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Nerve	block	anesthesia	in	dentistry

The	ability	to	anesthetize	areas	of	the	mouth	is	of	great	advantage	for	patients	who	otherwise	experience	unpleasant	sensations	during	many	types	of	dental	treatment.	The	original	local	anesthetic	(la)	in	1800	was	cocaine,	1	followed	by	Procaine	(which	goes	from	the	commercial	name	of	Novocaine),	and	at	the	end	of	the	Lidocaine,	which	is	still	the
main	Los	Angeles	in	use	today.	Today	there	are	five	highly	effective	and	secure	las	in	common	use.	Sign	up	in	alphabetical	order,	these	are	Articaine,	Bupivacaina,	Lidocaine,	Mepivacaina	and	Prilocina.	LAS	reversibly	blocks	the	generation	and	propagation	of	the	binding	action	potential	to	sites	on	nerve	membrane	sodium	channels.	Therefore,	their
administration	eliminates	sensations	from	an	area	of	​​the	mouth.	Overview	of	the	work	technique	in	the	jaw,	the	LAS	can	usually	be	administered	adjacent	to	the	teeth	to	which	to	work,	by	means	of	a	block	or	infiltration	of	the	paraperiostatic	field.	This	is	due	to	the	relatively	porous	alveolar	bone	so	that	the	can	penetrate	more	easily	and	reach	its
action	sites	on	the	nerves	that	provide	sensations	to	the	teeth	pulp	and	the	gingiva	in	that	area.	The	mandible	is	very	different.	The	outer	layer	of	the	Cortical	bone	is	often	and	non-porous,	which	normally	requires	the	use	of	a	nervous	block.	There	are	3	main	approaches	to	achieve	anesthesia	in	the	mandible:	the	lower	alveolar	nerve	block,	also	known
as	standard	mandibular	block	or	the	Halstead	approach;	The	Gow-Gates	technique;	And	the	block	of	the	vazirani-akinosis	closed	mouth.	Each	technique	has	its	advantages	and	disadvantages	and	dentists	must	be	familiar	with	all	of	them.	For	the	administration	of	any,	it	is	better	to	have	the	patient	lying	in	a	supine	position	to	reduce	the	probability	of
syncope.	The	anxiety	of	the	patient	concerning	intraoral	injection	is	common,	and	an	anxious	patient	who	is	sitting	vertical	will	be	prepared	to	faint.	The	topical	anesthetic	can	be	positioned	before	any	injection.	It	should	remove	the	initial	feeling	of	the	needle	penetration,	and	therefore	can	be	value.	If	used,	you	should	allow	a	few	minutes	for	the
onset	of	action.	The	needle	of	needle	penetration	is	also	reduced	by	the	retraction	of	the	soft	fabric	such	that	the	mucosa	is	tense.	With	all	mandibular	techniques	it	is	preferable	to	use	a	25-caliber	long	needle.	The	25	gauge	is	preferable	to	smaller	calibers	for	two	reasons.	First,	we	must	always	aspire	before	a	mandibular	block	to	avoid	injecting	in	a
blood	vessel	and	the	suction	results	are	more	reliable	with	this	caliber.	Secondly,	there	is	less	deflection,	an	important	feature	for	a	deep	block.	Studies2	have	shown	that	patients	cannot	differentiate	between	25,	27	or	30	gauge,	so	there	is	no	advantage	in	the	use	of	smaller	gauges.	The	main	objective	of	each	of	the	mandibular	blocks	is	the
anesthesia	of	the	lower	alveolar	nerve,	which	innervates	the	mandibular	teeth	pulp	on	that	part,	as	well	as	the	buccal	periodonto	front	at	the	first	molar.	For	each	of	the	three	techniques,	this	objective	is	accomplished	by	depositing	anesthetic	within	the	PterigoScare	Space.	This	anatomical	space	contains	the	lower	alveolar	nerve	and	the	lingual
nerve,	which	is	usually	anesthetized	by	these	techniques.	It	also	contains	the	high	alveolar	artery	and	vein	and	the	fading	ligament.	This	space	is	limited	sideways	from	the	branch	of	the	jaw,	medially	and	inferior	from	the	medial	muscle	pterygoid,	superiorly	by	the	lateral	muscle	of	Pterigoid,	after	the	parotid	gland,	and	before	the	subtle	muscle	of	the
buccinator.	With	all	the	mandibular	techniques	it	is	best	to	start	fearing	the	intraoral	points	of	reference,	which	to	the	same	extent	are	similar.	Lower	alveolar	nervous	block	The	most	commonly	used	technique	The	mandibular	anesthesia	is	the	block	of	the	lower	alveolar	nerve.	This	is	also	known	as	the	standard	mandibular	block	or	the	Halstead
approach.	It	is	indicated	when	we	are	carrying	out	procedures	on	one	or	multiple	multiple	Teeth	in	a	quadrant.	Furthermore,	it	is	indicated	for	procedures	on	the	lingual	soft	fabric	or	on	the	soft	buccal	fabric	front	at	the	first	molar.	For	surgery	on	molars,	a	separate	Buccal	nerve	block	is	required.	As	the	name	suggests,	the	nerve	anesthetized	by	this
block	is	the	lower	alveolar	nerve,	which	innervates	the	pulp	of	the	mandibular	teeth	in	that	quadrant,	from	the	third	molar	to	the	central	incisor.	Furthermore,	the	buccal	periodonto	front	to	the	first	molar	is	anesthetized	through	its	innervation	of	the	mental	nerve.	Moreover,	often	anesthetizes	the	lingual	nerve	and	therefore	the	front	2/3	of	the
language	and	soft	tissues.	The	goal	of	this	technique	is	to	place	the	needle	tip	over	the	mandibular	foramen,	in	the	sulcus	just	behind	the	lingula.	Here	is	where	the	lower	alveolar	nerve	is	inserted	in	the	mandibular	channel.	The	lingual	nerve	lies	only	before	and	medially,	and	is	therefore	often	anesthetized	together	with	the	lower	alveolar	nerve.	Bony
reference	points:	Standard	block	The	bony	reference	point	is	noticed	by	palpating	the	external	oblique	crest,	until	it	is	in	the	highest	depth,	which	is	the	coronoid	notch.	It	does	not	move	the	thumb	or	finger	medially	until	the	internal	oblique	crest	is	faded.	This	point	should	be	mentally	noticed	where	the	needle	must	be	inserted	only	medial	for	this
reference	point.	At	this	point	it	is	possible	to	move	the	finger	again	laterally	to	the	external	oblique	crest,	thus	making	the	tissue	tissue	and	exposing	the	reference	points	of	soft	tissues.	The	last	point	of	insertion	is	the	mandibular	groove,	just	behind	the	lingula.	It	is	in	this	site	that	the	lower	alveolar	nerve	inserts	in	the	mandibular	foramen.	Soft	tissue
reference	points:	Standard	block	The	finger	or	thumb	on	the	hand	retracting	hand	The	outer	oblique	ridge	until	it	is	in	the	highest	depth,	which	is	the	coronoid	notch.	Move	the	lingual	finger	until	the	internal	oblique	crest	begged.	This	point	should	be	mentally	noticed	where	the	needle	must	be	inserted	only	medial	for	this	reference	point.	Now,	move
the	finger	again	laterally	towards	the	external	oblique	ridge,	thus	making	the	tissue	tissue	and	exposing	the	pterygomandibuar	and	pterygotemporal	depression,	a	depression	in	the	shape	of	a	side	triangular	side	for	micker.	It	is	within	this	depression	that	the	needle	will	be	inserted.	The	injection	technique:	standard	block	for	this	technique,	ask	the
patient	to	open	his	most	wide	mouth	as	possible.	After	leaving	the	benchmarks	of	soft	tissues,	keep	the	syringe	at	the	correct	angle.	The	syringe	approaches	from	the	opposite	side,	above	the	first	contralateral	bicuspide.	It	is	parallel	to	the	mandibular	occlusal	plane.	The	insertion	of	the	needle	is	made	of	pterygotemporal	depression,	lateral	to	the
pterigo	raphe,	at	a	height	that	will	just	be	above	the	mandibular	foramen.	This	usually	corresponds	to	a	point	between	the	central	and	higher	part	of	your	nail.	Gently	insert	the	needle	until	the	bone	is	contacted.	It	is	necessary	to	contact	the	medial	surface	of	the	branch	in	about	25	mm,	which	corresponds	to	about	2/3	of	the	length	of	a	long	needle.
The	needle	goes	through	the	mucosa,	a	thin	portion	of	the	buccinator	muscle	and	the	connective	tissue	and	a	loose	adipose.	Travel	between	the	medial	muscle	Pterygoid	and	the	branch	of	the	mandible.	It	should	also	be	just	lateral	to	the	blurred	ligament	once	the	bone	is	contacted,	it	is	necessary	to	withdraw	~	1mm.	At	this	point,	suck	well	and	inject
a	complete	cartridge	of	local	anesthesia,	unless	you	are	following	with	a	block	of	the	buccal	nerve,	in	which	case	you	should	inject	3/4	of	the	cartridge.	If	you	also	contact	the	bone,	in	other	words	significantly	less	than	25	mm,	you	will	need	to	redirect	the	syringe	and	perform	the	indirect	technique.	This	is	obtained	by	slightly	withdrawing	the	syringe,
The	rod	more	medially	on	canines	or	contralateral	incisors	and	to	advance	again	until	the	bone	is	contacted.	Repeat	this	procedure	according	to	necessarily.	If	you	do	not	contact	the	bone	after	25	mm,	and	the	needle	is	buried,	you	should	redirect	withdrawing	slightly,	but	not	completely,	and	move	the	syringe	cylinder	more	sideways	and	advancing
still	to	bone	is	contacted.	The	final	position	of	the	needle	will	be:	superior:	the	lower	alveolar	nerve	and	ships.	The	insertion	of	the	internal	pterigoid	muscle.	The	MiloiOIDEO	nerve	and	ships.	Front	to	the	deep	part	of	the	parotide	gland.	Mediale	at	the	medial	surface	of	the	branch.	Lateral	A:	Lingual	Nerve	The	Pterigoid	Interior	MuscleÃã,	Ã,	Ã,	Ã,	Ã,
Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	Ã,	the	sphenomandibular	ligament	succeed	anesthesia:	standard	block	the	symptoms	of	Successful	anesthesia	for	all	mandibular	blocks	include	numbness	and	tingling	of	the	lower	lip	to	its	median	line.	Tingling	and	numbness	of	the	language	on	that	lingual	side	indicates	nerve	anesthesia.	Objectively,	you	should
confirm	the	signs	of	anesthesia	success	Sondando	the	gum	adjacent	to	the	canine	area.	The	onset	of	anesthesia	usually	takes	place	within	3	to	5	minutes.	Gow-Gates	Block	this	technique	for	mandibular	anesthesia	has	been	described	by	Dr.	George	Gow-Gates	in	1973.3ã,	it	was	introduced	as	a	means	to	improve	the	bankruptcy	rate	of	15%	of	the
standard	mandibular	block.	It	is	indicated	when	we	realize	procedures	on	one	or	more	mandibular	teeth	in	a	quadrant.	Furthermore,	it	is	indicated	for	procedures	on	the	lingual	soft	fabric	or	on	the	soft	buccal	fabric	front	at	the	first	molar.	For	surgery	on	molars,	a	separate	buccal	nerve	block	can	be	requested.	It	is	particularly	indicated	if	there	is	a
history	of	insufficiency	of	the	standard	mandibular	block	and	the	proof	of	accessory	innervation.	The	objective	of	this	technique	is	to	deposit	local	anesthetic	immediately	before	the	collar	of	the	condyle.	This	is	ina	proximity	of	the	mandibular	branch	of	the	trigemine	nerve	after	its	outlet	from	the	oval	foramen.	We	must	therefore	be	able	to	anesthetize
all	the	sensory	branches	of	this	nerve,	including	any	accessory	nerve.	The	anesthetized	nerves	include	the	lower	alveolar,	lingual,	miloioid	and	auricotemporal	nerves.	The	same	tissues	are	anesthetized	as	with	the	standard	block,	except	that	~	75%	of	the	time	of	the	buccal	nerve	is	often	also	anesthetized,	thus	eliminating	the	need	for	a	separate
buccal	injection.	Bony	Places	of	Interest:	Gow-Gates	The	bone	point	of	reference	shows	palpando	the	external	oblique	crest,	moving	the	thumb	upwards	to	feel	the	coronoid	process.	The	storm	muscle	inserts	on	this	landmark.	The	insertion	of	the	needle	will	only	be	mediated	at	this	point.	The	needle	is	directed	up	to	the	contact	with	the	coil	neck,	just
under	the	insertion	of	the	external	pterigoid	muscle.	Soft	fabric	places	of	fabric:	Gow-Gates	for	the	Gow-Gates	Block	We	need	to	initially	identify	the	extraoral	landmarks.	An	imaginary	line	must	be	viewed	from	the	intertragic	notch,	which	is	the	point	immediately	lower	than	the	ear	tragus,	at	the	corner	of	the	mouth.	The	syringe	is	aligned	in	this	plan
during	insertion.	The	intraoral	points	of	reference	must	be	palpated	as	with	all	the	mandibular	nerve	blocks.	The	coronoid	notch	should	be	heard.	Now	move	the	thumb	superior	to	the	coronoid	process	to	feel	the	insertion	of	the	temporal	muscle.ã,	it	is	important	to	lose	this	muscle	when	the	needle	is	inserted.	The	insertion	point	is	lateral	and	superior
to	that	of	the	standard	lower	alveolar	block.	This	is	on	the	lateral	margin	of	the	pterygotemporal	depression	and	just	medial	to	the	medial	tendon	of	the	temporal	muscle.	The	upper	limit	for	the	insertion	point	is	the	jaw	occlusal	plane.	Usually,	the	needle	lies	just	below	the	cusp	of	the	second	maxillary	molar.	This	is	a	reliable	reference	point,	provided
that	there	has	been	no	drift	or	rotation	of	this	tooth.	Gow-gates	for	this	technique,	the	patient	must	have	his	mouth	open	as	wide	as	possible.	After	palpation	the	reference	points,	hold	the	syringe	with	the	right	angle.	This	angle	has	been	determined	determined	extraoral	reference	points.	It	is	aligned	in	a	plane	joining	the	intertragic	notch	and	the
corner	of	the	mouth,	approaching	from	a	contralateral	corner	of	the	mouth,	with	the	needle	tip	aiming	at	the	neck	of	the	condyle.	The	syringe	barrel	is	usually	above	the	contralateral	mandibular	canine	and	premolars.	Once	inserted,	the	needle	should	be	slowly	advanced	until	bone	is	contacted,	which	should	occur	at	approximately	25	mm.	This	point
is	the	condylar	neck.	The	injection	site	is	bounded	by:	The	neck	of	the	condyle	posteriorly;	The	lateral	pterygoid	muscle	superiorly;	The	medial	pterygoid	muscle	medial;	The	branch	laterally	and	once	contact	is	made,	the	needle	should	be	withdrawn	1	mm	and	the	cartridge	full	administered	after	negative	aspiration.	It	'important	to	note	that	if	the
bone	is	not	contacted,	you	should	not	inject	but	redirection	Fincha	©	is	contacted	the	condyle	neck.	You	should	ask	the	patient	to	keep	his	mouth	open	for	about	1	minute,	if	possible,	as	it	is	believed	that	this	keeps	the	mandibular	nerve	closer	to	the	injection	site,	and	therefore	enhances	the	induction	of	anesthesia.	Success	Anesthesia:	Gow-Gates
Symptoms	of	successful	anesthesia	for	all	mandibular	blocks	include	tingling	and	numbness	of	the	lower	lip	up	to	its	midline.	Tingling	and	numbness	of	the	tongue	on	that	side	indicates	lingual	nerve	anaesthesia.Ã	addition,	with	the	Gow-Gates	block,	we	have	numbed	the	auricular	nerve	and,	therefore,	the	upper	and	front	skin	to	the	ear	feels	a	loss	of
sensitivity	.	Objectively,	you	should	confirm	the	signs	of	anesthesia	success	Sondando	the	gum	adjacent	to	the	canine	area.	In	addition,	the	probe	molars	buccal	soft	tissue,	such	as	75%	of	the	time	we	also	anesthetize	the	buccal	nerve.	The	distance	between	the	final	position	of	the	needle	tip	is	more	away	from	the	nerve,	which	is	the	case	with	the
inferior	alveolar	nerve	block.	Thus,	the	onset	is	usually	longer,	in	the	order	of	5	to	10	minutes.	A	closed	mouth	mandibular	Block	(Vazirani-Akinosi)	The	mandibular	block	closed	mouth,	also	known	as	the	Akinosi	technique,	or	Vazirani-Akinosi	technique,	after	those	described	before,	4.5	is	an	alternative	mandibular	block.	It	'was	introduced	as	a	means
to	improve	the	failure	rate	15%	of	the	standard	mandibular	block.	It	is	indicated	when	we	realize	procedures	on	one	or	more	mandibular	teeth	in	a	quadrant.	Furthermore,	it	is	indicated	for	procedures	on	the	lingual	soft	fabric	or	on	the	soft	buccal	fabric	front	at	the	first	molar.	For	surgery	on	molars,	a	separate	Buccal	nerve	block	is	required.	It	is
particularly	suitable	when	it	is	limited	mandibular	opening	or	difficulty	in	view	of	the	intraoral	reference	points	used	for	the	standard	blocks	or	Gow-Gates.	The	goal	of	this	approach	is	to	fill	the	space	with	pterygomandibular	local	anesthesia,	the	bathroom	so	the	inferior	alveolar,	lingual	and	mylohyoid	nerves.	This	technique	should	not	result	in	bony
landmarks	being	hit.	Bony	Landmarks:	Akinosi	The	objective	of	this	technique	is	to	put	the	needle	tip	between	the	branch	and	the	internal	pterygoid	muscle.	The	point	of	reference	bone	is	noticed	by	palpation	the	coronoid	notch	and	the	insertion	of	the	temporal	muscle.	The	needle	is	inserted	just	medial	to	this	point.	Therefore,	the	needle	is	inserted
between	the	coronoid	process	of	the	mandible	and	the	maxillary	tuberosity.	soft	tissue	Limits:	Akinosi	In	a	superior-inferior	plane,	this	insertion	point	is	at	the	height	of	mucogingival	junction	of	the	maxillary	teeth.	Intraorally,	as	for	all	the	mandibular	blocks,	the	coronoid	notch	and	coronoid	process	should	palpation	and	tissue	laterally	retracted.	In	a
lateral-medial	plane,	the	insertion	point	is	lateral	to	the	maxillary	tuberosity	and	medial	coronoid	process.	fibers	Temporal	muscle	Insert	them	in	the	coronoid	process	and	the	insertion	through	this	process	must	be	avoided	to	minimize	sensation	in	the	patient.	So	the	IL	The	point	should	be	more	medical	than	the	side	and,	therefore,	closer	to	the
maxilla	than	the	coronoid.	Injection	technician:	Akinosis	the	patient's	mouth	is	closed	for	this	technique.	The	needle	has	not	hit	the	bone	and	injecting	once	the	needle	is	inserted	to	the	correct	depth.	Therefore,	it	is	necessary	to	place	the	patient	and	yourself	so	you	can	see	the	needle	clearly	during	the	entire	insertion.	It	can	help	you	use	a	needle	that
is	bent	at	about	15	Â	°	at	30	Â	°	for	the	side;	In	other	words	towards	the	Ramus.	This	helps	to	minimize	the	probability	that	the	needle	is	inserted	in	the	medial	pterigoid	muscle.	When	folding	the	needle,	the	cap	must	be	used	to	maintain	the	needle	sterility.	In	order	to	minimize	the	probability	of	breakage,	the	needle	should	be	folded	only	once.	Once
the	needle	has	been	inserted	some	millimeters,	the	syringe	position	must	be	evaluated.	At	this	point,	you	should	ask	the	patient	to	bring	his	teeth	in	the	occlusion	with	his	chewing	muscles	that	remain	relaxed.	If	the	teeth	are	clenched,	they	will	delete	the	pterigo-ribular	space	and	prevent	the	anesthetic	from	reaching	the	nerves	necessary	for
anesthesia.	If	possible,	a	lateral	excursion	to	that	part	will	help	you	see	the	insertion	point.	The	syringe	should	be	at	the	level	of	the	mucogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogogoguale	of	the	mascellar	molars,	parallel	to	the	maxillary	occlusal	plane,	and	the	closer	possible	to	the	maxillary	mucosa
without	touching	it.	The	syringe	is	advanced	posteriorly,	with	the	corner	curve	that	draws	the	tip	of	the	needle	closer	to	the	Ramus.	With	the	syringe	in	the	correct	position,	the	needle	should	be	slowly	advanced	by	25	mm,	heading	it	the	more	sideways	possible,	without	breaking	on	the	maxillary	mucosa.	Depending	on	the	degree	of	bending	in	the
needle,	it	is	necessary	to	advance	the	syringe	similar	to	a	bow	(the	greater	the	degree	of	bending,	the	greater	the	arc).	Once	the	25	mm	needle	is	inserted,	stopped,	vacuum	well	and	inject	a	complete	cartridge.	No	hard	tissue	should	be	contacted,	but	if	you	hit	the	bone,	it	often	occurs	early	and	is	due	to	the	coronoid	process.	This	can	occur	if	the
insertion	point	was	too	lateral	and	it	can	be	corrected	by	retreating	the	needle	slightly	and	redirecting	it	around	the	obstruction.	No	pain	should	be	heard	while	inserting	the	needle.	If	you	feel	the	pain,	it	is	likely	to	be	due	to	the	penetration	into	muscles,	such	as	the	insertion	of	the	temporalize	on	the	coronoid	process,	on	the	side,	or	due	to	the	medial
muscle	pterigoid	on	the	medial.	Successful	anesthesia:	Akinosis	The	symptoms	of	success	anesthesia	for	all	mandibular	blocks	include	tingling	and	numbness	of	the	lower	lip	up	to	its	median	line.	Tingling	and	tongue	numbness	on	that	part	indicates	lingual	nervous	anesthesia.	Objectively,	you	should	confirm	the	signs	of	success	anesthesia	Sondo	the
gingiva	adjacent	to	the	canine	area.	The	onset	is	in	the	order	from	5	to	7	minutes.	Conclusion	The	ability	to	perform	each	of	these	3	techniques	greatly	increases	the	probability	that	the	dentist	will	be	able	to	successfully	achieve	local	anesthesia	in	the	mandibular	arc.	Yagiela,	Ja.	Local	anesthetics.	CHAPTER	16	A	YAGIEA,	JA,	DOWD,	FJ,	Neidle,	EA,
EDS.,	Pharmacology	and	therapeutic	for	dentistry,	5	Â	°	Ed.,	Harcourt,	2004:	251-270.	Hamburg	HL.	Preliminary	study	of	the	patient's	reaction	to	the	gauge	of	the	needle,	NY	State	Dent	J	1972;	38:	425	-	426.	Gow-Gate	Gae.	Anesthesia	of	mandibular	conduction:	a	new	technique	that	uses	extraoral	landmarks,	oral	offers	of	773;	36:	321	Ã	¢	â,¬	"328.
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