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Abstract

COVID-19, since its outbreak in Wuhan, China has become a major public
health phenomenon with the eventual declaration of a pandemic by the World
Health Organization (WHOQO) in March 2020. The disease is considered to be
transmitted through fomite and aerosol, therefore the concern for safety of
both the dental teams and their patients. This review article seeks to report
how the disease may possibly be transmitted within periodontal clinic and
possible means of preventing such transmission. Internet search was done
using words such as COVID-19, Dentistry, SARS-CoV-2, periodontal care,
dental treatment, infection control and pandemic. Only articles written in

60

English were accessed.

Introduction

The novel coronavirus 2019 was first reported in
Wuhan, China in December 2019 but has since then
spread to most parts of the world, with the World
Health Organization (WHO) declaring it a pandemic
in March, 2020. The International committee on
Taxonomy of Viruses referred to the virus as “severe
acute respiratory syndrome coronavirus 2” or SARS-
CoV-2 because of its close relationship with the virus
that was responsible for the outbreak of SARS in
2003.However, WHO generally uses the name
COVID-19 to address the virus in order to avoid
confusion in the general public. The name COVID-19
was adopted for the virus by WHO on the 11th
February, 2020 as a shortened form for coronavirus
disease 2019. The virus is oftentimes also called
novel coronavirus or 2019 coronavirus®.

Generation of aerosol during periodontal treatment
usually leads to contamination of the clinic
environment. Sometimes cloud of fluid and
particulate matter may be seen during periodontal
procedures involving the use of rotary instruments,
air abrasion, air-water syringe, sonic/ultrasonic scaler
and polishing. Apart from the dental instrumentation,
other sources of the air-borne contamination is a
combination of materials originating from the
treatment site, saliva, respiratory sources and from
the dental unit water lines**.
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Contamination of dental instruments can result from
organisms on instruments and in dental unit water
lines. However, the standard procedure for cleaning
and sterilisation should suffice to eliminate
contamination of all instruments and eliminate or
minimize air-borne contamination from the dental
unit water line. But with the advent of the coronavirus
pandemic across the globe, the threat of
transmission of the disease during periodontal
treatment is a reality that must be thoroughly
considered in order to prevent such transmission as
much as possible®*®. This is despite the fact that there
are previous conflicting reports from studies
concerning the possibility of the airborne nature of
SARS-1°". Some authors have suggested that dental
treatment should be limited to only emergency
cases, while the pandemic lasted in order to prevent
transmission of the disease during dental
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treatments™ .

How COVID-19 spreads

The spread of the virus is considered to be due to a
release of droplets of infected material following
coughing, sneezing and even exhalation phase of the
respiratory cycle by someone who is infected with the
virus. The initial thinking was that the droplets settle
on nearby surfaces such as desks, tables or
telephones and other people can be infected
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following their contact with the infected surfaces and
touching their faces with contaminated hands. But
lately, the virus had been reported to be able to float
in the air as aerosol through which it can spread from
one person to another’. Aerosol generated during
dental treatment is usually contaminated with body
fluid and high concentrations of infectious microbes
exceeding those produced by coughing or
sneezing'*’. Many studies have reported that the
stability of SARS-CoV-2 is similar to that of SARS-CoV-
1 under many conditions including being suspended
in the air as aerosol for hours and on surfaces such as
stainless steel, cardboard and copper for varying
periods*****. Therefore, the air-borne nature of the
infection through aerosol being a possibility is likely
going to increase the risk of possible transmission of
the virus during periodontal treatment especially
considering the closeness of the operator to the
patient during the procedures.

Symptoms of COVID-19

Knowledge of the symptoms may be instructive in the
eventual protection of dentists and other members of
the dental team against contracting the disease
within dental clinics. The disease may be
asymptomatic in some people, who can still spread
the virus to other people despite the absence of
symptoms in them. However, infected individuals
may present with symptoms such as fever, dry cough,
and tiredness in mild cases. Shortness of breath,
fatigue, muscular pain, soreness of the throat,
diarrhea, vomiting, confusion and headache are
other symptoms that had been associated with the
disease™". The most commonly reported sign and
symptoms are fever (90%), cough (76%), dyspnea
(55%) and myalgia or fatigue (44%)°. Travel history
and history of contact with confirmed case or those
with symptoms of COVID-19 may be helpful
especially in asymptomatic individuals.

Setting Priorities for Periodontal treatment

The possibility of postponing non-emergency
periodontal therapy until the end of the pandemic
should be considered. This may go a long way in
disrupting the transmission chain and reducing the
burden of the disease. Therefore, routine
professional prophylaxis should be postponed until
the pandemic is over and short-term use of chemical
plaque control agents may be recommended for
some individuals to reduce the rate of plaque
accumulation and inflammation. The use of
telephone and other means of communication may
be helpful in getting to know which of the regular
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patients can be rescheduled and those that will be
seen as emergency”’. Those patients that will be seen
under emergency will include those in severe pain
that could not be controlled by analgesic, profuse
gingival bleeding, acute periodontal abscesses and
those with compromised medical conditions whose
lives may be endangered by active periodontal
diseases.

Dental visitation: Pre-treatment

Individuals coming for periodontal therapy should be
ready to abide with the laid down regulations, such as
use of facemask, washing of hands or the use of
alcohol-based hand sanitizer. Checking of body
temperature, preferably with a non-contact infra-red
thermometer should be instituted at the entrance of
the clinic. This is to ensure that anyone with fever is
further screened for other symptoms of COVID-19
and infected individuals identified early enough.
Posters, in appropriate languages, demonstrating all
that is required of individuals at the clinic should be
placed at strategic positions at the entrance to and
within the clinic. This should also include posters
demonstrating cough and sneezing etiquette and
clearly highlighted demarcation of sitting
arrangement while waiting at the lounge before being
attended to.

Staggered appointments in order to reduce number
of patients at the clinic at the same time should be
encouraged in order to maintain social distancing. If
there is any reason(s) for more patients than that
which will allow for social distancing within the
waiting area to be present, then some of the patients
should be encouraged to wait in their vehicles to be
contacted through telephone for their appointment.
Number of individuals accompanying dependent
patients to the clinic should also be reduced to the
most essential people that must accompany any
particular patient™®. Any procedure that will generate
aerosol should be scheduled as the last procedure for
the day when other patients would have left and the
number of dental team to be present may be reduced
to the barest minimum.

Dental visitation: During-treatment

Dental care team must adhere strictly to infection
control protocol in order to prevent transmission of
the disease within the dental clinic. The protocol
should include hand hygiene, change of disposable
face masks after attending to each patient and even
during treating a patient if the mask gets wet or
contaminated by body fluid. Correct use of personal
protective equipment should also be enforced when
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attending to patient, for example hazardous
materials suit and N-95 or a higher level respirator
should be used when aerosol generating procedure is
to be done. Isolation gown and head cap for the hair
and the eyes should be well protected with the use of
protective eye glasses or face shield. The dentist
should also keep abreast with new updates on the
latest discovery about the virus and methods of
managing the disease®"’. Use of mouth rinses such as
1% hydrogen peroxide or 0.2% povidone iodine have
been recommended for pre-procedural use. This is
with the intention of reducing the viral load, where
coronavirus status of the patient is not known*. High
volume suction is also recommended during
procedures in order to reduce the rate of aerosol
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generation™.

Patient-operator positioning during aerosol
generating procedure also matters as standing in
front of the patient may worsen the risk of splatter on
operator. Therefore, working from 8'o clock position
should be avoided, while 10-11'o0 clock is
recommended®. Use of eye goggles to protect the
eyes of patient during treatment is also advisable.

Post-treatment

In a resource-limited environment because corona-
viruses lose viability appreciably after 72 hours, a
rotation and reuse strategy have been advocated for
N95 respirators. Extended use is when the mask is
used for more than 8-hours, including in-between
patient. In the case of mask re-use, mask rotation is
recommended, in which a set of at least five N95
respirators are acquired and one is used per day of
the week (> 72 hours). Proper handling of the mask
involves hanging the respirators to dry or keeping
them in a clean, breathable container like a paper bag
in-between uses. The masks should not touch each
other and avoiding mixing it up with those of other
individuals. A user seal check should be performed
before each use. A significantly contaminated or
damaged mask should not be used again. Therefore,
when planning to re-use a mask, a fastidious
donning/doffing technique should be adopted to
prevent contamination of both the inside and the
outside of the mask. Wearing a face shield over the
mask will prevent soiling, which may help in cases of
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extended use or re-use”“".

Regular fumigation of the clinic environment should
be encouraged as much as possible, with mopping of
floor with 1% sodium hypochlorite in order to reduce
the risk of cross infection. Particular attention should
also be placed on the management of waste that is
generated from the clinic as the waste is often
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contaminated with body fluid. Therefore, incineration
of the waste is advised, where possible. The water
line especially the sputum bowl and the drain should
be regularly disinfected with 0.01% sodium
hypochlorite in-between patients™. Patients' follow-
up can be done through telephone and other
technological means in order to limit the number of
patients in the clinic.

Conclusion

It is advisable that non-emergency periodontal
treatment should be postponed till after the
pandemic, while extreme caution should be
exercised when attending to those that must be seen
during the pandemic.
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