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Imagine your child with Autism has an abscessed tooth, and 
there is no dentist to see her. Imagine your son with Down’s 

syndrome fell on the ice and there is no dentist to treat his fractured 
incisors. (Figure 1) Imagine your parent with Alzheimer’s has not 
seen a dentist for the bleeding gums for 5 years and is now in pain. 
These are all typical scenarios for the most vulnerable population 
in our country – the underserved people with severe anxiety and 
special needs.

I can remember when most dentists refused to see patients 
with HIV/AIDS, mainly because of  their fear of  the unknown. 
We now know better. Today, many dentists are either unable or 
unwilling to treat patients with special needs. They don’t want to 
know better. These patients represent the same unknown threats 
to the practitioner. Dentists often don’t welcome the unfamiliar. 
This is especially true if  the patient demonstrates a behavior the 
dentist either doesn’t know how to manage, or is unwilling to 
learn or to try. 

Whether you 
consider health 
care a right or a 
privilege, millions of  
Americans are denied 
access to dental care 
for two main reasons: 
fear and finances. 
Patients with anxiety 
or special needs 
fear the dentist, 
who represents an 
unknown threat. 
(Fig. 2)  Dentists 
often do not welcome 
the unpredictability 

of  the behavior of  the patient with special needs. Most of  this 
health crisis issue can be remedied. These people must not be 
denied dental care, and hospital emergency rooms should not be 
inundated with what could have been treated electively earlier.  

In the over 40,000 visits from patients with severe anxiety or 
special needs, our office has successfully used a combination of  
techniques to assure that no patient goes untreated. We invite you 
to share and partake from our ideas, including our trial and error 
failures and ultimate successes.

Birds, rabbits and deer maintain a healthy gift of  fear of  the 
unknown. Your approaching them constitutes an unknown threat. 
They flee because they don’t want to end up on your dinner plate. 
It is a survival mechanism. They don’t run from their mother. 
Only from you. We often use familiarization, desensitization and 
behavior modification to slowly introduce the fearful patient 

into a calm and 
comfortable dental 
environment. Our 
best success is 
when a psychologist 
or therapist 
participates. We 
often prophy the 
patient’s finger, then 
he helps do that to 
his parent’s finger. 
We repeat that with 
his parent’s and then 
his own cheek. Often 
we are able to slowly 
get to the upper 
incisors. (Fig. 3a-d).

Imagine There’s No Dentist
by Dr. Harvey Levy

   Florida Focus Self-Instruction: 

   Special Patient Care, Exercise 6221

Fig. 1: Frightened patient Fig. 2: Uncooperative patient
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When that fails, we use oral conscious sedation. Based upon 
the patient’s body weight, level of  anxiety and past history, we 
prescribe a benzodiazepine liquid or pills, such as Valium, Halcion 
or Ativan. In addition to or instead of  that, we use nitrous oxide 
laughing gas to sedate and relax the patient further.  

Many patients, especially those with Autism, Alzheimer’s, 
obesity, amputees, or on portable oxygen tanks, cannot readily 
be moved into a conventional dental chair. All our operatory 
chairs are DentalEz airglide or hovercraft, which can be moved in 
seconds by pushing a button activating a cushion of  air. Patients 
may also remain in their wheelchair or gurney and are treated 
without making them get out of  the chariot they arrived in. (Fig. 
4,5).

We use the Porter Silhouette nitrous oxide masks because 
of  their low profile, excellent seal, and non-interference with 
mustaches, beards or protective glasses. (Fig. 6) We insist that all 
these patients arrive on an empty stomach (except for medicine 
with water) and empty bladder (or diaper). The sedative that 
relaxes them also relaxes their bladder and stomach. To assure we 
don’t see the contents of  those organs, we insist they be empty. 
That eliminates the risk of  aspiration of  stomach contents into 
the lungs.

To prevent injurious behavior to both patient and staff, we 
secure their wrists and legs with a Velcro and mesh wrap. (Fig. 7) 
We use Rainbow wrap, because it comes in seven sizes, pleasant 
colors, and washable breathable material. For parents who object 
to the wrap, we invite them to hold the child on their lap with 
their arms and legs wrapped around the child. A second parent or 
caregiver may restrain the feet. (Fig.  8)

Once the mouth is opened, we maintain the opening with a 
combination of  Open Wide Mouth Rests, and Molt Mouth gags 
or Zyris (Isolite) (Fig. 9a, 9b). Opening the mouth is done by 
activating any of  four facial pressure points I described in my 
other dental journal articles and online Viva Learning courses. 
You may access, view or download all of  these for free from my 
drhlevy.com website or google my name.

Since March, 2020, the mandate and precaution to protect 
everyone with PPE has modified clinical dentistry for everyone. 
That upgrade is not unique to this population. We are now 
wearing in the dental operatory what many of  us have been using 
in the hospital operating rooms for decades. More on hospital 
dentistry later. 

I personally like to have adult family members in the operatory 
during treatment. I find it reduces patient abandonment anxieties, 
provides additional restraint of  patient’s arms and legs, and 
allows for me to modify the treatment plan if  I encounter a 
clinical surprise.  It also fosters greater trust and rapport with the 
family. At any point during the treatment, if  anyone utters the 
word ”unsafe” or “not comfortable”, we pause to discuss options. 
Sometimes we have to reschedule the patient with a higher 
dose of  sedation. Other times, we feel that IV sedation may be 
appropriate and safer to reduce patient thrashing movements. 
About 4 % of  the time, we determine that the only safe route 
would be via general anesthesia. When we feel the need to 
abort for safety, we reschedule the patient to have the treatment 
performed in a surgical center or hospital operating room. About 

Fig. 3a: Prophy on finger.  3b: Prophy on mom’s wrist.

3c: Prophy on cheeks.  3d: Prophy incisors.
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99% of  our 2,100 OR cases were out-patient. Again, more on 
hospital dentistry in a later paragraph. 

We found the family to be helpful when obtaining x-rays in the 
office. Whether it is intraoral x-rays (Fig. 10) or panoramic (Fig. 
11), they all wear lead aprons and perform as the dental team 
directs them. In addition to our size 2 sensors, we offer size 1 for 
patients with small mouths or tori.

With multiple people in the dental operatory, the single 
overhead light is often obstructed. That’s is why we prefer 
additional overhead lighting and/or head lights, so we can rotate 
our head to mirror the patient’s movements (Fig. 12). OR’s 
always have two or three ceiling lights, in additional to wheeled-
in portable lights and/or headlights. 

We are using more clinical digital technology than ever before 
to reduce failures or remakes. We now use iTero in the office and 
expect to be using it in the OR’s by the time this is published. 
We also make great use of  hand-held x-ray units (Fig. 
13). We cannot always expect the patient to hold their 
head still while we place the film or sensor and step 
out of  the room. So we don lead aprons and hold 
the film or sensor in place while our other hand or 
another assistant presses the button on the hand-
held unit. In the OR, the patient is too far from 
the wall to use a wall mounted x-ray unit. Many 

institutions wheel in a unit but cannot always get 
close enough to the patient’s bed. The safe, light 
weight, hand-held units are our best bet for good 
images (Fig. 14). Our office computer or the OR 
laptop processes the images within seconds and 
provide our best digital images on a non-moving 
patient. 

Many of  our patients with special needs 
do not allow excellent oral hygiene at home. 
They generally have professional cleaning and 
visit with our hygienists every 3 months. The 
insurance benefits may be an issue, so the family 
and/or people holding the purse strings must 
agree to this. I would rather do a preventive 
prophylaxis cleaning four times a year than 
struggle with deep and unpleasant scaling once a 
year. Scaling and root planning is far more likely 
to trigger an adverse patient response than a 
simple prophylaxis cleaning. This is in addition to 
the hygienist’s recommendations for alternatives 
to conventional oral hygiene. In particular, we 
often recommend an electric toothbrush held by 
a caregiver, so the bristles can move even if  the 
hand or head is not. We recommend water pick 
or water flosser for those who don’t do well with 
conventional flossing techniques. Chlorhexidine 

on a toothette helps, even if  it is only applied to all the labial/
facial surfaces on patients who will not open their mouth.

 Some patients are too combative or wiggle too much in the 
dental chair.  For many of  them, we paint on Silver Diamine 
Fluoride (SDF) to buy us time (Fig. 15). We may restore or do 
more later on but are eager to stall the decay from advancing. 
This is used a lot on primary teeth, on hospice patients, or for 
people who have little concern for esthetics. This also reduces 
the financial burden of  more expensive restorations. 

Dentists who reject seeing these patients fearing medical 
emergencies should know this: Patients who have had recent 
physical exams and whose medical issues are well monitored 
are less likely to become an emergency in your office. It is the 
normal, regular patient who has not had a history & physical for 
years or who does not disclose their complete medical history 
and withholds vital information who is the real threat. You 
cannot prepare for what you are unaware. It is safer treating 

someone whose full medical history you have in your 

Fig. 4: Amputee remains in wheelchair.  Fig. 5a: Alzheimers patient 
on gurney.  Fig. 5b: Treating patient on gurney.

Fig. 6: Porter Sillouhette nitrous 
mask.  Fig. 7: Rainbow Wrap.  

Fig 8: Parent limiting patient’s 
movements.



8 WWW.FLAGD.ORG   FLORIDA ACADEMY OF GENERAL DENTISTRY    FLORIDA FOCUS

records in front of  you than someone whose vital information is 
hidden. We urge annual CPR certification for all staff, ACLS for 
all doctors, and semi-annual in-office drills to identify areas that 
need practice and review.

There are patients for whom even maximum oral conscious 
sedation using both benzodiazepine plus nitrous oxide are not 
adequate to permit safe and complete treatment in an office 
setting. This is when we consider IV sedation. Dentists with 
proper training and certification may perform this service in their 
own office. We use a surgical center where a nurse anesthetist 
or anesthesiologist relaxes the patient enough for us to perform 
our procedures. They often use Versed liquid and/or ketamine 
IM injections prior to the IV and gas to render the patient non-
combative to allow the case to be successfully completed (Fig. 16). 
We do our finest quality work on non-moving targets. Surgical 
centers help make that happen. Short cases may not even require 
intubation, as long as the patient is carefully monitored by the 
qualified person providing the IV sedation or general anesthesia.

When routine dental care in a dental office is not safe, and a 
surgical center is not possible or not available, then the hospital 
OR using full general anesthesia is always an option (Fig. 17). 
Working in a hospital does not require the treating dentist to 
obtain a conscious sedation certification or permit. No special 
anesthesia training is required. You and your dental assistant 
or dental hygienist perform the same tasks you do every day in 
your office. The patient is completely asleep, and cannot possibly 
hamper you from performing your usual excellent dental care. We 
always ask for nasal, not oral, general anesthesia intubation, since 
we are working in the mouth and do not want another object like 
a breathing tube occupying precious work space (Fig. 18). We still 
use the same mouth props that we do in the office to maintain the 
patient’s mouth open.  We prop one side while we are working on 
the other, then switch when needed (Fig. 19). Upon completion 
of  the case, we remove the protective throat pack we placed in the 
beginning of  the session. The anesthesia team then wakes up the 
patient, and we give postoperative instructions to the family or 
caregiver of  the successfully treated patient.  

We always see the OR patient in our office for follow up a week 
or two later. If  we extracted teeth, we want to assure normal 
postoperative healing. If  we placed restorations, we need to assure 

no high spots. If  we prepared a crown, bridge or implant, we need 
to cement the prosthesis. If  we prepared and took impressions 
for a removable appliance or space maintainer, we need to deliver 
it. If  we inserted an appliance in the OR, we may need to adjust 
it. This follow up visit is a great time for oral hygiene education 
and review (Fig. 20). In 99% of  our OR cases to date, we were 
able to perform the follow up necessary dental care in our office 
using oral conscious sedation. The few remaining cases had to 
be performed under outpatient IV sedation or general anesthesia 
for the few minutes needed to complete the case. This allows us 
to complete every case we start and happily place the patient on 
“recall” or “recare” with a clean bill of  dental health. 

Now, can you imagine yourself  being the dentist or the dental 
team member who provides these valuable services? It would set 
you apart from the others, provide a renewed energy in the office, 
be a source of  pride for the team, and know that you are treating 
the most underserved population of  all; the people with anxiety 
or special needs. If  you have the motivation, you can easily obtain 

Fig. 9a: Mental foramen MHN-18 pressure point opens 
mouth.  Fig. 9b: Open Wide Mouth Rest follows chin 
CO-24 acupressure point.  Fig. 9c: Molt mouth gag 
with finger on hinge.

Fig. 10: Size 1 sensor for x-rays.  Fig. 11: Parents assist with pan.  Fig. 12: Headlights 
follow head movements of  parentally restrained patient.  Fig. 14: NOMAD-Pro 2 hand-

held x-ray.

Fig. 13, above: 
Hand-held 

Activate Digital-
Doc xray unit.
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the skills from available courses and be the best compassionate 
professional team imaginable. This is an opportunity to use your 
gift, the gift of  compassionate care and healing. Can you imagine 
that?

Photos without current standard PPE were taken prior 
to March, 2020. Any ungloved hand is the patient’s family 
member or caregiver.

Personal note: I would consider it a privilege to share 
my lessons with any interested dental professional via 
my writings, online video courses, lectures, or in person. 
Start or continue your journey by visiting our site drhlevy.
com.

Dr. Harvey Levy practices 
general and hospital dentistry 
in Frederick, Maryland, where 
he emphasizes comprehensive 
dental care for individuals with 
anxiety or special needs.  Dr. 
Levy has earned a Mastership 
and six Lifelong Learning Service 
Recognitions from the AGD, 
along with eleven fellowships, 
five Diplomate certificates, and 
board certification in Integrative 
Medicine.

He is the recipient of  the ADA 
Access to Care Award, the AGD 
Humanitarian Award, the Maryland Governor’s Doctor 
of  the Year Award, Tufts University Distinguished 
Alumni Award, and many additional awards.  He had the 
honor of  running the 2002 Olympic Torch in honor of  
Maryland patients with special needs.

Dr. Levy has authored over forty dental journal articles 
and book chapters and has presented over 150 lectures 
and workshops on treating patients with special needs.  
He is also a martial arts master and three-time inductee 
into the U.S. Martial Arts Hall of  Fame.Fig. 15: Silver Diamine fluoride

Fig. 16: Surgical Center OR.  

Fig. 17: Hospital OR. 

Fig. 18: Nasal intubation and Molt mouth gag.  Fig. 19: 
Throat pack on nasally intubated propped patient in OR.  

Fig. 20: Parents shown improved oral hygiene.


