may choose to gradually incorporate OR care into their
practice. This may begin with an occasional case, perhaps on a
day off, and progress to a regular schedule of periodic OR block
time, depending upon caseload. In some hospitals or surgicenters,
dentists may be able to schedule cases as their first patient of the
day at 7 or 7:30 am, or the last patient at 4pm, or even on
Saturdays. 

Figure 6. Child having dental care in
the OR under general anesthesia.

Figure 7. Patient having treatment by ENT in conjunction
with dental care in the OR.
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(If you, the dentist, are still reading this article, we’ll assume
that you are interested, and thus will address you in the second
person.)

You must now decide where to treat these patients. ORs are
available in most communities in both hospitals and surgicenters. 

Surgicenters are less expensive for the patient, less labor
intensive for the dentist and provide a quieter environment than
hospitals. Surgicenters do not support an expensive ER and there
is also a lower staff payroll and bureaucracy to fund. They spend
proportionally less money on equipment and supplies, which
helps keep expenses and overhead down. For the doctor, surgi-
centers are often easier to schedule since there may be less com-
petition with other doctors for OR time. There is less paperwork
involved and the turnover time between cases is less than that in
a hospital setting. The doctor is free of obligations to attend time-
consuming staff or department meetings or join committees.
Surgicenters are smaller and generally more efficient than hospi-
tals. They provide a quieter and more private pre-operative and
post-operative area. This often suits the autistic child who shuns
bright lights and abhors a noisy environment, the busy person
who desires efficiency of time, or the private person who prefers
not be seen in a public medical setting. This setting is ideal for the
American Society of Anesthesiologists (ASA) type 1 or 2
patients. The ASA physical status classification system is a sys-
tem for assessing the fitness of patients before surgery which has
a six-category classification system. These are:
1. A normal healthy patient.

2. A patient with mild systemic disease.

3. A patient with severe systemic disease, which limits func-
tion, but is not incapacitating.

4. A patient with severe systemic disease that is a constant
threat to life.

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

6. A declared brain-dead patient whose organs are being
removed for donor purposes.

Hospitals, on the other hand, have many advantages that
make them the first choice and sometimes the only choice for
many cases (Figure 8). While surgicenters are confined to ASA 1-
2 type elective cases (occasionally an ASA type 3), hospitals can
accommodate ASA 1-5 cases for dental care. Hospitals offer
overnight admissions before and/or after the surgery, which may
be required for cases involving anticoagulation disorders, trauma,
respiratory complications, behavior-compliance issues, and a host
of other reasons requiring skilled medical nursing, laboratory sup-
port, and monitoring. 

At times, an unexpected medical problem during the elective
general anesthesia mandates an overnight stay for treatment or
monitoring. If any medical problem should arise, physicians and
nurses will respond immediately.  By providing care in the hospi-
tal OR there is no need to transport the patient to a hospital ER for
potential emergency care or evaluation. Some procedures are only
covered by the insurance carrier if performed in a hospital that
participates in that policy or program. Hospitals are known to par-
ticipate in insurance plans and programs for which surgicenters
may have chosen not to participate. Hospitals have a large staff,
which offers more opportunities for networking and thus for new
patient referrals. The nurses, doctors, clerical and other staff may

themselves become patients, in addition to the patients who they
refer to your office. However time-consuming, department and
staff meetings, and tumor boards allow the dentist to consult with
medical colleagues to discuss cases, enjoy sponsored meals, meet
old friends, make new acquaintances, take advantage of educa-
tional opportunities, and access library resources. 

In choosing a hospital or surgicenter, you may wish to consid-
er the location and proximity to your office as well as your home,
the hours of OR availability, the type and condition of dental
equipment available for use, and the attitude or helpfulness of the
OR staff.  You should locate a facility which offers OR times that
complement your lifestyle, rather than complicate it.

The hospital or surgicenter will require you to complete an
application for OR privileges. Some facilities utilize a universal
application to facilitate the process. The universal application
may be completed once and used for many facilities. Other facil-
ities require a specific application that includes confirmation of
background and training, CPR, liability insurance, and other
details. You will apply for privileges to perform specific proce-
dures and your scope of practice will be limited to those proce-
dures for which privileges are granted by the facility’s credentials
committee.

Most often, outpatient dental surgical patients are dismissed
60-90 minutes after surgery. Sometimes there is a medical or den-
tal complication, and a patient may need to be observed for sev-
eral more hours. The hospital dentist may need to apply for admit-
ting privileges in order to permit the patient to stay at the hospital
for post-op care and observation overnight. Otherwise, a staff
physician or hospitalist may be asked to admit and care for the in-
house patient. Hospitals and surgicenters may differ in their appli-
cation processes for privileges. Admissions privileges also vary
from state to state.

If you decide to offer OR services, you might wish to start
your marketing efforts by informing your own patients that these
services are available. Your current patients and staff provide your
best testimonials and are your best “word of mouth” advertising.
Just let it be known, and don’t be shy about promoting what you
are offering. You can also use newsletters, articles, ads, lectures,
fliers in your waiting room, and many creative other ways to
inform your potential referral base of the services you offer and
perform. 

Figure 8. Patient too sick to leave the hospital will have dental
care in the OR.
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II - IN THE OR

Pre-Op Procedures #1: Consult and Consent
Following the patient’s agreement to go to the OR with an

approved treatment plan, the dentist and patient, or the dentist and
the legal guardian or responsible party must meet to review the
informed consent for care in the OR (Figure 9).

This informed consent must clearly explain to the parties
involved the treatment indicated, options for alternative care,
anticipated outcome, and potential complications. The option of
“no treatment” must be discussed, along with the potential risks to
the patient associated with general anesthesia. Through analysis of
the risk to benefit considerations for the patient, it might be deter-
mined that the risk outweighs the benefit, and thus dental treat-
ment is restricted or withheld. For example, in an elderly patient
with pulmonary problems, IV is considered rather than intubation
general anesthesia in order to reduce the likelihood of pulmonary
complications. The patient and family must be willing to discuss
and accept responsibility for the possibility of potentially undesir-
able outcomes. Prior to rendering treatment, frank and open dis-
cussion of potential complications will prevent hostility, if the out-
come is not what was anticipated. Extensive details about
informed consent are provided below.

Pre-Op Procedures #2: Clinical considerations
Prior to care in the OR, the patient’s dental diagnosis and treat-

ment plan must be relayed to the physician, preferably with privi-
leges at that particular facility. The patient will be given an H&P
(“History & Physical Exam”) by that physician. Based on this
assessment and the treatment recommended by the dentist, the
physician may request lab tests in addition to those required by the
hospital. The physician establishes that the patient is a good can-
didate for care under general anesthesia and for the procedures
that are being recommended. In the OR, the patient’s medical his-
tory and the doctor’s recommendations will be reviewed by the
anesthesiologist. 

Lab pre-admission tests (PATs) are essential to determining
a patient’s pre-operative medical status and condition. Test results
provide valuable and needed information that can be critical to the
anesthesiologist who has the primary responsibility to maintain
the patient in stable health while you, the dentist, operate on their
mouth. These tests are gender- and age-specific, and reduce the

chances of any untoward events that may compromise the
patient’s health. Knowing a patient’s underlying cardiac and res-
piratory status can mean the difference between a routine, suc-
cessful case versus one with life-threatening complications.
Knowing the pregnancy status of a female patient can prevent an
inadvertent loss of pregnancy. Blood tests and careful planning are
essential for patients with coagulopathies. Monitoring of glucose
and insulin levels is essential for patients with diabetes.
Monitoring of liver function is necessary with hepatitis patients,
and renal tests are necessary with dialysis patients. This list is far
from exhaustive, which is why it is necessary to rely on our med-
ical colleagues for consultation and coordination of efforts, to
ensure the welfare of our patients.

Tests cover more than blood and other body fluids. Chest x-
rays, EKGs, various scans and other diagnostic tools can reveal
essential data, useful to all the physicians who will attend to the
patient as well as to the physicians who will monitor the patient’s
health before and after the operation, and to the anesthesiologist
who is responsible for the patient’s health and well-being until the
patient is safely discharged from the facility. Some patients may
become too combative for any pre-operative testing. Intellectually
disabled patients may not allow anyone to draw blood, or may not
sit still long enough for an X-ray or other non-invasive tests to be
performed. 

On these occasions, in consultation with the primary physician
and with the approval of the anesthesiologist, intra-operative tests
can be performed with a pre-arranged stat test result. Urine can be
brought in by the family or caretaker. After the patient has been
successfully sedated, blood and other fluid tests can be run along
with chest x-ray, EKG, etc.

In the case of routine screening tests, such stat tests need not
delay the operation. For the medically compromised patient, such
tests pose a higher risk, and the operation may be delayed until the
tests have been performed and stat results are reported to the sat-
isfaction of the anesthesiologist. 

Pre- and post-operative alteration of medications must be
coordinated and discussed with the attending physician. Common
medications potentially requiring an alteration of the schedule
and/or dosage may include insulin, antibiotics, hypertensive med-
ications, corticosteroids, anticoagulants, seizure medications, and
analgesics.  

Intra-operative consideration #1: Anesthesia
The treatment of the

patient in the OR is similar to
treatment in the dental office,
except that while under gen-
eral anesthesia the patient is
totally cooperative and com-
pliant. The anesthesiologist is
responsible for safely putting
the patient to sleep, by what-
ever technique the anesthesi-
ologist and the dentist have
agreed upon. Naso-tracheal
intubation is preferred in
order to give the dental team
the greatest access to the oral
cavity (Figure 10). 

At times nasal intubation
fails or is impossible. In those
instances, oral intubation is
utilized. For both types of

Figure 9. Mother of handicapped child consulting with
dental staff prior to OR.

Figure 10. Patient with MRSA
having dental care via nasal intu-
bation general anesthesia in the
OR.
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intubation the patient’s airway is always protected with a throat
pack. This may simply be a roll of moistened gauze packed into
the posterior pharynx from side to side. A lubricant is applied to
the lips, and a mouth prop is utilized to maintain access to the oral
cavity. 

In our 1,600 OR cases, the desired nasal tube was not possible
15% of the time. More details about nasal and oral intubation are
provided in the “tips” section later.

Intra-operative consideration #2: Procedures
In some cases, intra-operative IV antibiotics and/or steroids

are employed to protect the patient and to facilitate post-operative
healing. Often a local anesthetic is also administered for hemosta-
sis and post-op pain-control. For nasal intubations, a mouth prop
is placed on one side while all non-surgical procedures are per-
formed on the other side. 

Following completion of the diagnostic exam and periodontal
therapy, then restorative and endodontic procedures, the mouth
prop is switched to the other side of the oral cavity. For oral intu-
bations, a ratchet mouth prop is employed on the same side as the
tube while treatment is rendered on the opposite side. 

The ideal sequencing of restorations allows restorative materi-
als to harden with maximum time prior to the extraction of adja-
cent teeth. Surgical procedures are usually performed last, in order
to prevent blood from interfering with the restorative or endodon-
tic procedures. The application of bio-mechanical principles of
exodontia will greatly expedite the removal of teeth, eliminate
wrist fatigue, and reduce the number of fractured roots by 75%.
This is an entire topic unto itself. For more information via an on-
line course, see www.nova.edu oral surgery by Dr. Harvey Levy.

Upon completion of the dental case, the mouth is thoroughly
irrigated and the throat pack is removed. The dentist and auxil-
iaries stand back as the anesthesiologist extubates and safely
wakes up the patient. 

Intra-operative consideration #3: Keeping records
Throughout the operation the dentist continually announces

the work being performed. Someone in the OR is assigned to
record these notations, to enable the dentist to later dictate an
accurate operative report. The anesthesiologist also monitors the
patient and keeps records pertaining to anesthesia throughout the
operation. 

Post-operative considerations
The completion of the operation is NOT the end of the case.

When your work is done, someone else’s job is just beginning.
The OR staff transports the patient to the post anesthesia care unit
(PACU), where a new team takes over the care of the patient. The
recovery staff is given a verbal narrative by the OR nurse who
transported the patient, as well as written orders and instructions
by you. The recovery team needs to know the following: what pro-
cedures were performed, what is expected of them for the duration
in the unit, and what is expected of the patient and his/her family
or guardian/caretakers upon discharge. They need to know the cri-
teria for discharge, and what to give the patient in terms or medi-
cines, gauze, written instructions, and follow-up after discharge.
Though you’ll provide the written criteria for discharge, it will be
the PACU nurse’s judgment call just when to discharge. The
patient shouldn’t be kept longer than necessary, but should only be
allowed to leave when it is reasonably safe to do so. Vital signs,
bleeding, nausea, pain and alertness all play a role in the decision. 

Medicines
Healing and patient comfort are facilitated by prudent phar-

maceutical therapy. Upon completion of the operation, the dentist
prescribes post-operative medications, as well as orders for the
PACU and for home care.  Appropriate analgesics may be admin-
istered IV by the anesthesiologist prior to extubation or in the
PACU, and continued by prescription at home after release. Such
medications often include: analgesics, antibiotics, anti-inflamma-
tories, and antiemetics (to prevent dehydration, swelling and other
post-operative complications arising from gastric contamination
of oral surgical wounds). 

Gauze
The nursing staff in charge of the patient in the PACU will

need to know how to care for the oral surgical sites and what to
expect. The dentist should provide instructions for hemostasis and
compression of the wounds using gauze packing. Instructions to
the staff must also address issues such as the use of straws and ice
chips. The non-surgical patient can sip liquid through a straw.
Straws are discouraged in surgical cases where the vacuum action
of the straw may disrupt the blood clot from the fresh extraction
site. For patients who have undergone restorative care with amal-
gams, implants or temporary acrylic crowns, ice chips may be
contraindicated. The patient may receive clear liquid by sipping
from a cup. 

Written instructions
Follow-up care for the patient must be prescribed at the time

of release, and the patient must be given this recommendation in
writing prior to discharge from the hospital.  Typically these
instructions are reviewed prior to discharge to ensure that the
patient or caretaker is capable and willing to follow them. The
patient is typically contacted within 24 hours by a phone call
and/or a visit. This allows the dentist to respond to any condition
resulting from the operation which may require attention. Close
and continued follow-up care on a periodic and on an as-needed
basis reduces the likelihood of complications or reoccurrence of
the dental conditions.  

Follow-up after discharge from the PACU 
After discharge from the PACU, the patient may either be sent

to a room in the hospital for continued follow-up care, or sent
directly to their home, nursing home, institution, or other facility.
If the patient is going to a room in the hospital, then the floor nurse
will comply with your notes and orders. If the patient is going
home, you must provide to the patient and/or to the person who is
taking them home both written and verbal instructions regarding
immediate care, information for the next one to two days, and fur-
ther follow-up. 

Immediate and next-day instructions:
These include how to care for the mouth, important informa-

tion about general health (vital signs and medical considerations),
what can be expected concerning the mouth, any new medications
you’ve prescribed, resumption of suspended medications, what to
do if something unexpected occurs, and who to contact if assis-
tance is needed after discharge. Having pre-printed instruction
sheets for each separate procedure (extraction, root canal,
crown/bridge, immediate denture, partial/full removable dentures,
implant, space maintainer, periodontal treatment) virtually elimi-
nate patients’ follow-up calls with predictable questions. If you
use pre-printed instruction sheets in the office, then bring them to
the OR with you. If not, then make them and use them to save time
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and prevent late night calls. If local anesthetics were
used for either hemostasis or pain control, then
OraVerse (phentolamine mesolate by Septodont) may
be injected into that same site to hasten local vasodi-
lation and reversal of the anesthetic effect. This often
prevents post-operative biting of one’s tongue, lip or
cheek. 

Follow-up appointment information
This should be included so that the dentist can

check any sockets or surgical sites, treat high spots on
restorations, deliver or adjust appliances being fabri-
cated including crown/bridge, implants, space main-
tainers, full or partial dentures, and review with the
patient and caretakers what to do regarding long term
care in order to reduce the likelihood of repeat oper-
ations. Oral hygiene and home care review is essen-
tial at this point. The follow-up appointment is also a
good time to handle any financial and insurance mat-
ters, and to make an appointment for continued den-
tal care.

This article will be continued in the next issue of
the GP, the journal of the NYSAGD.

*I thank Dr. Joseph Bee and Dr. Gary Hack for
their valuable contributions to this article. Extra
special thanks go to Joshua Friedman, JD, MBA for
his review of the legal section, and to Lena
Rotenberg, MS, MEd, for her proof–reading, edit-
ing and photo assistance.

Dr. Harvey Levy has been practic-
ing general dentistry in hospital
and alternative settings in
Frederick, Maryland since 1980.
Originally from Brooklyn, NY, he
graduated from Tufts Dental in
1974, and completed a 2-year
GPR at Eastman in Rochester, NY

in 1976.  He is a former full time instructor and
program coordinator of the Hospital of the
University of Pennsylvania General Dentistry
Residency Program. Dr. Levy is a recipient of the
ADA 2002 Access to Care Award, the AGD 1986
Humanitarian Award, the Maryland Governor’s
Doctor of the Year Award, the Morgen State Public
Oral Health Award, Maryland State Dental
Association first Arthur Fridley Humanitarian
Award, and the Special Care Dentistry Saul
Kamen Award. He holds eight dental fellowships,
five Diplomate certificates, Board Certification in
Integrative Medicine in addition to AGD
Mastership plus four Lifelong Learning and
Service Recognitions in the AGD.

Congratulations, Paula!
Please join us in celebrating and thanking our
Executive Director, Mrs. Paula Bostick, upon reaching
her 10 year anniversary with the New York State
Academy of General Dentistry. Paula joined the
NYSAGD on January 3, 2006, and initially served as
Education Manager. On September 12, 2011, she was
appointed Executive Director of the NYSAGD. In 2012,
Paula was very instrumental in the relocation of the
NYSAGD headquarters from White Plains to
Whitestone and the establishment of our Learning
Center. Paula continues to serve as our Executive
Director and very efficiently carries out the continuing

education and the admin-
istrative operations of the
NYSAGD. We look forward
to having Paula Bostick as
part of the NYSAGD family
for many years to come and
thank her for her 
teamwork and many 
contributions.
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Comprehensive General Dentistry 
in the Operating Room, Part 2

By Harvey Levy, DMD, MAGD

Abstract
In Part 1 of this article we provided an overview of how we prac-
tice dentistry in the hospital or surgical center operating room.
Part 1 Section I covered access to care, modalities of anesthesia,
target patient population, benefits to the dental practice, and how
a dentist can get started. Part 1 Section II provided an overview of
general dentistry in the OR, including pre-operative, intra-opera-
tive, and post-operative considerations.

Here, in Part 2, we will go into more detail about important issues
mentioned in Part 1, such as paperwork and legal issues, and offer
some tips and tricks that enable us to provide excellent OR den-
tistry. Finally, we will reiterate the benefits of general dentistry in
the OR.  

III – PAPERWORK
Reports are a necessary part of any operation or hospital stay.
Reports are how we document what we did and communicate
with all interested parties, both current and future. Before bring-
ing a patient to the OR, the dentist writes or dictates the follow-
ing: 

• Treatment plan: Regardless of the formality or the exten-
siveness of the plan, a written treatment plan must be creat-
ed, and be approved by the parties prior to any operation. 

• Consent form: Even though clinical reality might turn out
differently, the consent form signed by the patient or
guardian must state what is being planned and anticipated
based upon available information. If there is ANY possibil-
ity of performing a certain procedure, it MUST be on the
consent form, or it cannot be performed.

• Letter of Medical Necessity: Addressed to the medical
insurance carrier. 

• Pre-operative report: If there is an agency or institution
involved (e.g., for the handicapped, nursing home), a pre-
operative report is often required. It justifies the operation
detailing the risks, benefits, options, and alternatives. 

Other reports are generated by other doctors prior to or at the hos-
pital. For all OR patients:

• History and Physical: The primary care physician
involved must write, dictate or check-off a current history
and physical (H&P). If multiple physicians or specialists
are involved, they may provide consultation reports. Some
states and facilities allow the dentist to perform their own
H&P.

• Progress notes and Doctor’s orders: The dentist is oblig-
ed to personally write brief notes in the patient’s hospital
chart before and after the operation, documenting the
patient’s condition in a timely fashion. 

• Operative report: During the operation, the dentist
announces to a note-taker (usually a dental staff member or
an OR employee) exactly what is being done (Figure 1).

Within 24 hours of the operation, the dentist uses those dic-
tated notes to prepare a detailed report of the operation.
This operative report may be dictated or typed by the doc-
tor’s personal staff. After the dentist reviews and proofreads
the written draft of the operative report, they must hand-
sign or e-sign it, depending on the facility’s policy. Finally,
the facility sends a copy of the operative report to all prac-
titioners involved in the patient’s health care who were des-
ignated by the dentist, and the dentist places the operative
report in the patient’s dental chart.

If the patient is admitted into the hospital and not treated as
an outpatient, other documents are required:

• Admission note: If the dentist is allowed to admit the
patient to stay in a room at the facility before and/or after
the operation, he/she must write an admission note in the
patient’s hospital’s chart, or dictate into the dictating sys-
tem. The dentist must document the patient’s pre-operative
health status, a reason for the operation, a statement that the
H&P was done with all necessary pre-admission tests
(PATs), and that the consent form was properly reviewed
and signed. 

After the operation, a brief entry in the patient’s hospital
chart is made documenting what procedure was done and
why, mindful that the pre-operative and post-operative
diagnoses are not necessarily the same.

• Daily hospital progress notes: If the patient spends time in
a hospital bed other than the OR, pre-op holding or PACU
(post-anesthesia care unit), additional  progress notes must
be written in the patient’s hospital chart at least on a daily
basis by the dentist and/or by each treating health provider. 

• Discharge summary: If the patient sleeps in the hospital
overnight, a more detailed discharge summary of the
patient’s stay in the facility must be dictated by the admit-
ting doctor. 

Figure 1. Second OR dental assistant takes notes in the OR.
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IV – LEGAL ISSUES
The following suggestions should not be construed as legal
advice. For specific legal advice, please contact an attorney.

The timely completion of the reports listed above serves an addi-
tional purpose: they are a judicious register of your actions and
justifications. Every operation and procedure performed in your
office or in the OR involves a health risk to the patient and, there-
fore, poses a legal risk to the dentist.  As you obtain informed con-
sents from the patient or their representative regarding planned
surgical procedures, present the options clearly, engage in the
appropriate steps when a patient refuses care, and maintain a care-
ful record of procedures. In so doing you prudently take reason-
able precautions to prevent the risk of lawsuits.  

Informed Consents
Consent forms are essential to a successful practice. Hospitals
and surgicenters require properly signed and timely informed
consent forms, witnessed by a non-relative. Your dental practice
should require them too, especially for surgical procedures.
Consent forms vary on how much detail they require. What is
mandatory, however, is that patients (or their representatives)
understand what they are reading, understand what they are sign-
ing, and know the alternatives. Undergoing surgery is a choice,
and each competent patient must be aware of his or her options.
This includes knowing the benefits, risks, options, and alterna-
tives, as well as understanding that nothing is guaranteed other
than the doctors’ promise to do their best to achieve the anticipat-
ed results. Doctors cannot ever guarantee specific performance. 

The consent form must also list the anticipated procedures to be
performed. The doctor should not leave the OR in the midst of a
surgical procedure merely to modify the plan with the parent,
guardian or third party with power of attorney (POA). Anticipated
procedures must be indicated and agreed upon by both parties in
advance, in writing. If you planned to save a tooth under general
anesthesia which turns out to be non-salvageable, the extraction
may be legally actionable if not pre-approved on a written con-
sent. Once sedated, a patient cannot legally sign or change any
document. Rescheduling a new procedure would be wasteful for
all involved, and denial of the needed treatment by the operating
doctor is not a possibility. 

The only reasonable course of action is to obtain written consent
in advance. If the dentist suspects that there is a 1% chance of
having to perform an extraction, a root canal, or any other proce-
dure, then those procedures should be included on the consent
form. One attorney suggested we add the following to our consent
forms: “If any unforeseen condition(s) arise(s) during the course
of the operation requiring, in the doctor’s judgment, procedures in
addition to, or different from, those now contemplated, I further
authorize the doctor to do whatever he or she deems advisable
with ordinary and reasonable care and skill according to accept-
able medical and dental standards.”

Present and Explain the Options
Patients may refuse needed medical or dental care for a variety of
reasons. One reason may be based upon religious beliefs.  This is the
patient’s right, as well as the right of a minor’s legal guardian. Older
citizens with multiple medical illnesses may present with Advance
Directives that may limit and restrict the scope of medical care in sit-
uations where a DNR (do not resuscitate) order is in place. 

Within the practice of dentistry it is common for a patient to insist
upon the extraction of a tooth that the doctor knows can be saved
by a root canal and/or a crown. As a healthcare provider you are
required by the standard of care to present options and alterna-
tives, and to explain these to the patient in layman’s terms. The
patient may choose your second or third alternate recommenda-
tion for treatment, and this is their right. You may thus perform

your second, third or fourth choice. But you may not knowingly
breach the standard of care in performing the procedure, and there
is no obligation to perform a procedure that you are not comfort-
able doing. 

At our dental practice we have two consultation rooms, where a
doctor or dental assistant holds a thorough (30-60 minutes) con-
versation with the patient and/or legal representative in order to
choose a treatment plan and to set an OR date. Modeled after the
medical SOAP system (Subjective, Objective, Assessment, Plan),
we adopt the following triad: 

1) FACTS. These are the clinical facts about the patient’s con-
dition, and these are the treatment options, risks, benefits,
prognoses and costs for each. 
2) OPINION. This is the doctor’s opinion of which option is best. 
3) CHOICE. We reiterate that it is the patient’s choice to deter-
mine which option will be performed.

Maintain and Retain Detailed Records
Documentation is vitally important because the dentist may be
asked, even months or years later, to justify why they extracted a
tooth that another dentist now states could have been saved.
Accurate record keeping will allow you to retrieve the informed
consent, treatment plan(s), and patient’s refusal of recommended
treatment forms, all of which have been signed and dated by the
patient or representative. Written documentation generally places
you on safe legal ground. There are very few reasonable plain-
tiff’s arguments against a signed and witnessed document proving
that the patient had been properly informed, presented with
options, and that they chose not to accept the recommended treat-
ment plan or standard of care.

It is common for patients to refuse dental x-rays. You may choose
to either decline to work on the patient (acknowledging your
inability to properly diagnose and meet the standard of care), or
you may perform the procedure after the patient signs a release
from responsibility. When a patient declines the dentist’s recom-
mended treatment plan and selects one that, while clinically
acceptable, is NOT the best choice in the opinion of the treating
dentist, the release form becomes necessary. Said form must be
properly signed, dated and witnessed. A dentist may not know-
ingly perform the wrong procedure under the standard of care, but
may perform a viable, alternate procedure if that is the patient’s
informed and documented wish.

If the patient offers a valid reason to refuse x-rays, the dentist can
choose to delay the procedure until an x-ray can be taken (such as
in the case of a woman who may be pregnant or has had other x-
rays within the past 30 days). Dentists have been sued for not
diagnosing periodontal disease or not including implants as an
option for tooth replacement. It stops an attorney cold in his
tracks when the dentist presents a signed form stating that the
patient refused periodontal treatment or opted not to consider
implants. Consider this oft-quoted suggestion: “Trust everyone,
but get it in writing.”

Preventing lawsuits
Let’s say you’ve followed all of the steps above. How can you
avoid being sued? This is a trick question because anyone can be
sued for any reason; frivolous lawsuits fill the dockets every day.
Assuming you prevail, you will still have been greatly inconve-
nienced by lost time, sleep, income, and an increased number of
lost or gray hairs. “How do you prevent a successful lawsuit?”
may be the more appropriate question. The answer to this ques-
tion has at least three parts which are detailed below.

The first precaution a dentist can take against successful lawsuits
is to avoid surprises. If a patient has a mental picture of a certain
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outcome, they can become irrational and enraged if that image is
not fulfilled. If there is a 1% chance of an adverse reaction occur-
ring, then the patient needs to be made aware of that possibility,
and agree to the risk factor by assuming the risk of the procedure
in writing. This is where “forewarned is forearmed” comes into
play. If the 1% outcome you projected occurs, you will be seen as
experienced and intelligent. If, however, you first have to break
the news after the occurrence, the disgruntled patient is likely to
consider you to be a lousy dentist. It is certainly within the realm
of probability that a planned root canal ends up in an extraction
when a vertical fracture is discovered. In the OR, there is no
option for dialogue. Unless an extraction was allowed on the con-
sent form, you may be liable for damages if you extract the tooth
and the patient does not accept your explanation.  

I recently brought MS, a very apprehensive 20 year old female, to
the OR for a large number of restorations and extraction of one
supernumerary tooth (a malformed and crowded third premolar
between #12 and 13). While extracting the supernumerary tooth I
discovered that the adjacent premolar #12 was fused to it. The
extraction would have meant the loss of tooth #12. Had the con-
sent allowed for “extractions” rather than “extraction of only the
supernumerary tooth,” we would have felt legally comfortable
extracting both teeth and explaining our decision afterwards. In
this case, we decided to not extract the supernumerary tooth
because the consent did not include any other extractions. In sub-
sequent cases, we always used the plural “extractions” to prevent
similar dilemmas (Figure 2).

Another recent OR case was
that of WG, a 76 yo male for
whom the plan called for full
mouth extractions and a biopsy
of a suspicious lesion. The
pathologist confirmed that the
lesion was in fact squamous
cell carcinoma of the mandible.
Without the patient’s explicit
permission, we could do noth-
ing more than what was
approved on the consent. The
patient would have to return
another day to remove the
lesion (Figure 3).

A prudent dentist gives
patients written handouts or
literature about what to reason-
ably and realistically expect
from a procedure, be it a
crown, bridge, root canal, den-
ture, periodontal therapy, and
especially a surgical procedure
or immediate appliance. A rea-

sonable step beyond this would be to have the patient sign a form
stating that they received said pamphlet or the appropriate materi-
als discussing the procedure. Remember, if the patient is surprised
with an unexpected outcome, you may receive a surprise from the
process server.

The second precaution is to have the patient sign (or initial) and
date your treatment plan consent, and/or have your assistant ini-
tial and date the approval in the chart. Only contemporaneous
notes and chart entries are acceptable, and the use of an ink or
electronic pen is strongly recommended. You may not modify the
chart after your records are subpoenaed. Record tampering is syn-
onymous with professional suicide: don’t even think about it.
Whether the patient or their proxy signs in ink or electronically,
always “inform before you perform” and have the patient date and
sign or initial every consent form.

The third precaution is to maintain a good relationship with the
patient and the family. I personally call every patient on the same
evening or the day after every office surgery and every OR case.
If I am unable to make the call myself, I have a staff member do
so and document it. People don’t sue over microscopically imper-
fect crown margins. They sue over poor communication and per-
ceived lack of caring.

Preparing for the worst
If you are sued, what do you do? First, you “remain calm and
carry on,” knowing that your liability insurance offers maximum
coverage. (You cannot afford to be thrifty here—go for the max!)
As soon as you’re served, contact your malpractice carrier and
describe the paperwork you received. From that point on, follow
all instructions from your assigned malpractice attorneys. They
will talk you through the process, hold your hand, and allow you
to sleep at night. Keep in mind, however, that if you are sued
above and beyond policy limits, you and your practice may be
liable for the remainder.

Death is a part of life, but not if it is considered untimely. If a
patient dies while under your care in the OR, or in your office,
there will be an official inquiry involving everyone who was pre-
sent. Questions will be raised to discover exactly what happened
leading to the cause of death. You need only to establish that your
actions were what a reasonable dentist in your situation would
have done. Your excellent documentation will be your best friend.

Disclaimer- I am a dentist and not an attorney, writing from my
own experience and knowledge. This article offers personal sug-
gestions and not legal advice. For specific legal advice about any
of the matters discussed in this article, please contact an attorney.

V – ASSORTED TRICKS AND TIPS FOR YOUR BEST OR
DENTISTRY
Below are some tips I did not learn in dental school, but picked up
during my 42-year journey as a dentist.

Getting Good Radiographs in the OR
For difficult, uncooperative or gagging patients for whom it was
impossible to obtain preoperative x-rays in the office, we obtain
intra-oral x-rays in the OR. To expose intraoral radiographs in the
OR we use either the hospital standard mobile x-ray unit on
wheels or portable units. There are three portable units we use: the
original 8.5 lb Nomad™ hand-held unit, the lighter-weight 5.4 lb
Nomad Pro™, and the newest 5.4 lb Nomad Pro-2™. All are man-
ufactured by Kavo-Kerr’s Aribex™ (Figures 4-6).

Figure 2. Ankylosed tooth extract-
ed along with abscessed tooth.

Figure 3. Oral intubation for
extractions and biopsy.

Figure 4. Ergonom-X™

dental film exposed with
NOMAD-Pro™ on a
nasal-intubated patient.

Figure 5. DEXIS™ image captured
with NOMAD-Pro™ on a nasal-
intubated patient.

Figure 6. NOMAD-Pro™ exposing a
DEXIS™ image on an oral-intubated
patient.
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Digital x-ray technology enabled us to gleefully eschew the dark-
room and chemicals, and obtain immediate results with excellent
resolution. In the OR our primary system is the DEXIS™ instant
imaging system. We bring our laptop into the OR, to which we
upload the radiographs to be viewed. The beauty of the system, in
addition to the ease of use and versatility, is the instant feedback.
We know within a second if we missed the apex, and can retake
the shot immediately and repeatedly until we are satisfied. The
previous views are archived, not overwritten, making them readi-
ly retrievable if needed. 

We upload the images to our office system at the close of our day
in the OR. It should be mentioned that the radiographs are “indi-
vidually identifiable health information” and thus subject to
HIPAA protection. Our laptop is password protected and its hard
drive is encrypted in case the laptop is separated from our office
staff or me. 

Because the hospital we work at does not allow us to establish a
VPN connection from our server to our laptop, we use encrypted
pen drives to transfer the radiographs from the laptop to our office
server. Thus, there is no risk of a pen drive containing OR data
being lost and accessed by a stranger.

When for whatever reason DEXIS™ or our laptop is unavailable,
our backup is the Ergonom-X™ Self-developing Dental Film
(Figure 4). These self-contained dental films are exposed in the
OR and developed by any nurse or technician in 60 seconds with-
out leaving the room. The quality is excellent for diagnostic pur-
poses, but not archival-perfect. 

Anesthesia in the OR
In the OR, we ALWAYS ask the anesthesiologist or anesthetist to
use nasal intubation (Figures 4, 5, 7 and 8). A patient’s mouth in
the OR will have at least six objects in it: the dentist’s two hands,
the assistant’s two hands, the handpiece (drill or sonic scaler), and
the suction. An oral endotracheal tube does not leave much room
to work, especially in the mouth of a child. The nasal tube allows
the dentist to cross the midline freely, and not be confined to only
one side or have a round hollow plastic obstacle in the way. 

At times, nasal intubation might not be possible due to nasal
obstruction, goiter, trauma, tonsils and adenoids, blood thinners,
or infection. As Mick Jagger told us in 1968, “You can’t always
get what you want.” For oral endotracheal tube cases, the gauze
throat pack may need to be removed and replaced in order to move
the tube from one side of the mouth to the other. This adds time
and risk to the case, and pauses the dental operation while the tube
is relocated within the mouth (Figures 3 and 6). So always ask for
nasal, and you will get it most of the time; 85% of our 1,800 OR
cases were performed via nasal intubation. 

Preserving Your Body
In the OR on an asleep patient, procedures are performed more
quickly with no pause, and the dentist may become tired especial-
ly when confronted with successive extractions.

The proper use of biomechanics when extracting teeth provides
numerous advantages with no recognized disadvantages. Over the
past fifteen years, we have noted a 75-80% reduction in tooth frac-
tures relative to the previous fifteen years, having implemented no
significant change other than incorporating proper body mechanics.

The patient benefits from more efficient extractions, leading to
fewer fractures, less postoperative pain, and quicker recovery. The
dentist benefits by being able to perform a greater number of
extractions in less time, with no wrist or body fatigue, resulting in
a greater net income. 

VI – ADDITIONAL TIPS TO MAKE THE OR CASE SUC-
CESSFUL
In terms of preparation and follow-up there are a number of tasks
that can make or break the success of an OR case.

Most follow-up visits require the patient to be relaxed and non-
combative in our office. We accomplish this 96% of the time by
using a combination of oral conscious sedation pills or elixir
and/or nitrous oxide to raise their tactile threshold; body-knee-
head wraps to reduce thrashing or unexpected movement; sun-
glasses or blindfolds to prevent light irritation; and sound-reduc-
ing headphones to eliminate sound as a behavior trigger. This and
other more specialized equipment are mentioned below.

Special Operatory Chairs
Unless we have to visit the patient at their facility, we like to use
our nine office hovercraft-style air glide base chairs. We can move
the DentalEZ J-chair™ or Nu Simplicity™ chair in any direction,
allowing the patient the easiest access into the operatory chair. For
those who prefer to remain in the wheelchair or gurney, these
operatory chairs glide across the room with one finger or one foot
after pushing the button to release the cushion of air (Figures 9 
and 10).

Immobilizing Wraps
Whether performing a preliminary dental work-up or seeing a
patient in the office for a follow-up, there is one piece of equip-
ment I find essential. It is the Rainbow Wrap™ by Specialized
Care Co. These gentle Velcro™ whole body wraps are crucial to
immobilizing the patient so we can assess the clinical picture
before going to the OR or cement/deliver an appliance like a
bridge or space maintainer after the OR case. The wraps come in
six sizes plus infant and can be washed many times before they
start to fray. They gently and effectively bind the hands, torso and

Figure 7. Molt™ mouth gag
used to prop open a nasal-intu-
bated patient.

Figure 8. Identafi™ used with
Molt™ mouth gag to detect oral
cancer on a nasal-intubated
patient.

Figure 9. Open-wide™ Mouth
Rest used along with Molt™
mouth gag on a wheelchair
bound geriatric patient.

Figure 10. Dental EZ J-chair™
airglided aside to allow treat-
ment of patient in wheelchair.
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feet and prevent injuries to everyone, especially the patients
(Figure 11).

Alternative to Radiographs
An excellent alternative to pre-operative x-rays is the Kavo-
Kerr’s CariVu™, which reveals caries images with no radiation
exposure. This device is easily used by the hygienists during the
preliminary exam. These images are less technique-sensitive than
radiographs, tolerate a little patient movement, and no one needs
to leave the room or wear special aprons.

Mouth Props
Another item we like and use often is the mouth prop. In the office
we generally screen uncooperative patients with Specialized
Care’s “Open Wide”™ tongue depressors inside of foam dispos-
able mouth rests. We find them practical, inexpensive, easy to use,
and harmless to enamel (Figure 9).

Dental practices use various kinds of rubber or plastic mouth
props, whether a piece of floss is tied around them, or a saliva
ejector is inserted through them. More versatile than the solid
one-piece props are the Molt™ ratchet mouth gags. We always
place a rubber hose around the two metal tips to prevent enamel
fracture (Figures 7 and 8).

The bilateral Jennings™ mouth prop, found in ENT catalogs,
props open the premolars and provides great access to the incisors
and cuspids. Protective rubber hose cannot be used with the
Jennings™ prop, so be mindful of patients clenching on it and frac-
turing porcelain or enamel.

Lighting the Field
Since uncooperative patients often move about in the office oper-
atory chair, we use our Ultralight Optics™ head lights in order to
constantly keep the mouth in the
light field. We merely need to
slightly move our head as the
patient moves theirs. 

Reducing irritating sounds
Many patients on the autism
spectrum have adverse reactions
to touch, light or sound. They can
often be a trigger to a behavioral
issue that precludes any treat-
ment or even examination of the
mouth. This is when we have the
patient don opaque sunglasses or
blindfolds, plus sound-reducing
headphones, with small dispos-
able covers which tune out
sounds of the drill as well as our
voice (Figure 12).

Identafi Screening
We use the Identafi™ screening device to detect increased vascu-
larization in the soft tissue, suggesting trauma, cancer, or other
oral pathology. We use it for oral exams, where with one hand we
can retract, prevent biting, and illuminate the field with superb
clarity. This device is also used to trans-illuminate for possible
craze or fracture lines, and is ideal for bedside oral exams, or lim-
ited oral evaluation on a moving mouth (Figure 8).

In addition to tools and equipment, here are procedures we find
useful to our success in successfully completing OR cases.

Safe and Proper Prescribing
Most often we must sedate the patient for the initial exam and/or
follow-up. Our patients may be taking prescription drugs. To pre-
vent an untoward reaction, be it synergistic or antagonistic, we
look up their drug(s) in the Lexicomp™ database prior to choosing
the sedative we will use. This program will tell us if the drug is
safe to prescribe.

Post-Op Follow-Up
After the patient leaves the hospital or surgical center, we call
them at our convenience so that they don’t call us at our inconve-
nience. If there is a problem, pending issue, or just the need for
reiteration and reassurance, that is done easily with a timely
phone call. Our initiating a prompt follow-up call maintains rap-
port and is a great practice builder. Document every phone call
with a very brief narrative. In the eyes of the judge, if you didn’t
write it down, it didn’t happen. 

If possible, see the patient within a few days to check on healing
of extraction sockets, reduce high restorations, deliver or adjust an
appliance (especially an immediate denture), reshape a temporary
crown, or simply reassure them that all is well. Sutures may have
to be removed or re-evaluated for resorption in 7-10 days.
Appliances may have to be inserted, delivered or adjusted after
two weeks.  

Preventing Post-Op Self-Injurious Behavior
Depending on the degree of cooperation from a patient we some-
times prepare a crown or bridge in the OR under general anesthe-
sia, and try to cement the prosthesis in the office via oral sedation,
nitrous oxide and local anesthesia two weeks later. In order to
relax the patient for
this necessary follow-
up, we usually pre-
scribe oral Valium or
Halcion on an empty
stomach and empty
bladder. We use Porter
Instruments’ low profile
disposable Silhouette™
masks, which allows
for eye glasses to be
worn. It comes in four
sizes and does not pro-
mote air leakage due
to mustaches or beards
(Figure 13).

If local anesthetic is used, in particular a mandibular block, upon
completion of the dental procedure we like to reverse the anes-
thetic effect by injecting Septodont’s OraVerse™ (phentolamine
mesolate) into the same site. This prevents post-operative biting
of the lip, tongue, or cheek during the critical first 30 minutes dur-
ing which the caregiver or family member is usually transporting
the patient home. OraVerse hastens the dissolution of the anes-

Figure 11. Knee/Ankle Belt used with Rainbow Wrap™, to stabilize
a combative patient.

Figure 12. Sound-reducing
headphones preclude sound as
a negative behavior trigger.

Figure 13. Silhouette™ nitrous mask
facilitates anxiolysis.
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thetic by vasodilating the nearby blood vessels, promptly return-
ing the normal protective sensations (Figure 14).

Two-Week Follow-Up
It is at the two-week fol-
low-up visit that we go
over both clinical and
clerical details. Clerical
details include insurance
forms and financial recon-
ciliations. The clinical part
covers oral hygiene
instructions to the patient
and/or caregiver to reduce
the chance of recurrence
of the clinical problems.

VII – CONCLUSION
In the OR, the operating dentist can work six-handed with a
hygienist and/or assistants. Documentation of the income of den-
tal office vs. OR reveals a four-fold advantage when in the OR.
Gross income from the throat pack’s insertion to removal averages
$3,500/hour for us. It is the ultimate in dental efficiency, wherein
both the patient and the practice benefit. In terms of quality and
quantity, we do our best work when there is no movement, no sali-
va, no trismus, no spitting, no kicking, no answering cell phones,
no bathroom breaks, and no need to stop until we are satisfied that
the case is totally completed. 

Besides best quality of work and financial reward, there are other
reasons to consider incorporating the OR into your current modal-
ities offerings. 

Personal gratification
For us, the heartwarming gratification of treating someone who
was unable to receive needed dental care in an office setting is one
of the best feelings in the world. A hug from a child with Down’s
syndrome or a hand-squeeze from a patient with Alzheimer’s after
a procedure keeps my staff and me energized and invigorated for
quite a while (Figure 15).

Working at full throttle
Being able to operate at maximum efficiency, comfortably com-
pleting eight hours of dental work during a two hour OR visit, pro-
vides a great sense of accomplishment. The patient benefits from
the compression of multiple office visits into a single visit during
which they were asleep, with no gagging, no discomfort, and no
recollection of any unpleasant experience. The dentist benefits
from the patient’s total compliance, with no pausing for any rea-
son. 

By incorporating the OR into your practice you can care for
patients who may otherwise be left untreated. It is also a path onto
a healthy, active, growing, and successful practice. By working in
the OR in addition to our office, we serve our patients better, serve
ourselves and our loved ones, and leave our mark in the lives of
others in a most positive manner. There may be no better public
service or practice builder. Everyone benefits by general dentists
adopting the OR as an expanded access to care.

Figure 15. Geriatric patient hugs hygienist after successful
case completion.

Figure 14. Patient bit tongue 
following dental procedure when
OraVerse™ was not used.

I thank Dr. Joseph Bee and Dr. Gary Hack for their contri-
butions to this article. Extra special thanks go to Joshua
Friedman, JD, MBA for his review of the legal section, and to
Lena Rotenberg, MS, MEd, for her organizing, proof-read-
ing and editing.
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