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Abstract 

Any healthcare professional who wishes to better manage pain must have an understanding of it. 
There are numerous potential causes of dental discomfort, each of which can present itself in a 
unique fashion. Acquiring a proper diagnosis constitutes the initial course of action in managing 
dental discomfort. Questionnaires and rating instruments, including the Visual Analog Scale, are 
utilized to assess pain. After receiving a diagnosis, a multitude of pain management strategies may 
be implemented individually or in conjunction. All pain-relieving methods will be ineffective until 
the root cause of the discomfort is identified and treated. Dental discomfort may be alleviated 
through the implementation of diverse pharmacological and non-pharmacological approaches. A 
diminished pain threshold may be present in patients with dental anxiety; this should be addressed 
through behavioral treatment. It has also been discovered that administering premedication prior 
to anesthetic administration improves pain management. Analgesics such as nonsteroidal anti-
inflammatory drugs [NSAIDs], aspirin, and select opioids like morphine constitute the 
fundamental components of pain management. Anaesthetics, which may be administered 
subcutaneously or intravenously, represent an additional frequently employed method. Dental 
phobia in children can be treated with analgesics or conscious sedation, both of which are 
frequently employed. It has been demonstrated that audio-analgesia, hypnosis, and acupuncture 
are all effective pain treatments. Recently, lasers have been examined as a potential treatment for 
pain. It has also been demonstrated that virtual reality is an effective distraction tool. Pain can also 
be effectively managed through the utilization of a range of established home remedies. 
Consequently, it is essential to acknowledge that pain management is a complex undertaking. 
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Introduction 

Pain the potential to induce distress. It is this discomfort that commonly motivates a patient to visit 
the dentist in pursuit of immediate analgesic alleviation. The International Association for the 
Study of Pain defines pain as "an unpleasant sensory and emotional experience associated with 



Chelonian Conservation and Biology 
https://www.acgpublishing.com/  

198 PAIN CONTROL IN CONSERVATIVE DENTISTRY AND ENDODONTICS. A NARRATIVE REVIEW. 

 

 

past or potential tissue damage, or defined in terms of such harm." A few of the numerous types 
of pain include acute, subacute, chronic, inflammatory, nociceptive, or neuropathic pain; rapid or 
gradual pain; odontogenic or non-odontogenic pain; and referred pain. A multitude of determinants 
can impact an individual's pain experience [1-3]. Physiological and developmental aspects, 
including genes, neurological function, and fatigue; social and personal aspects, including 
attention, prior experience, and familial and social support; spiritual considerations; psychological 
aspects, including anxiety, fear, apprehension, coping mechanisms, and the emotional state of the 
patient; and physiological and developmental aspects overlap. 

Dental pain: Its physiology and causes 

As dental caries advances, inflammation of the pulp occurs, leading to the manifestation of 
odontalgia, commonly referred to as toothache. A toothache may be caused by trauma, damaged 
restorations, parafunctional behaviors, inadequate oral hygiene, or other factors. Exposure of 
dentine tubules may result in tooth discomfort. Dentinal fluid migration can be induced in both 
inward and outward orientations by external stimulation. A frigid stimulus induces an outward 
flow, while a heat stimulus induces an inward flow [4]. By means of odontoblasts or nerve 
terminals in close proximity to the odontoblasts, the stimulation is transported to the pulp. Pain 
signals are conveyed through the heavily innervated tooth pulp via fast conducting A-fibres and 
slow conducting C-fibres. This transmission takes place between secondary order neurons in the 
thalamus and primary sensory neurons in the spinal cord. Subsequently, it reaches next order 
neurons that terminate in the SI and SII regions of the cerebral cortex. Additionally, neuropeptides 
and other chemical mediators have been identified within the cell bodies of these nerve fibers. 
Among the most significant mediators are substance P and calcitonin–gene related peptide. Both 
vasodilation and vascular permeability are crucial components of neurogenic inflammation that 
are significantly influenced by both. An increase in their levels is observed upon 
immunohistochemical examination following irreversible pulpitis. It has been observed that the 
primary afferent fibers within the pulp increase in number in response to a low-intensity injury; 
this increase, referred to as sprouting, returns to normal once the stimulus is removed. The 
immobility of the pulp within the rigid structure of the tooth hinders its expansion, thereby 
elevating intrapulpal pressure and diminishing the pain threshold of the nerve fibers. There are 
also associations between pain, inflammation, and endogenous chemical mediators, including 
prostaglandins, bradykinins, and histamine [4]. Three kinds of endodontic tooth pain exist: pain 
preceding, during, and following treatment. Pre-endodontic pain has been investigated with regard 
to its mechanisms and causes. Root canal injury resulting from mechanical, pharmacological, or 
microbiological factors can induce inter-appointment endodontic pain, which manifests as 
substantial pain and inflammation. Mechanical injuries are frequently caused by excessive 
instrumentation and overextended filling materials. On the other hand, chemical damage can result 
from the extrusion of irrigants or intracanal medications apically. Endodontic distress between 
appointments has been associated with species of bacteria including Porphyromonas endodontalis, 
Porphyromonas gingivalis, and Prevotella. Post-endodontic discomfort is the most commonly 
observed outcome following endodontic intervention. Post-endodontic pain can be caused by 
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various factors, including unstrumented remnants of pulp tissue, inadequate or improper irrigation, 
canal opacification, misdetermination of working length, detritus extrusion beyond the apex, and 
even the obturation technique employed, including lateral condensation [6]. 

Evaluation of pain 

Gaining a comprehensive understanding of the patient's symptoms is the initial step in dental pain 
management; this requires a precise diagnosis. Certain facets of pain must be assessed prior to 
formulating a diagnosis. A family history, substance history, and previous and present medical 
records should also be gathered. It is imperative to conduct extraoral and intraoral examinations, 
in addition to any required investigations. Due to the subjective nature of pain, ratings and 
questionnaires can be utilized to quantify it. A variety of rating scales, including but not limited to 
numeric rating scales, visual analog scales, and categorization scales, may be utilized. Among 
these, the Visual Analogue Scale [VAS] is the most frequently employed. The VAS scale utilizes 
a 10-centimeter line to quantify pain intensity on a scale from 0 to 10, where 0 denotes no pain 
and 10 represents the most excruciating pain imaginable. The initial pain assessment tool, the 
summary pain inventory, and the McGill pain questionnaire are supplementary instruments that 
utilize a greater amount of information to evaluate pain [7]. 

Pain management in dentistry 

Due to the complexity of pain, numerous options or combinations thereof exist for its management. 
Failure to address the root cause of pain will render all pain management techniques ineffective. 
As a consequence, precise diagnosis is vital. The elimination of stimuli will result in the 
inactivation of nerve terminals, and consequently, the generation of impulses will cease. In 
addition to pharmaceutical and non-pharmacological treatments, pain management would also 
entail the patient's emotional and stress management [7]. Consider the following as potential pain 
relief methods: 

Behavioral management 

Anxiety, needle phobia, prior negative dental experiences, and other such factors collectively 
influence the level of discomfort experienced by the patient. In certain individuals, reducing 
anxiety may result in an increase in pain threshold. Establishing a compassionate clinical 
environment and reassuring the patient of their comfort in a confident and gentle manner can 
contribute to increased patient compliance. The assurance made by the dentist to avert any distress 
serves to alleviate anxiety. Due to the fact that uncertainty is the source of anxiety, educating the 
patient about the process and enhancing their sense of control can help alleviate anxiety. 
Facilitating the patient's diversion of attention towards an alternative subject matter can also be 
beneficial. It has also been demonstrated that environmental modifications, such as the addition of 
lavender to the dental office, can assist patients in conquering their anxieties. When dealing with 
a pediatric patient, it is advisable to employ rapport-building strategies including voice control, 
distraction, modeling, and memory reconstruction [8]. 
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Premedication 

Premedication refers to the administration of a medication prior to a procedure or therapy; it is 
frequently performed prior to administering anesthesia for surgical procedures. While the 
intramuscular route is customary, the oral route is favored for premedication. It must be 
administered between twenty minutes and three hours prior to surgery. Premedication is 
administered with a variety of medications, dependent on the treatment, the patient, and the 
aesthetic technique. Sedation, anxiety, and amnesia are all potential outcomes. Frequent 
applications of short-acting benzodiazepines include the treatment of anxiety, induction of light 
sedation, and anterograde amnesia [e.g., Temazepam]. Clonidine, lorazepam, midazolam, and 
dexmedetomidine are all viable alternatives. Fentanyl and morphine, both opioids, can be utilized 
in the same manner. Premedication analgesia is commonly accomplished through the use of 
paracetamol, opioids, or NSAIDs. Although antimuscarinics are no longer commonly prescribed, 
they were once extensively utilized to reduce bradycardia and hypotension and dry up secretions 
in the pharynx. Preoperative administration of hydroxyscine or atropine, as well as antiemetics and 
anti-acidity drugs including sodium citrate, H2 receptor antagonists, and antihistamines, may be 
employed to mitigate the adverse effects of anesthesia [emetic] [9]. 

Analgesics 

Analgesics, which aim to alleviate pain to an individual's satisfaction, are the most frequently 
prescribed drugs for pharmacological pain management. Opioids and non-opioids are two 
categories of analgesics, formerly referred to as narcotic and non-narcotic analgesics, respectively. 
In addition to analgesic properties, non-opioid analgesics such as NSAIDs and aspirin possess 
antipyretic, antiplatelet, and anti-inflammatory effects. Analgesics in this form do not induce 
physical dependence or addiction. They have a ceiling effect in which the effect of the analgesic 
does not increase. Doses ought to be administered at consistent time intervals, as dictated by the 
timepiece. As a result of inhibiting the cyclo-oxygenase enzyme, NSAIDs inhibit the production 
of prostaglandins 10. Ibuprofen 400 mg and ibuprofen 800 mg are the most cautious NSAIDs. 
NSAIDS may, nevertheless, induce adverse effects, including gastrointestinal toxicity. Moreover, 
NSAIDs inhibit platelet cyclooxygenases, thereby reducing thromboxane A2 production, the 
enzyme accountable for platelet aggregation. NSAIDs should be avoided by patients with bleeding 
disorders and those taking anticoagulant medications. Due to the fact that prostaglandins preserve 
ductus arteriosus patency during fetal development, nonsteroidal anti-inflammatory drugs 
[NSAIDs] ought to be avoided during pregnancy [11]. Acetaminophen serves as a substitute for 
aspirin in situations where the former is not appropriate. Hepatotoxicity is recognized as the 
principal adverse effect. As a result of the dissimilar mechanism of action between acetaminophen 
and NSAIDs, the two substances can be combined for a synergistic effect. Dentists frequently 
recommend NSAIDs such as Diclofenac potassium 50 mg, Naproxen sodium 500/550 mg, 
Etoricoxib 120 mg, and others in addition to Ibuprofen for the management of pain [12]. An 
advancement would be the administration of NSAIDs through a transmucosal or transdermal route, 
which is comparatively harmless. When administered via buccoadhesive film to the oral mucosa, 
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ketorolac tromethamine [KT] remains at therapeutic concentrations for a minimum of six hours 
[13]. The use of opioids Substances similar to morphine and morphine are analgesics. By acting 
as agonists at opioid receptors, they can exert their therapeutic goals. The effectiveness of opioid 
analgesics increases with increasing dosage, in contrast to non-opioid analgesics that exhibit a 
ceiling effect. As an alternative, they should not be administered as an initial course of action to 
alleviate tooth pain. The most frequent application of opioids is to manage severe, acute dental 
pain. When the pain persists despite the optimization of NSAID and acetaminophen dosage, 
analgesics may be administered. When facilitated by neural processes, morphine inhibits the 
release of bradykinin. It produces analgesia by functioning as an agonist on the kappa and mu 
receptors. Substance dependence and addiction are consequences of opioid analgesics, and patients 
may encounter withdrawal symptoms. This can be prevented through a progressive reduction in 
dosage. Anaesthetic properties and adverse effects are comparable between 10 mg morphine, 120 
mg codeine, and 75 mg meperidine. Tramadol is another medication that inhibits the reuptake of 
serotonin and norepinephrine. Tramadol exerts its effect on mu receptors by delivering 
approximately 60 mg of effective codeine. Opioids should be avoided during pregnancy due to the 
increased risk of serious birth defects affecting the brain, heart, and spine. Consequently, the 
physician ought to formulate several analgesic regimens that are both secure and efficacious, 
taking into consideration the expected intensity of the pain. It is essential that each regimen adheres 
to established pharmacological principles [14]... 

Anaesthetics 

Anaesthetics have the capacity to both diagnose and alleviate pain. It is available in both topical 
ointment and injectable formulations. As topical anesthetics, sprays, solutions, and ointments are 
all viable options. Pastes and gels are optimal formulations for topical anesthesia. In order to alter 
pain thresholds, topical anesthetics obstruct impulses transmitted by peripheral nerve fibers 
through the surface layers of the mucosa. For the purpose of masking injection-related discomfort, 
alleviating pain during operative dental procedures, and treating discomfort resulting from 
superficial mucosal lesions like ulcers, topical anesthetics are employed in dentistry [15]. In the 
absence of vasoconstrictors and at higher concentrations, the anesthetics exhibit enhanced mucosal 
permeability. Benzocaine or lidocaine at concentrations between 7.5% and 20% induces numbness 
of the surface within three minutes. Before using a cotton swab to apply the gel, the selected 
mucous membrane or skin portion is dried in order to restrict the area of application. The duration 
of action of a topical anesthetic is approximately ten minutes. Additional topical anesthetics consist 
of EMLA cream, which is a eutectic blend of prilocaine and lidocaine at 2.5% each, and Ametop, 
which is a 4% water-in-water gel composed of tetracaine. It has been demonstrated that the latter 
is more effective at alleviating pain subsequent to needle insertions. A patch consisting of 70 mg 
lidocaine and 70 mg tetracaine has been suggested as a potential substitute for achieving a more 
rapid onset of action. Although topical anesthetics are generally safe to use, they may induce 
transient changes in taste and stimulate tissue. Before administering local anesthetics, it is 
imperative to conduct an allergy test on the patient [16]. Effective local anesthetic administration 
is critical for pain management. Local anesthetics inhibit sodium ion influx through channels 
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within neuronal membranes in order to halt neural transmission. Several factors influence the 
efficacy of local anesthetics, including the type of anesthetic employed, the precision of the 
injection, the relative acidity of the injected tissue, bone density, nerve architecture, and the stress 
levels of the patient. Amphetamines are the most commonly used injectable local anesthetics. 
There are three distinct types of L.A., each corresponding to the duration of the action: short [30 
minutes], moderate [60 minutes], and extended [>90 minutes].17, 18. Epinephrine and other 
vasoconstrictors are utilized to extend anesthesia. Thus, epinephrine would prolong anesthesia by 
approximately 40–60 minutes, whereas in its absence, it would last for no more than 5–10 minutes. 
Among the injectable treatments that may be administered are nerve blocks, field blocks, and local 
infiltrations. Anaesthetic solution 2% lidocaine to 1:100,000 epinephrine is the most commonly 
used. Bupivacaine 0.5 percent, Mepivacaine 3%, Prilocaine 4%, and Articaine 4% are some of the 
others. Multiple studies have demonstrated that articaine is more effective than conventional 
anesthetics. The efficacy of mandibular nerve blocks has been observed to be comparatively lower 
when compared to maxillary nerve blocks. In situations where anesthetic failures occur or to 
achieve a more robust pain management response, infiltration injections, intraligamentary, 
intraosseous, and intrapulpal injections may be utilized to reinforce these nerve blocks. It has also 
been determined that a computer-controlled local anesthetic administration system that regulates 
the injection rate is effective at reducing the discomfort associated with LA injections. Aspects 
such as the needle size, the type of solution employed, and the rate of injection all impact the 
reduction of injection discomfort. A reasonable rule of thumb is to administer anesthetic at a rate 
of 1 ml per minute using a 27-gauge needle. While attempting to alleviate the discomfort 
associated with injections, certain dentists opt to utilize a 30-gauge needle. Although this is 
feasible, complications may arise, including difficulties in facilitating aspiration or deviation 
during injection. Patients with hypertension in stage 2 or higher, in addition to those with a 
documented allergy to LA, ought to refrain from undergoing local anaesthesia. It is crucial to 
refrain from ingesting excessive ADL. Local anesthetics have the potential to induce CNS toxicity, 
cardiovascular toxicity, neurotoxicity, methaemoglobinemia, and additional adverse effects 
[19,20]. A maximal safe dose of 4.4 mg/kg [2 mg/lb] is advised by Malamed, with an absolute 
maximum intake of 300 mg. To increase the likelihood of success, it is imperative to address any 
challenges promptly. During a medical emergency, the patient would be positioned supine, 
emergency medical services would be contacted, vital signs would be monitored, and if required, 
basic life support would be administered [19]. 

Analgesia [Conscious sedation] 

A drug-induced state of consciousness known as conscious sedation allows the patient to react to 
spoken instructions. Anaesthesia and inhaled anesthesia can be combined to increase the pain 
threshold in anxious patients with a low pain threshold. It is available in oral, intramuscular, 
intravenous, and inhalational formulations. Sedatives frequently employed include 
benzodiazepines, nitrous oxide, and oxygen. Nitrous oxide's properties include analgesic, sedative, 
and hypnotic effects. Concentrations between 30 and 50% are necessary, and the patient may 
remain at this range for five minutes prior to the administration of LA. Following the procedure, 
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the patient will be placed on 100% oxygen for five minutes. According to scientific research, the 
analgesic effect of nitrous oxide is attributed to the stimulation of opioid receptors and the 
production of endogenous opiate peptides. Additionally, N-methyl-D-aspartate glutamate receptor 
inhibition is observed. Changes in the cardiovascular system, hypoventilation, apnea, and 
laryngospasm are all potential adverse effects of sedation. The administration of analgesics 
requires specialized education. Benzodiazepines, including midazolam and diazepam, ketamine, 
propofol, and select opioids, may be employed in conjunction with nitrous oxide to induce 
conscious sedation. It is imperative to use conscious analgesia exclusively in the treatment of 
dental phobia and never in lieu of adequate local anesthesia [21, 22]. 

Conclusion 

Pain is the most prevalent occurrence with detrimental consequences that impact the quality of life 
of individuals. Consequently, a comprehensive approach to pain management is necessary. For an 
accurate diagnosis to be reached, a comprehensive examination of pain is required. Management 
of pain necessitates an exhaustive comprehension of pain. The pain can subsequently be managed 
through the implementation of pharmacological, non-pharmacological, or synergistic 
combinations of these methods. Pain is managed with both non-narcotic analgesics [paracetamol, 
non-steroidal anti-inflammatory drugs, etc.] and opioids [i.e., narcotics]. Non-steroidal anti-
inflammatory drugs [NSAIDs] elicit effective pain alleviation due to their analgesic and anti-
inflammatory characteristics. Ibuprofen and aspirin are the NSAIDs utilised most frequently. 
While paracetamol possesses potent analgesic properties, its anti-inflammatory effects are 
relatively limited. Opioids are highly effective analgesics; however, their extensive adverse effects 
render them inappropriate for all but the most severe cases of pain. The opioid most frequently 
prescribed is codeine, frequently administered in conjunction with paracetamol. Although 
corticosteroids have the potential to be utilized for the treatment of inflammation, their application 
in dentistry is limited to extremely rare circumstances. 
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