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T H I S  S E R I E S  O F  A R T I C L E S  A N D  L E C T U R E S  I S  P R E S E N T E D  B Y  YO U R  G DA  F O U N DAT I O N  F O R  O R A L  H E A LT H .

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

Fourth in a series of four articles
OFF-SITE AND OUT OF SIGHT

Summary Review and Preview
In the previous article three, 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 this 
final article four, we will focus on safe 
dental treatment in more detail, and also 
in a hospital or surgical center operating 
room. We will also address dental care 
out of the office, including private homes, 
nursing homes, institutions, mobile 
dentistry in the field, mission trips to 
other states and countries, and other out-
of-office settings you may be surprised to 
learn about. 

Access to Care is a personal mission 
and passion of mine. I will share my 
story with commentary in the very 
last paragraph. Most dentistry can be 
accomplished very well in a traditional 
office. A significantly great amount 
cannot. This writing and these images 
will explore non-conventional settings for 
our special groups of patients, be it their 
physical, behavioral, mental, financial 
or geographic status, and other life 
circumstances over which they have little 
to no control. 

Dentistry in the Hospital 

Operating Room or Surgical 

Center
Is there a need for dental care in the OR? 
With behavior management and/or good 

oral conscious sedation techniques, most 
dentists have an admirable success rate 
in getting their procedures completed in 
the office, ranging from orthodontics to 
oral surgery and everything in between. 
Being sedated to have dental care safely 
completed may be elective for many, but 
mandatory for others. Imagine all the 
people who would remain untreated 
if there was no means or mechanism 
for them to safely be put to sleep while 
their medically and dentally necessary 
treatment is performed (Photo 1)? If our 
mantra is “pain-free and infection-free,” 
then a way to manage that must be made 
available and accessible (Photo 2).
What’s going on with hospitals? Years 
ago, a dentist merely needed to show his/
her dental and insurance credentials to 
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work in an operating room. The facilities 
have become more restrictive, more 
cautionary, more crowded, and more 
fiscally oriented. Still, it is the best game 
in town for treating those who cannot 
safely be managed in an office setting. All 
too often it boils down to hospital dental 
care or no care. And then they would 
have to see the oral surgeon. And where 
do the oral surgeons do much of their 
work? They do it in an operating room, 
be it in the hospital, the surgical center, or 
in their own private facility.
When Anesthesia in the Office is Not 
Enough: Modalities of Anesthesia 
ASA 1–5 classifications are assigned for 
good reasons. They address the medical 
complexity of the patient and the 
anesthetic risk. 

The American Society of 
Anesthesiologists developed this physical 
classification system to help assess risk 
factors for general anesthesia: 
• ASA 1- normal health

• ASA 2- mild-moderate systemic disease

• ASA 3- severe systemic disease

• ASA 4- severe incapacitating systemic 
disease that is a threat to life

• ASA 5- moribund, not expected to 
survive without an operation
Categorizing the patient’s risk factor 

helps the anesthesia team assess what 
is best for the patient in terms of type 
of anesthesia including premedications, 
precautions, and post-op care. While 

the array of modalities of anesthesia is 
beyond the scope of this dental article, 
we must applaud the anesthesia team for 
their depth of knowledge in determining 
what level and type of anesthesia keeps 
the patient safe, asleep, and allow us 
to do our finest dentistry on a non-
moving patient. 
Who are the patients? My OR patients are 
as diverse as the rest of my ambulatory 
practice. While patients with autism, 
cerebral palsy, Alzheimers, and other 
intellectual or developmental disabilities 
comprise the majority of our ASA 2 and 3 
OR cases, we have also treated hundreds 
of ASA 1 cases. This includes lawyers, 
teachers, businessmen, professors, young 
frightened children, and others we call 
our neighbors. People with panic attacks, 
situational anxiety, uncontrollable 
gagging, microstomia, needle phobia, or 
those who will not or cannot have a local 
anesthetic are included in our roster of 
people requiring to be put completely 
to sleep to accomplish their needed 
dental care. 
What are the benefits to the dental 
practice? In my courses and lectures, I 
ask the attendees why anyone would 
drive past 20 offices to go to yours. The 
typical answer is that you are a specialist 
and the other practices are not. But why 
would they drive past 20 offices of your 
same specialty or 20 other GP offices if 
you are a GP? The answer must be that 
you offer something the others don’t. Oral 
Conscious Sedation (OCS) and general 
anesthesia are a niche and unique offering 

that is not commonly found. As we know 
from marketing and advertising, satisfied 
customers tell others. People who found a 
professional to help them will tell others 
of their success with you. Our greatest 
practice builder comes from patients who 
tell friends and families of others who 
had difficulties locating a dentist who can 
perform the needed and usually overdue 
dental care under OCS or out-patient 
general anesthesia. With the current 
social media networks, it is no longer just 
the family at the dinner table or close 
friends who learn of these successes. It 
is now everyone who reads or hears of a 
formerly exasperated parent or caregiver 
who finally found a dentist willing and 
able to treat their special loved one. As a 
practice builder for your overall growth 
and expansion, offering something your 
20 nearest competitor colleagues don’t 
offer places your practice right at the top. 
And there is no marketing fee for this 
extraordinary word-of-mouth referral 
expansion.
How to go about providing OR 
dental care? Once approved by the OR 
facility, you need to bring your clinical 
staff to that site for several reasons. The 
most important would be to have them 
share your vision of treating patients 
while asleep, and have them “buy-in” to 
your professional goals. You’ll want »
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their support, not their resistance and 
discouragement. The staff will need 
to be credentialed, which is generally 
merely proving they have the dental 
assisting or dental hygiene degree, and are 
covered under your regular office liability 
insurance. They will work with you to 
determine what equipment and tools are 
available and what you need to obtain. 
Usually the only things I bring, besides 
my wonderful staff, is my laptop which 
includes the patient’s chart, treatment 
plan, and X-ray images. We also bring any 
appliances for this particular patient, such 
as immediate dentures, space maintainers, 
implant parts, crowns and bridges, or 
anything specific for only this case. 

  In the OR

Pre-Op Procedures #1: Consult and 
Consent Every OR case begins with a 
meet and greet, obtain and review the 
necessary data, discuss the case with 
the patient and/or responsible party, 
then obtain proper informed consent. 
Discussion and agreement are required 
to determine which treatment plan to 
select, what procedures will be performed, 
who will pay for the services, which 
insurances will participate, what pre-op 
tests are needed, and what physicians 
need to sign off their medical approval. 
Many of these pre-op requirements are 
valid for only 30 days. 
Pre-Op Procedures #2: Clinical 
Considerations It is rare to have only one 
treatment plan on the table for the patient 
to accept or reject. The great majority 
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of the cases, just like in the office, are 
multiple treatment plans to select from. I 
urge the patient and responsible parties to 
reject, not select. Tell me what you don’t 
want. After they reject all but one, then 
we estimate their co-pay and arrange 
clinical details on what preparations are 
needed before the OR date. For example, 
if we prepare a crown in the OR, will 
we cement it later in office with OCS, or 
return to the OR at a later date to cement? 
If we are extracting primary teeth for a 
space maintainer, do we take impressions 
in the office, then extract and cement the 
appliances in the OR, or do we extract 
and take impressions in the OR then 
cement in the office with OCS or do we 
return to the OR for cementation? Should 
the space maintainer be unilateral or 
bilateral? Do we take X-rays pre-op in the 
office, or take them in OR then develop 
and modify the pre-op treatment plan 
based upon intra-op exam and X-rays? 

Pre-op diagnoses and post-op 
diagnoses are rarely identical when we 
walk into the OR without a good exam, 
X-rays, and a firm treatment plan. More 
often than not, we clinically prepare for 
the most likely, plus worst-case scenarios 
that we may encounter in the OR. That 
is part of what makes this so interesting, 
exciting, challenging, and rewarding 
for my dental assistants, hygienists, and 
me. This is the best medicine to prevent 
professional burnout.
Intra-Operative Consideration #1: 
Anesthesia The anesthesia team is 
responsible for safely putting my patient 

to sleep, assuring no movement while we 
work, and safely waking them up when 
I remove the throat pack and declare 
the care completed. The only essential 
dialogue I have with the anesthesiologist 
or nurse anesthetist is to reiterate my 
request for nasal intubation (Photo 3). 
In the mouth are my two hands with 
mirror and drill, my assistant’s two hands 
with her suction and retractor, or the 
hygienist’s scaler (Photo 4). There is not 
much room for an anesthesia tube. We 
always prefer the tube be inserted from 
the nose to the lungs. This happens 85% 
of the time. The other 15% we have 
to accept an oral tube (Photo 5). The 
reasons could be physical anatomy of the 
throat, interference by adenoids in the 
very young, the patient has a bleeding 
disorder or is on blood thinners, a nasal 
respiratory infection that should not be 
pushed into the lungs, or simply they 
tried and failed several times and just 
ceased trying to force a nasal tube. More 
than once a novice anesthesiologist or 
nurse anesthetist called in a seasoned 
veteran who was able to accomplish the 
difficult task. 

When I have to work around an oral 
tube, we prop the side with the tube and 
do all our clinical dentistry on the other 
side. When that work is completed, we 
have the anesthesia team switch the tube 
to the other side, and we complete the 
work on the second side. This minor 
inconvenience generally adds a few 
minutes to the case, because working 
on only one side at a time is inefficient. 
The X-rays have to be taken twice, then 
the sequence of treatment of perio, then 
restorative, then endo, then surgery, etc. 
has to be repeated (Photo 5). All the work 
gets done, but takes a little longer. That is 
still far better than not getting the work 
done at all. Sometimes, this is the best 
available option, and is still a gratifying 
and clinically successful result.
Intra-Operative Consideration #2: 
Keeping Records My practice partners 
and I always work 6-handed. One 
assistant is sterile gowned and hands me 
my instruments. My second assistant or 
dental hygienist is not sterile, and takes 
notes as I announce what surfaces and 
what procedures I am performing. She 

4-6-handed OR dentistry
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keeps track of what material, what shade, 
and what medicines we used during 
the case so we can accurately dictate for 
clinical, clerical, and insurance purposes. 
Intra-Operative Consideration #3: 
Procedures Once the breathing tube is 
inserted and secured in place, it is our 
turn to work. My assistant or I pack 
the throat with a long wet gauze and 
announce it as our starting time (Photo 
6). There are slight variations in treatment 
sequence in the OR. Following placing 
the throat pack, my sequence is: photos, 
intraoral X-rays (if not done in the office), 
cleaning or non-surgical periodontal 
care, models if needed, restorative, 
endo, crown and bridge, then all blood 
procedures including extractions, perio 

surgery, tori removal, frenectomies, etc. 
We want all blood procedures last so as 
to not contaminate composites or any 
restorative care. Upon completion, we 
take final post-op intraoral photos and 
turn the patient over to the anesthesia 
team for extubation and transport to the 
recovery area. 
Post-Operative Considerations As we 
step away from the OR table, the medical 
team takes over. My team and I remove 
our gowns and gloves, gather up our 
personal supplies like our laptop, camera, 
papers, and anything else we brought 
with us. If we have a case to follow, my 
staff freshens up and takes a half hour 
break. If no more cases that day, they are 
free to leave. As the doctor, I still have a 

few chores. First, a brief note in the chart 
is required so the recovery nurse knows 
what was done. This may be in writing 
and/or electronically, depending on the 
institution and their state of the art with 
Electronic Medical Records (EMR). We 
then talk with the family or caregivers 
to inform them how the procedure 
went, any changes or deviations from 
the pre-op plan, give them instructions 
on preprinted sheets, provide any 
prescriptions either in writing or by 
calling a pharmacy, and inform them 
of when we need to see the patient 
again. Then, if I didn’t already write my 
discharge orders and operative notes, I 
do so now. Operative report or procedure 
notes may be written or dictated, they 
may be required before the patient »
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leaves the building, or done within 24 
hours, depending on the facility’s policy 
and guidelines. 
Medicines (Written and/or Called in; 
Pre-Op or Post-Op) We don’t always 
know how much pain or bleeding there 
will be, nor how difficult the extractions 
may be, or even how many teeth we are 
removing. Often these are determined 
after the patient is asleep and we do an 
oral exam plus X-rays. We cannot easily 
chitchat with the family from inside the 
OR, so all of this plus contingencies must 
be planned. There is significant trust 
that we will accommodate the family’s 
wishes and reasonable expectations. So, 
we have a prescription pad as well as 
the pharmacy phone number to call in 
whatever we feel is necessary. Sometimes 
the prescriptions are filled in advance of 
the OR date. When the exact treatment 
to be performed is less predictable, 
we prefer to call in the Rx after case 
completion so it can be ready and picked 
up on their way home. 
Gauze, Ice Packs In our office, for 
patients with a normal gag reflex, we 
provide a 2x2 inch gauze square or other 
cotton products to control the bleeding 
after any periodontal or oral surgery. If 
the patient is asleep, there is no gag reflex, 
and a chance that the cotton product 
will end up in the lungs. To prevent this 
potentially life-threatening emergency, 
we do not leave any cotton or anything 
loose in the mouth. Instead, we give the 
family gauze to be used later when the 
gag reflex had fully recovered, or advise 
them to use similarly shaped tea bags 
for hemostasis. The facility provides ice 
packs, often with string ties similar to 
face masks that can keep the ice in place 
to help slow the bleeding. The patients 
are also given disposable kidney shaped 
emesis basins to allow blood trickle into 
the plastic bowl. 
Written Instructions Like most 
offices, we have written post-operative 
instructions for most of our common 
procedures performed in our office. 
The procedures are the same whether 
performed in our office, OR, or elsewhere. 
My staff always includes copies of all 
possible procedures that might be 
performed on that patient in the OR 

on that date. At the end of the case, we 
review and give those instruction sheets 
to the accompanying family or caregivers. 
Additionally, when we know what types 
of procedures we will perform, we give 
those instruction sheets to the family 
so they can be reading them while we 
are in the OR, then merely review the 
relevant items after the case is completed. 
We never expect anyone to remember 
everything we said. Everything is in 
writing, including our after-hours phone 
numbers. 

  Following Discharge from the 

PACU (Post Anesthesia Care 

Unit)
Immediate and Next-Day Instructions 
Post-op information for the people 
bringing the patient home must include 
both the dental, plus the general 
anesthesia instructions. Both we and 
the facility nursing staff remind the 
family that the patient may be nauseous, 
sleepy, and wobbly for the rest of the 
day. Normal activities generally may 
resume the following day, with the 
additional admonitions of managing any 
precautions in the mouth. This includes 
being mindful of extractions sockets, 
temporary crowns, high restorations, 
immediate appliances placed in the 
mouth, suture management, and more. 

Follow-up appointment information 
We always provide a follow-up 
appointment. We may have to remove 
sutures, check extraction sockets, adjust 
a delivered appliance, deliver a new 
crown or appliance, reduce a high filling, 
modify a temporary crown, take an 
impression, or even check the occlusion 
with articulating paper. There are many 
reasons for at least one follow-up visit. 
Hospital vs Surgical Center I have 
worked, and still work, in both 
conventional hospitals and free standing 
surgical centers. Each have their pros 

and cons. I appreciate the availability of 
other medical professionals in a hospital 
setting. I especially value the opportunity 
to co-operate (that is two Drs. operating 
together) on a case. In hundreds of my 
dental cases, we invited another health 
professional to come to our OR at the 
beginning or end of our case to perform a 
colonoscopy, pap and pelvic exam, clean 
their ears, biopsy another part of the 
body, trim their toenails, obtain non-
dental X-rays, or even draw blood on 
uncooperative patients. I cannot imagine 
a better two-fer than having multiple 
necessary procedures while asleep. On 
the other hand, the turnover time in a 
hospital is generally longer due to the 
larger number of beds, staff and OR’s 
This includes being bumped by another 
doctor needing my elective case OR for 
an aneurism, accident or some other 
medical emergency situation where we 
find ourselves waiting until the more 
urgent case is completed, and the OR is 
turned over for the next case. 

In surgical centers, we do not compete 
with other doctors who have prioritizing 
emergencies, so they run more efficiently. 
But if a medical issue arises, there may 
be no other doctor in the building except 
the anesthesiologist or nurse anesthetist. 
Some surgical centers are limited to only 
IV MAC (monitored anesthesia care), 
while larger facilities offer full out-patient 
general anesthesia. Each facility has its 
advantage, and all are essential in the 
available offerings to our patients. 

  Paperwork
Transitioning to EMR If you have not 
made the switch to Electronic Medical 
Records, get ready. Most doctors agree 
it is one step backward to go three steps 
forward. It is necessary and it is here, now. 
Before: There is always pre-op paperwork. 
The patient needs to provide a previous 
History & Physical so the anesthesia team 
can confirm that the case is appropriate 
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for their facility and to determine if any 
additional precautions or consults are 
required. The patient must be informed 
of Pre-Admission Tests (PATs) which 
generally include at least a blood test, 
sometimes a urine test, a negative 
pregnancy confirmation, and currently 
also a negative COVID-19 test. Consents 
must be signed for the dental procedures, 
as well as for anesthesia. Insurance and 
financial arrangements are needed to 
avoid surprises later. 

In the pre-op area, all paperwork is 
confirmed, especially an H&P from the 
physician within the last 30 days saying 
it is okay to proceed with the case under 
general anesthesia. The nurse confirms 
that the patient did not eat solids other 
than medicine for the past 8 hours, and 
that all consents are properly signed. 
During: In the OR, the dentist or 
hygienist announces everything that he or 
she is doing, including the times of throat 
pack insertion and withdrawal. A non-
scrubbed dental assistant or other health 
professional takes notes so these can later 
be incorporated into the operative report 
plus dental chart for documentation 
and billing. 
After: As soon as the case is completed, 
brief notes are recorded in the facility’s 
documentation system. Discharge orders, 
Rx’s and additional operation details are 
required either before or after speaking 
with the patient’s accompanying family 
or caregiver. This may be written and/or 
dictated, but is a requirement.

  Legal Issues
Informed Consents Proper informed 
consents are necessary for all concerned. 
It lets the patient and his/her team know 
what is planned and what is authorized. 
Whatever is not included is excluded. 
Sometimes, with no good pre-op exam 
or X-rays, we do not have a well-defined 
plan. So, keep the consent flexible 

by writing and agreeing to: possible 
periodontal scaling, possible restorations, 
possible root canals, possible extractions. 
Do not write down the tooth number 
or letter, or precisely how many teeth 
are to be removed or restored. If you 
wrote down “extract tooth #3” you may 
not extract tooth #2, even if you or your 
staff made a clerical error. If you wrote 
extract two teeth and discover a third 
non-restorable tooth, you jeopardize your 
license if you take out that third tooth or 
anything not explicitly and specifically 
written on the sheet. So keep it flexible by 
writing the words “multiple teeth” rather 
than any specific tooth number, letter, 
or quantity. 
Present and Explain the Options Giving 
a patient or their responsible party a 
printed sheet of paper and asking them to 
merely sign it is not good enough. They 
may or may not understand what they 
are signing. You must not assume they 
do. At the very least you are required 
to summarize what is on the sheet so 
it can be considered an “informed” 
consent and not a blindfolded or 
misunderstood consent. 

Our policy is to gather the data, assess 
both subjective and objective, then 
present multiple options. For years, 
hospitals have been using SOAP notes for 
every patient. That is subjective, objective, 
assessment, and plan. That is similar 
to my verbal consultation protocol of 
presenting the facts, offering my opinion, 
then stepping back as the patient and his/
her team decide what is best for them. 
I will never knowingly do something 
wrong, but I will perform my third choice 
treatment plan if it happens to be the 
patient’s first choice. I will, however, have 
them sign off in writing that they rejected 
the alternate plans that I recommended. 
I will extract a tooth if the patient rejects 
a root canal. Similarly, I will do my best 
to save a questionable tooth if that is 
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few root fractures. In that participation 
workshop, we emphasize two things. One 
is body positioning to prevent lower back 
pain. The other is how to rotate the tooth 
around your wrist and not the other way 
around. Use proper body mechanics and 
best principles of hand physics to prevent 
physical ailments from cutting your 
career and the joy of practicing short. 
Your hand is your tool. Preserve your tool.

  Additional Tips to Make the OR 

Case Successful
Safe and Proper Prescribing In the OR, I 
generally order triple AAA. That includes 
Antibiotics to prevent an infection, 
Anti-inflammatory Decadron to reduce 
post-operative swelling, and Analgesics 
for pain management. Postoperatively, 
based on my assessment of their pain 
level and tolerance over the following few 
days, I will prescribe some pain relieving 
medicine. It may be pills or liquid. If I did 
not order it before the case, then I may 
call it in right after, or just hand a script 
over to the patient’s responsible party. 
Post-Op Follow-Up We always call the 
patient later that day, or the following 
day. We want to assure that they are 
healing and recovering well, and answer 
any questions they may have. It keeps the 
lines of communication open, keeps the 
patient’s team satisfied, and prevents late 
night wake-up calls.
Preventing Post-Op Self-Injurious 
Behavior Some people in this population 
may exhibit self-injurious behavior. If 
they are in pain or frustrated and cannot 
express it well, they may attempt to injure 
themselves or even someone else. If they 
have a helmet, we place it on after the 
facility’s pillows have done their part 
(Photos 10, 11). If hand holding alone 
does not prevent injurious thrashing, 
then gentle mesh and Velcro ties for a 
short while may be in order. Usually, once 
the family or other loved ones are in the 
recovery room the patient quiets down 
and becomes manageable. We are here 
to treat injuries, not facilitate them. By 
being preventive and proactive, we help 
keep everyone safe. 
Two-Day to Two-Week Follow-Up In a 
previous paragraph, we talked about the 
follow up visit after discharge from the 
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By taking two images but charging 
for one, we obtain useful information 
on each one, then draw preliminary 
treatment plan from that. Intraoral 
photos and/or video helps with treatment 
planning and documentation.

In the OR, we always obtain excellent 
high-quality images. Most facilities have 
available both wheeled in X-ray units 
with a long swing arm (Photo 8), as well 
as a hand-held unit. We have several 
NOMAD-Pro and NOMAD-Pro 2 units 
in our facilities and our office. The staff 
prefers the swing arm because they don’t 
have to hold it. The hand-held is a great 
back up and also allows us the angle from 
positions the swing arm cannot reach. 
The end result are excellent intraoral 
images. When the film sensors or the 
computers are unavailable for any reason, 
we use the ever-ready Ergonom-X Self 
developing film described in the previous 
articles (Photo 9). We never proceed 
without radiographs. We don’t work 
blindfolded and do everything to avoid 
surprises. 
Anesthesia in the OR The type of 
anesthesia selected is the domain of the 
anesthesia team. Other than knowing 
that we strongly prefer nasal over oral 
intubation, they need to know our 
estimate for the case duration. I provide 
running updates of my estimated 
completion time so they will know 
how much more anesthesia to use. This 
facilitates wake up and recovery. In 
certain instances, general anesthesia is 
not an option. That is when they discuss 
IV, which has its own advantages and 
disadvantages, benefits and risks. They 
may start with oral Versed then give some 
IM Ketamine in order to safely start an IV. 
Other times, they use a mask inhalation 
and then start the IV. It generally depends 
on the patient’s level of cooperation, 
with or without the oral sedative and 
the IM injection. For people who have 
abandonment anxieties, a family member 
is generally allowed in the OR for the 
first few minutes until the patient is 
comfortably sedated.
Preserving Your Body I teach a 2.5 hour 
course on using special body mechanics 
to extract teeth with no wrist fatigue, 
no shoulder or arm fatigue, and very 

the patient’s desire, and indicates so in 
writing to relieve me of any responsibility 
if and when the treatment fails. It is 
their health, their mouth, their money, 
and their choice. We are here to serve, 
but cannot take responsibility for their 
clinical choices.
Maintain and Retain Detailed Records 
There are varying and conflicting rules 
regarding how long to keep medical 
records. You need to consult your 
state’s rules and regulations because 
requirements change over the years. 
Later, it may be necessary to prove 
if a minor was involved, if there was 
an infectious disease, or if fraud was 
involved. The safest thing is to scan and 
shred everything, and have a backup of 
it all. Dentists who dispose of records 
that they thought were too old to ever 
be recalled are being cited for not being 
able to produce them when new rules 
and requirements are enacted. Be safe. Be 
smart. Scan, save, and shred it all with 
backup. It is only disc space, not shelving 
or basement storage.
Preventing Lawsuits It is not a secret that 
the best prevention against a lawsuit is 
good rapport and great communications. 
Don’t overpromise, and never guarantee 
specific performance. You should promise 
to do your best, and cannot be sued if 
your best just was not good enough to 
save that tooth or appliance. 
Preparing for the Worst No one can 
prepare for everything. So prepare for 
the most common and most likely. Keep 
communication open and get it all in 
writing. 

  Tricks and Tips for Your Best OR 

Dentistry
Getting Good Radiographs in the OR We 
can’t always get good intraoral X-rays in 
the office. For some patients, we can’t get 
any X-rays at all. In the office, we often 
sedate the patient with a benzodiazepine 
as described in previous articles in this 
series. We allow and even encourage non-
pregnant family members or caregivers 
to assist in obtaining office intra-oral 
radiographs. If that fails then we take two 
panoramic images (Photo 7). The patient 
may remain in the wheelchair, with all 
helpers draped with Velcro lead aprons. 
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OR. If the patient is in a place where an 
office follow up is not an option, then we 
usually visit the patient. This would apply 
to hospital inpatients, bedridden patients 
at home or nursing homes, or other 
institutions. 

  Other Out-of-Office Experiences
Home Visits There is nothing new 
about home visits. In fact, in medicine, 
home visits historically preceded office 
and hospital care. This is true all over 
the world. What is new is how easy it 
has become. Once you have the skills, 
motivation, and supplies, the only real 
hard part is finding a parking spot for the 
visit. I have found that the most grateful 
patients and families are those we visit 
in their homes. It does take a little extra 
preparation. It is wise to have back up 
supplies such as curing light, hand-held 
X-ray battery, composite material, and a 
hard copy of the treatment plan in your 
car (Photos 12, 13).
Nursing Homes I love going to nursing 
homes and assisted living facilities. Often 
the facility has a beautician chair and/
or dental chair and/or ENT chair. Some 
of our staff members compete for who 
gets to accompany my partners or me to 
the facility. Sometimes, the hygienist and 
dental assistant do all the clinical work, 
while my job is to make an entry in the 
chart. We take X-rays on every nursing 
home patient and perform cleanings and 
minor procedures. If they need more 
work, then we often schedule for them 
to come to our office for more definitive 
treatment or hospital OR for extensive 
care (Photos 14, 15).
Hospice We happily break all the rules for 
hospice patients. At the base level, pain-
free and infection-free is the least we can 
do for them. Imagine providing a service 
for those who want a 10-unit bridge on 
their only three remaining upper teeth, 
or to whiten their teeth so they will look 
good on photos, or to provide an acrylic 
flipper they can wear for when their 
family visits. It takes so little to make 
these people smile and happy in their 
final days. Our standards and guidelines 
of bridge length and criteria for bleaching 
do not apply. It takes such little effort to 
make someone happy (Photo 16).

Institutions I have worked in different 
kinds of institutions. Each taught me 
something, and each improved my 
clinical skills in a non-conventional 
setting. The most dedicated health 
professionals I have ever encountered 
are those who worked in institutions 
for the mentally challenged. They 
work tirelessly in the company of ever-
challenging clients. These are the men 
and women who assisted my dental 
team and me when we went for our 
biweekly or monthly all-day visits seeing 
their clients at the health clinic in their 
institutions. Their job is to sedate the 
patients, properly restrain them so that 
no one gets injured, and assist us as we 
perform dental X-rays, cleaning, scaling, 
and simple extractions. 

Institutions for juvenile delinquents 
and similar facilities also rely heavily on 
nursing staff, but security personal are 
also on hand for our safety. The situation 
is not much different in jails and prisons. 
When we go there, security is tighter than 
the JD facilities. When their clients come 
to our office for follow-up or care beyond 
what can be provided there, they are 
always shackled and accompanied by two 
security guards. 
Missions to Other States or Countries 
I can recall that my best days in dental 
school and residency were when I was 
studying off site. I spent many months in 
Portland, Maine; Edinburgh, Scotland; 
and London, England, then returned to 
my home base at Tufts in Boston, MA. 
Even today, my favorite day of the week 
is when I am in the OR. The change of 
routine and the quadruple production 
efficiency of working 6-handed with no 
pausing for any reason makes practicing 
dentistry a treat, not a chore. But leaving 

town on a volunteer mission is on 
another level (Photos 17, 18, 19).
Cruise Ships Here is something you 
may not have thought of. I enjoyed free 
vacations for myself and three family 
guests on cruise ships. My job was to 
provide recall exams, cleaning, and X-rays 
with minor basic dental care for the crew, 
plus the occasional passenger dental 
problem and offer whitening to the guests. 
Vans and Vehicles Portable dental care 
has come a long way from disassembling 
the equipment and supplies into plastic 
or cardboard boxes and totes. Vans 
are now fully equipped with movable 
DentalEZ operatory chairs allowing for 
wheelchair access, portable X-rays, and 
almost everything you could expect in 
a fully equipped office. Dental schools, 
residency programs, community outreach 
programs, and private entities are now 
making mobile and portable dentistry 
easy, especially in their fully equipped 
vans accessible to people who cannot 
or will not come to the dental office 
(Photos 20, 21).
MOM Events A wonderfully successful 
program is the Mission of Mercy. Dental 
teams of all spectrums join with students 
to provide this valuable service at various 
locations several times a year. Even if this 
is only initial screening and basic simple 
care, it gets more people into the system 
in a comfortable and less threatening 
environment. Supplies and time are 
usually donated (Photo 22).
Dental School, Hygiene, and Dental 
Assistant Programs
If you have never thought about this 
before, please think about it now. Teaching 
is practicing dentistry outside the office. 
Dental educational institutions need 

23-Teaching is learning

»



36 • October 2021 

your help. You can volunteer to keep 
yourself up to date and refreshed. You can 
positively affect the life and dental career 
of a young person who would benefit 
from your dental and mental wisdom and 
experience (Photo 23).

  Conclusion
Personal Gratification Imagine if 
someone in your family had special 
needs. How would you want them treated 
by another dental professional? I treat 
every older patient the way I want Dr. 
Mondre to treat my parents when they 
see him in NYC. I enjoy professional 
satisfaction when a dental procedure goes 
well, when the margins and occlusion 
are fine, the appliance goes in without 
complications or issues. More than that, 
I derive personal satisfaction when I can 
provide a dental service for a patient 
who was initially a challenge and ended 
up surpassing expectations. It is these 
mini successes that provide my greatest 
personal gratification and professional 
satisfaction. 
Working at Full Throttle How long does 
it take you to do two crowns start to 
finish? What about six large composites? 
How about full mouth deep scaling 
by your hygienist? How much longer 
would that same procedure take on 
an uncooperative or intellectually or 
developmentally disabled or frightened, 
anxious patient? Realize that when 
patients are sedated with pills plus 
nitrous oxide, there is about a 95% 
chance you will successfully complete 
that procedures in nearly the same 
amount of time. The little extra time for 
sedation and possible restraint should 
be financially compensated by the fee 
generated from the nitrous oxide. Here’s 
the interesting news. When you perform 
the same procedure in the OR under 

general anesthesia, you can expect your 
production to quadruple. My production 
is always about four times faster when 
the patient is asleep and not moving. We 
work 6-handed with no pausing. We start 
every case on a full stomach and empty 
bladder, and work straight through to 
completion. I call this working at full 
throttle and providing the finest clinical 
dentistry one can render. It is easier than 
working on manikins or dentiforms, 
because you have two assistants (or a 
hygienist) helping you. 
What now? Where do I go from here? 
Here is the story I promised you earlier. 
My mother and father, now in their late 
90s, living in New York City, are survivors 
of the WWII Nazi concentration camps. 
As a German born child of two Polish 
Jewish Holocaust survivors, I grew up 
in Brooklyn, NY keenly aware of the 
life-long effect of being denied access 
to medical and dental health care. My 
parents often talked about being denied 
all human rights for 3½ years each while 
imprisoned in the Nazi forced labor camps. 
Today, they are alive and well in NYC, 
and still talking with area students eager 
to learn some valuable life lessons. One 
lesson, in particular, was suppression of 
human rights and being denied access to 
health care. This was part of the mosaic 
as I was growing up in their home, their 
environment, their memories, and their 
experiences. This is part of what motivates 
me to act in promoting access to dental 
health care. I dedicate this series of articles 
to my prime inspiration, my parents, Leon 
and Lili Levy (Photo 24).

So now I ask. What motivates you? 
What will you do to act? Will you obtain 
the skills and tools to make this world 
a better place? You have what it takes. 
Treating patients with anxiety or special 
needs is not for everyone. But if you 
have the motivation to leave the world 
a little better than you found it, here is 
a wonderful opportunity to challenge 
yourself and share the skills you already 
possess. It is both a practice builder and 
a humanitarian gesture. I applaud you for 
your efforts on your personal journey. I 
can be there along with you should you 
reach out. I sincerely want to hear about 
both your successes and your frustrations. 

Together, we can problem solve the 
clinical challenges you will encounter. 
Together, we can improve what we know 
can be improved. My email is hlevy@
drhlevyassoc.com. We can do hard things. 
Personal and professional rewards await 
your next step. 
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