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Abstract 

Anxiety and pain are interrelated and significant factors influencing patient experience in oral surgery. Elevated 

anxiety levels can alter pain perception, complicate local anesthesia, and increase intraoperative complications. 

Pain, when inadequately managed, delays recovery, affects nutrition, and can provoke chronic discomfort. 

Therefore, effective management requires a multimodal approach integrating psychological, behavioral, and 

pharmacologic strategies. This review explores the current evidence for assessment, prevention, and 

management of anxiety and pain in oral surgery patients, emphasizing non-pharmacologic interventions, 

anxiolytic pharmacotherapy, multimodal analgesia, and opioid stewardship. 

 

Introduction 

Oral surgery procedures such as third molar extractions, implant placements, and alveoloplasties often induce 

anxiety and pain among patients. Dental anxiety is a major barrier to treatment, with prevalence rates between 

10–20% in adults and even higher among younger individuals¹. Anxiety provokes sympathetic overactivity, 

increasing blood pressure, heart rate, and salivary cortisol levels². Moreover, anxious patients perceive pain 

more intensely, report greater discomfort, and exhibit poorer cooperation during surgery³. 

Pain, on the other hand, is an unavoidable consequence of surgical trauma. Effective pain control improves 

postoperative recovery, reduces inflammation, and minimizes the risk of chronic orofacial pain syndromes⁴. 

Optimal management therefore involves both psychological preparation and pharmacological control before, 

during, and after surgery⁵. 
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Assessment of Anxiety and Pain 

Proper assessment is the cornerstone of individualized care. Several validated scales have been used to quantify 

dental anxiety, including the Corah’s Dental Anxiety Scale (DAS)⁶, Modified Dental Anxiety Scale (MDAS)⁷, 

and State-Trait Anxiety Inventory (STAI)⁸. 

For pain, the Visual Analogue Scale (VAS) and Numeric Rating Scale (NRS) are widely applied to record 

preoperative and postoperative discomfort⁹. 

High anxiety scores are predictive of increased analgesic consumption and prolonged operative time¹⁰. 

Therefore, identifying anxious patients before surgery is essential to apply preventive measures such as 

premedication or behavioral desensitization. 

 

Non-Pharmacologic Anxiety Management 

Behavioral strategies are the first line for managing mild to moderate dental anxiety. Patient education and 

communication help demystify procedures and establish trust¹¹. Cognitive Behavioral Therapy (CBT), 

relaxation breathing, guided imagery, and systematic desensitization are effective psychological tools to lower 

anxiety levels¹². 

Distraction techniques, such as audiovisual distraction, music therapy, and virtual reality headsets, have 

demonstrated reduced heart rate and anxiety scores in clinical trials¹³. Hypnosis and biofeedback also show 

potential for highly anxious individuals¹⁴. These methods are especially valuable for pediatric or special needs 

populations where pharmacologic sedation may pose risk. 

 

Pharmacologic Anxiety Management 

When non-pharmacologic measures are inadequate, pharmacologic anxiolysis may be indicated. Options 

include: 

Oral Sedation (Benzodiazepines): Diazepam, midazolam, or alprazolam administered 1 hour before surgery 

reduce anticipatory anxiety¹⁵. 

Inhalation Sedation (Nitrous Oxide): Provides mild-to-moderate sedation with rapid onset and recovery, 

suitable for minor oral procedures¹⁶. 

Intravenous Sedation: For moderate to severe anxiety or longer surgical sessions. Agents include midazolam 

and propofol, often combined with opioids like fentanyl¹⁷. 

General Anesthesia: Reserved for extensive procedures or patients unresponsive to other modalities¹⁸. 

Principles of Analgesia in Oral Surgery 

Postoperative pain originates from tissue trauma, inflammation, and nerve irritation. Nonsteroidal Anti-

Inflammatory Drugs (NSAIDs) are the corn”rstone for acute dental pain relief¹⁹. Ibuprofen (400–600 mg) and 

naproxen (500 mg) effectively reduce pain and swelling²⁰. 

Acetaminophen acts synergistically with NSAIDs, providing comparable analgesia to opioid combinations²¹. 

Corticosteroids (e.g., dexamethasone) are often used preoperatively to minimize edema and trismus²². 

Preemptive analgesia, administering analgesics before tissue injury, has proven to significantly reduce 

postoperative pain intensity²³. 
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Multimodal Analgesia 

A multimodal approach combines agents with complementary mechanisms — for example, NSAID + 

acetaminophen + local anesthetic — to maximize efficacy while minimizing side effects²⁴. Local anesthesia 

techniques such as long-acting bupivacaine blocks further enhance comfort²⁵. 

Adjuncts such as ketorolac, pregabalin, or lidocaine infusion may benefit complex cases²⁶. By using multiple 

non-opioid agents, clinicians can often avoid or limit opioids altogether²⁷. 

Opioid Stewardship 

Overprescription of opioids after dental surgery contributes to misuse and diversion. Studies show that NSAID-

acetaminophen combinations provide superior pain control compared to opioids in most cases²⁸. 

Dentists are encouraged to prescribe the minimal effective dose for the shortest duration possible, ideally less 

than 3 days²⁹. Patient counseling on proper use, storage, and disposal is critical³⁰. 

Special Populations 

Children: Use behavioral techniques, nitrous oxide sedation, and weight-adjusted dosing. Avoid long-acting 

benzodiazepines. 

Elderly: Increased drug sensitivity and comorbidities demand lower sedative doses and careful monitoring. 

Pregnant Patients: Prefer acetaminophen for analgesia; avoid NSAIDs in the third trimester and 

benzodiazepines during organogenesis. 

Conclusion 

Anxiety and pain management are integral to safe and effective oral surgery. A patient-centered, evidence-

based approach incorporating behavioral preparation, anxiolysis, and multimodal analgesia ensures superior 

comfort and outcomes. Current trends emphasize minimal sedation, opioid-free protocols, and enhanced 

recovery pathways. Future research should focus on precision pain management using biomarkers, patient-

reported outcomes, and digital anxiety monitoring tools. 
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