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CLINICAL TECHNIQUES

Practcal Patent Management: Tie Integrated Approach
Peter A. Foreman, BDS(NZ), FICD, FAGD, FADSA

Pain Management Clinic, Auckland Hospital, New Zealand

Pharmacologic agents have been traditionally
used in dentistry for the management of patient
fears. Results have been mixed, depending on
the drugs and techniques used, the skill and
training of the operator, and the degree of
anxiety of the patient. Pharmacology alone may
be unsuitable and even hazardous for some
patients. All forms of sedation and anesthesia
should be administered in an environment of
trust, empathy, and competence in both the
behavioral and clinical sciences. Such an
integrated approach will result in reduced drug
dosages, decreased need for multiple drug
techniques, improved patient safety, and better
control of anxiety. For optimum benefits, the
teaching of behavioral sciences, including
interpersonal and communication skills, should be
integrated with the teaching of pharmacologic
methods of anxiety and pain control at both
undergraduate and continuing education levels.

Increasing attention is being paid to the management
of the fearful dental patient. This is evidenced by

numerous publications in the literature, continuing edu-
cation courses, and the establishment in progressive
dental schools of comprehensive teaching programs. In
part, this attention has been stimulated by the realization
that dentistry no longer enjoys the luxury of an oversup-
ply of patients actively seeking treatment from an under-
supply of dental graduates, and that greater efforts must
be made to attract the large percentage of the population
that still remains untreated. However, it has also been
long recognized there is a major problem in the delivery
of quality dental care to anxious patients who recognize
the need for regular maintenance, but who attend visits
reluctantly and often only in emergency.
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The following article is based on the treatment of more
than 20,000 fearful patients in private practice, along with
research, and undergraduate and continuing education
teaching in a number of countries with differing phi-
losophies concerning the management of these patients.
From these experiences, a personal philosophy has
evolved that I believe to be practical, safe, and highly
effective in managing the great majority of apprehensive
patients.

Until the past decade, there was a shortage of dental
manpower, and the major problem was finding space for
patients in an appointment diary usually booked several
months ahead. As a result, fearful, "difficult" patients
were unwelcome in many dental offices, and were even
refused treatment in some dental schools.
The patient was expected to provide a receptive,

nonmobile oral cavity as close as possible to a phantom
head: where the dentist or dental student could get on
with a technical procedure under optimum conditions. If
the patient was not prepared to acquiesce, there was
always another who would. So it was not surprising that
many students graduated expecting to see a continual
supply of passive, cooperative patients in their practices.
Those who did not comply with this expectation were
unwelcome, or minimally treated.

THE PHARMACOLOGIC APPROACH

Clinicians who were sympathetic to the needs of the
apprehensive patient and who were fortunate enough to
have received training in general anesthesia as students
were able to offer this alternative as a "solution" to the
problem. However, general anesthesia had obvious dis-
advantages, including the risk of anesthetic compli-
cations, particularly during long procedures; as well as
postanesthetic problems such as delayed recovery, nau-
sea and vomiting, and succinylcholine pains-none of
which endeared the method to the busy practitioner as a
means of treating ambulatory dental patients. Moreover,
the dangers of subjecting anxious, possibly poor medical
risk patients to the additional stresses of prolonged
general anesthesia should also be carefully considered.1
The inevitable result was that over the years many
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patients sought only emergency treatment for pain, often
ending up with dentures through neglect of their teeth
because of their fears. What was apparently needed was

a means of bridging the gap between local and general
anesthesia, so that dental treatment could be provided
with the advantages but without the increased risks and
disadvantages inherent in general anesthesia.

In the early 1960s great interest was generated with the
advent of the ultra-short acting anesthetic agent meth-
ohexital sodium (Brevital, Brietal)25 and the renaissance
of nitrous oxide as a sedative rather than as an anes-

thetic.67 This was followed by the first of the injectable
benzodiazepines, diazepam (Valium);8-1" along with the
use of various drug combinations to produce sedation12
or basal sedation upon which small, subanesthetic incre-
ments of methohexital13-15 or nitrous oxide16 are super-

imposed to deepen the levels of sedation temporarily as

required. With these techniques, the object is to produce
a state of controlled "conscious" sedation, where the
patient retains the ability to independently and conti-

nuously maintain his or her vital functions; as well as to
respond to appropriate physical stimulation or verbal
command. Under these conditions, analgesia is provided
by local anesthetic agents.

Naturally, proper training is essential before the above
procedures are undertaken. In this respect, publication of
the American Dental Association "Guidelines for the
Teaching of Comprehensive Pain and Anxiety Control in
Dentistry" in 197117 (revised in 1978 and 1985) was a

significant milestone; that was followed by the establish-
ment of a number of undergraduate and continuing
education programs that are continually being improved
and modified. Unfortunately, despite the generally good
safety record of such programs,18 there have occurred
several highly publicized tragedies where poorly trained
and/or irresponsible individuals have brought valuable
techniques into disrepute, with unfortunate conse-

quences.19-21 However, I strongly believe that safety
equal to or better than local anesthesia alone can be
achieved by skilled, conscientious clinicians who are

trained in the proper use of conscious sedation.22'23

THE BEHAVIORAL APPROACH

Despite the traditionally taught pharmacologic tech-
niques, and their undoubted popularity, the purpose of
such techniques is to circumvent anxiety, rather than
attempt to understand, confront, and deal with the
problem of fear from a behavioral standpoint;24'25 the
behavioral approach has received scant attention in our

dental schools.
In recent years, behavioral scientists have directed an

increasing amount of their research activities towards an

understanding of why patients become afraid, and de-
veloping strategies for coping with their fears. This pro-
gress has lead to the development of programs such as
the Dental Fears Research Clinic at the University of
Washington,26 and belated recognition of the work of
pioneers such as Nathan Friedman at the University of
Southern California, where an undergraduate program
has been operating for some 20 years. These programs
include topics such as the origins and characteristics of
dental fears, and effects on pain tolerance of factors such
as conditioning, cultural backgrounds, environment, and
anxiety.24'2729 Particular attention is paid to those factors
responsible for the development of anxiety, its physio-
logic effects, and its relationship to pain tolerance in
dental patients.

Patient management techniques taught include the use
of effective interpersonal and communication skills, "ia-
trosedation" ,30 and patient education; and may include
subjects such as the role of suggestion and hypnosis,
desensitization, biofeedback, relaxation training, and
others.
Video and computer technology, together with process

recall31-33 have also been used with considerable success
in such programs, for the teaching of communication
skills as well as fear reduction.

THE INTEGRATED APPROACH-A
PERSONAL PHILOSOPHY

Although increasing recognition of the important role of
the behavioral sciences in managing dental fears is
becoming apparent, I have noted resistance in some
quarters, particularly from those whose backgrounds
have been oriented to traditional, drug-based techniques
of anxiety control. This may be partly due to the belief
that one must be a practicing, "wet-fingered" dentist in
order to deal effectively with anxious patients; along with
a certain suspicion of psychology as a practical alterna-
tive. Fortunately, this attitude is changing, as more
schools incorporate the teaching of behavioral sciences
into their curriculae, and students are able to judge the
benefits for themselves. However, there is no doubt in
my own mind that the best method is that which aims at
integrating both pharmacologic and behavioral skills. This
philosophy is not new. It was noted over 20 years ago by
Egbert and his coworkers4 that "the clinician's interper-
sonal and communication skills can exert at least as much
sedative or calming effect on the patient as the drug
itself."

Conversely, if these skills are poor, it can also be stated
that it is unlikely good patient management can be
achieved without the use of heavier and potentially more
hazardous drug dosages and combinations. Of particular
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concern is the common addition of depressant systemic
agents such as narcotic analgesics to benzodiazepines.
The latter are extremely safe when used alone but, when
combined with depressant drugs, may lead to potentia-
tion of their respiratory depressant and hypotensive
effects. As local anesthesia is used to control pain in
conscious sedation techniques, it seems illogical to add a
centrally acting analgesic as well. Proponents claim this
"improves" sedation, yet experience has taught me that
parenteral narcotics, even for surgery, are very seldom
indicated, provided good interpersonal and commu-
nication skills are also employed. There is a need for
much closer liaison between the disciplines of pharma-
cology and psychology, aimed at the integration of both.
Such an approach can only result in better, safer patient
care, along with an improved public image, and in-
creased demand for dental services. It is gratifying to see
this view shared by others,35-37 and hopefully this trend
will continue to grow.

THE INTEGRATED APPROACH-AN EXAMPLE

For a number of years, an integrated behavioral/phar-
macologic approach has been successfully used in my
own practice. Patients calling for appointments are
mailed an introductory "welcome" letter, medical and
dental history forms, and an anxiety rating questionnaire
based on the Corah scale38 (Fig. 1). These are evaluated
at interview, and fears and their origins recorded (Fig. 2).

Preoperative Management
The initial interview is essentially a trust-building exercise,
based on information gathering, interpretation, and com-
mitment; within the context of an empathic emotional
environment. In other words, an "iatrosedative" ap-
proach,' the object of which is to explore and identify
any specific fears the patient may have, along with past

Figure 1. Modified Corah Anxiety Rating Scale

I realise that many people are nervous or frightened about going to the dentst.
If you have such feelings, I would like to help you.
The following information will help me make your dental expenence more
comfortable.
Thank you for your co-operation.
Please indicate the answer that best describes your feelings:
You are going to the dentist today. How do you feel about it?
O It does not bother me
LO I am a little nervous
] I am afraid

L I am very frghtened
El I am so frghtened I sometimes break out in a sweat, or feel sick.
You are waiting in the waiting room, how do you feel about It?
El It does not bother me

l I am a little nervous
I] I am afraid
l I am very fightened

LI I am so frightened I sometimes break out in a sweat, or feel sick.
You are in the dentists chair, waiting for him to give you an injection.
How do you feel about It?
El It does not bother me
[I am a litte nervous
[] am afraid
[ I am very frightened
[I am so frghtened I sometmes break out in a sweat, or feel sick.
You are in the chair waiting for the dentist to use the drill on your teeth.
How do you feel about it?
LI It does not bother me
El I am a little nervous
OI] I am afraid
LI I am very frightened
LI I am so frightened I sometmes break out in a sweat, or feel sick.

Foreman 21



22 Practical Patient Management: The Integrated Approach

INTERVIEW Name

Specific fear

Orgin of fear

Satisfactory dental expenences

TREATMENT RECORD

Treatment date:

History check:
(Medication?)

Apprehension rating

Pulse
(Normal 60-100)

Blood Pressure
(Normal 80/140)

1

2
3

Time in
out

Duration

Dosage

Response 1
2
3
4

Post-op.

Figure 2. Fears Assessment and Sedation Record

dental experiences. It is explained how the fears were

leamed, and how it is possible through a succession of
good experiences to "unlearn" those fears. At this point,
the use of sedation is usually discussed, as in my
experience an initial pleasant nitrous oxide or intravenous
sedation procedure is often the vital key to the unlearning
process. When this initial rupture of the anxiety/pain
cycle has been achieved, patients are invariably more

trusting and receptive, eventually leading to the reduction
and withdrawal of pharmacologic aids in many cases.

At the initial, unhurried appointment, it is essential the

chosen sedation technique is fully discussed, and any

questions or fears the patient may have concerning it are
dealt with. Preparation and education are of vital impor-
tance before the use of any new procedure, and help
eliminate fear of the unknown, a potent stimulus to
anxiety. Where pharmacologic agents are concerned, this
approach invariably leads to better results, lessened drug
requirements, greater patient safety, and reduced side
and after-effects. It also results in maximization of the
placebo response, an often neglected factor of inestim-
able value in the overall management of pain and
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anxiety.242539-44 Janis45 has noted that when a fright-
ened patient perceives danger, statements made by the
doctor (seen as a "danger control authority") assume
great significance. Positive, reassuring suggestions made
by a doctor who is trusted by the patient will dramatically
reinforce the placebo response, particularly when high
levels of anxiety are present. It is a valuable therapeutic
tool, that should be utilized.

Intraoperative Management

The first clinical appointment is an opportunity to further
increase the trust engendered at the initial interview. This
is achieved by careful preplanning to avoid fear-
producing situations. Everything should be in readiness
beforehand, so that on arrival the patient is taken imme-
diately to the treatment area. Even a mildly anxious
patient who is kept waiting can result in a very appre-
hensive patient in the operatory. This can lead to de-
creased effectiveness of sedation, increased drug require-
ments, compromised operating conditions and safety,
and prolonged postoperative recovery-not to mention
the loss of much of the trust established.

For these reasons, it is also highly desirable that the first
clinical encounter should consist of a short, simple proce-
dure wherever possible. Such an initial "good" experi-
ence will lay the foundation for mutually pleasant future
appointments.
The patient should be seated in the dental chair and

preparatory communications relative to the chosen seda-
tion technique begun. These verbal and nonverbal com-
munications are aimed at minimizing feelings of helpless-
ness, dependency, and the unknown; along with the use
of euphemistic, nontechnical and nonthreatening lan-
guage, positive suggestion, and a skilled tactile approach.
This conveys a sense of competence to the patient and
further engenders trust. Relaxing, supportive comments
during the induction of sedation and the use of topical
obtundant spray before venipuncture, for example, are
also important adjuncts.

It is essential during sedation that verbal commu-
nications are continued throughout, particularly before
using any instrument or performing any action that may
be construed as a threat. During the induction of seda-
tion, in particular, a quiet background and the use of
suggestion will enhance the placebo effect. However, all
this can be lost by inflicting an unexpected stimulus upon
a calm, sedated patient. Those who have appeared
''resistant" to sedation have usually been those who
become frightened by the sound of the drill or the
nongentle administration of a local anesthetic, especially
when there has been no forewarning by the doctor.
Anxious patients who appear calm under sedation must

never be taken for granted, and deserve at least the same
amount of consideration as the nonsedated patient.

Postoperative Management

During the early stages of recovery from sedation, it is
important psychologically that the doctor remains with
the patient, so the patient experiences the reduction of
any stresses associated with the dental procedure in the
doctor's presence. Withdrawal of the negative reinforcer
(eg, a stressful surgical operation) in the doctor's pres-
ence will strengthen the desirable response of being with
the doctor. If the negative reinforcer is removed after the
doctor leaves, particularly when after an unpleasant or
difficult procedure, stress reduction occurs after the pa-
tient and doctor have parted company, thus strengthen-
ing the undesirable response of escaping and avoiding
the dental office. This example of operant conditioning
can be an important reason for failed and cancelled
appointments, late arrivals, and general noncompliance;
and its importance is not widely recognized.
When the patient is reasonably alert, he/she may be

taken to a recovery area for coffee before being taken
home by a responsible escort. It is advisable during this
time that a brief, friendly farewell is made by the doctor
when possible, that will also strengthen the desire to
return for further treatment.

If such common sense, behaviorally-based approaches
are included before, during, and after sedation, it is likely
that a cumulative calming effect will become evident in
future visits. This can progess to a stage where many
formerly fearful patients are eventually able to accept
dental procedures while fully conscious or in the presence
of only very light sedation.

FUTURE EDUCATIONAL DIRECTIONS

Pharmacologic research has lead to the development of a
number of effective conscious sedation techniques that,
provided the administrator is properly trained in their use,
can provide major benefits to both patient and doctor.
Training requirements at both undergraduate and con-
tinuing education levels have received increasing atten-
tion in recent years, and standards will undoubtedly
continue to improve and to incorporate new advances in
pharmacology. Much that is worthwhile has already been
achieved since the original ADA Guidelines were pub-
lished in 1971, and this trend should continue.

It is my hope that equal efforts will be applied in the
behavioral area, that in many dental (and medical)
schools is approached tentatively and/or inadequately, if
considered at all. Dental pioneers in the behavioral field
have often found it difficult to capture the interest of
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students and fellow faculty members in what is some-
times seen as a peripheral or even nonpractical subject.
However, to obtain the optimum from our pharmaco-
logic techniques, we cannot ignore what psychology has
to offer, as Egbert and his fellow workers' found many
years ago. Teaching the importance and understanding
of behavioral factors in the management of fear, non-
compliance, and chronic pain should surely now be an
important part of the curriculum of every progressive
dental school.

Hopefully, the time is not too distant when a teaching
philosophy is established in our dental schools that aims
at this integration of behavioral and pharmacologic pa-
tient management. Such teaching will encompass the
behavioral sciences as they relate to the understanding
and management of acute and chronic dental pain, and
the teaching of communication skills; as well as the
prevention and management of both patient and profes-
sional stress.

Instruction will also include modern pharmacologic
techniques, with clinicians skilled in both behavioral and
sedation modalities working to achieve this desirable
optimum in patient management and care. Ideally, teach-
ing should start in the first professional year, introducing
the basic behavioral concepts at a time when students are
receptive and less concerned with clinical requirements.
The training should be continued through the clinical
years, with courses planned so as to incorporate these
concepts in a meaningful way. An example of this may be
seen in the sophomore year at the University of Southern
California, where local anesthesia is used as the first
clinical application of behavioral and communication
skills to a technical procedure. Students readily relate to
the importance of a sound behavioral approach to this
traditionally feared procedure. A similar approach could
well be used in the senior years, with operative dentistry,
surgery, and the teaching of sedation incorporating simi-
lar behavioral concepts.

CONCLUSION

A personal view of a practical, effective philosophy based
on a combined behavioral and pharmacologic approach
to pafient management has been presented. To achieve
the optimum in patient care and practical skills in this
area, the groundwork should be prepared during the
undergraduate years. While continuing education
courses can do much to rectify past years of neglect,
more attention must be paid by our teaching establish-
ments to this critically important aspect of the delivery of
effective dental care.
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