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Practice: Measures, Clinical Implications and

Management
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ABSTRACT

The SARS-COV?2 outbreak began as a zoonotic transmission, with Chinese
horseshoe bats (Rhinolophus sinicus) and pangolins being the most likely
origin of the infection. Once the patient has been infected, the virus is
significantly present in the nasopharyngeal and salivary secretions. The
professionals who are most directly exposed to the risk of contagion are
dentists since the evolutionary process of virus infection occurs due to the
inhalation of particles in the dental environment, the formation of aerosols
during practice, and what is more important, in the expectorations emitted
by the patients. Therefore, it is necessary to act diligently in professional
practice, as well as take the necessary preventive measures to avoid the
spread of the infection. The appearance of this new disease forces us to
modify all the sanitary measures that have been taken concerning dental
care by the professional, as well as auxiliary personnel and the protection
of patients, requiring strict sanitary control by the authorities of health. In
the university environment, the changes that must be made to allow an
open channel of communication between students, teaching,
administrative and hygiene personnel must continue to prevent this and
future diseases. The aim of this article is to propose a protocol for dental
clinical care, considering the real conditions and needs that prevail in our
practice, highlighting the risk and preventive measures that the dental
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I. INTRODUCTION

The first cases of SARS-COV2 (severe acute respiratory
syndrome), popularly known as COVID-19 or coronavirus
were reported in Hubei, China, in early December 20109,
quickly turning into a worldwide health crisis. On January 30,
2020, the World Health Organization (WHO) declared that
this virus was responsible for a public health emergency,
reporting the mortality of up to 3.4% of affected patients,
especially in people over 60 years with a history of systemic
diseases, so far, the number of confirmed patients has
exceeded 563948 in México, with approximately 60480
deaths as of the end date of this article [1].

This virus is formed by a genomic single-stranded RNA
envelope with a helical nucleocapsid of variable size (26 to
32 Kilo bases) (kb), being one of the largest viruses
investigated to date. It has been reported that approximately
80% of infected patients will present mild symptoms, 20%
will require hospital care, and 5% will have to be in the
intensive care unit and could lose their lives due to severe
progressive alveolar damage and failure respiratory [2], [3].
It is our commitment as dentists and to be part of the health
sector, to know the pathophysiology and preventive
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measures, as well the clinical implications and the treatment
of patients with SARS-COV2 to reduce the spread of the
virus [4].

Based on the literature, we know that there are currently
four different genera of coronavirus: a-CoV, f-CoV, y-CoV,
and 6-CoV. Most coronaviruses can cause infectious diseases
in humans and vertebrates. The a-CoV and f-CoV genera are
those that affect the respiratory, gastrointestinal, and central
nervous systems of mammals and can generate infections,
while the y-CoV and 3-CoV genres affect mainly on birds.
The 2019-nCoV virus-scanned in Wuhan belongs to the -
CoV genus [5].

A suggested hypothesis is that SARS-COV2 virons can
bind to host cell membranes and replicate in respiratory and
intestinal epithelial cells causing cytopathic abnormalities
[6].

Increased humidity as well as increased temperatures are
believed to significantly decrease transmission of SARS-
COV2. Relative humidity increase of 1% and a temperature
increase of 1°C can reduce the effective reproductive number.
This effect is the same as in influenza, which is why it is
thought that the arrival of summer and the rainy season in the
northern hemisphere will drastically reduce the transmission

Vol 1| Issue 4 | August 2020



European Journal of Dental and Oral Health
www.ejdent.org

of SARS-COV2 [7].

So far the mortality data for SARS-COV?2 is approximately
0.39% to 4.05% with differences depending on the country,
being lower than SARS (Severe Acute Respiratory
Syndrome) <10% and MERS (Middle East Respiratory
Syndrome) < 34%, however, is higher than that of seasonal
influenza, 0.01% to 0.17%, this according to data reported by
the US Centers for Disease Control and Prevention, [8].

The information that is currently available allows us to
know that anyone is susceptible to contracting this new
disease, however, there are groups made up of adults over 60
years of age, people who are in contact with confirmed
patients with both symptomatic and SARS-COV2
asymptomatic, healthcare workers and other hospitalized
patients who represent the highest risk [9].

It is important to mention that there are risk groups such as
patients who have systemic conditions: cardiovascular
diseases, diabetes or cancer (especially lung), COPD
(Chronic Obstructive Pulmonary Disease) and hypertension,
which increase the risk factor significantly, and maybe
aggravated in patients with harmful habits such as smoking
since exposure to tobacco smoke is the cause of
bronchopulmonary inflammation, increased permeability of
respiratory epithelial cells, and overproduction of mucus [10].

Il. SOURCE OF TRANSMISSION

-Direct transmission (by coughing and inhalation or
aspiration of droplets).

-Transmission by contact (through contact with the nasal,
oral, ocular mucosa, and feces through contaminated
environmental surfaces) [7], [8].

Respiratory viruses are more contagious in symptomatic
patients, can also be transmitted through asymptomatic
patients and may occur in the incubation period between 2
and 10 days, presenting the same viral load [5], [6], [11].

Due to the high potential of transmission of the virus, a
social distancing has been recommended to avoid the spread
of the disease since it is estimated that direct transmission can
infect different people within an approximate radius of 1.8
meters [12], in the same way we must emphasize the
importance of cleaning surfaces or objects that could be
contaminated and that are subsequently touched by other
people, this recommendation is strengthened taking into
account that the frequency of making contact with the face is
approximately 23 times per hour, being the oral and nasal
mucosa the most frequently touched [12].

I1l. INCUBATION PERIOD

The average incubation period for SARS-COV2 has been
projected to be 5 to 6 days, but there is evidence that it can
last from 14 to 24 days according to other authors. However,
the widely accepted duration for medical screening and the
quarantine of potentially exposed individuals is 14 days, with
a variable latency period and may have viability of 3 hours in
aerosols until survival of several days on inanimate surfaces
[71, [12], [13].
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IV. SIGN AND SYMPTOMS

Within the prodromal phase we can find primary specific
symptoms of the infection such as fever 98% and dry cough
76% dyspnea 55% and myalgia or fatigue 44% [6].

Some other symptoms that accompany the disease are
muscle pain, diarrhea and vomiting. The onset of the disease
can cause progressive respiratory failure due to alveolar
deficiency and in severe cases can quickly lead to death [8],
[6], [14].

It is frequent that patients present olfactory and gustatory
disorders, so SARS-COV2 positive patients who present
alterations in smell and taste should not be considered as the
primary etiology, however patients who present dysgeusia
and / or ageusia without presenting olfactory disorders should
not be ruled out as this could be the first data of any oral
manifestation associated with SARS-COV2 [15].

V. DIAGNOSIS

SARS-COV?2 can be diagnosed through a combination of
epidemiological information, such as travel history to an
affected area, signs, and symptoms, findings using computed
tomography (CT) [16], imaging, and laboratory tests such as
Polymerase Chain Reaction with reverse transcriptase (RT-
PCR), it should be mentioned that a negative result in the RT-
PCR test of suspected patients does not mean that you are free
of infection [8].

The WHO and Centers for Disease Control and Prevention
(CDC) of the United States recommend, for outpatients and
patients with more critical conditions, rapid collection and
nucleic acid amplification tests of respiratory samples, for the
detection of disease [6], [17].

The differential diagnosis includes other viral respiratory
infections caused by the SARS virus, influenza virus,
parainfluenza virus, adenovirus, respiratory syncytial virus
and human metapneumovirus (HmPV), parainfluenza,
respiratory syncytial virus (RSV), rhinovirus [9].

Antigen detection in the nasal and oral cavity should be
performed to differentiate SARS-COV2 from common
respiratory pathogens and other non-infectious conditions
[18].

The Infection Prevention standards of the Coordinating
Commission of National Institutes of Health and High
Specialty Hospitals of the Government of Mexico consider as
suspected cases: People of any age who present with acute
respiratory disease and who have a history of travel or stay in
China or have been in contact with a confirmed or
investigated case up to 14 days before the onset of symptoms
(Fig. 1). Confirmed cases: Person who meets the operational
definition of a suspected case and who has a laboratory-
confirmed diagnosis issued by INDRE.
https://coronavirus.gob.mx/covid-19/ [19].
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Fig. 1. An overview of patient screening for SARS-COV-2.

VI. TREATMENT

So far there is no evidence from randomized controlled
trials to recommend an effective treatment against SARS-
COV2. At this time, the strategy to control the source of
infection is using infection prevention and control measures
The average incubation period for SARS-COV2 has been
projected to be 5 to 6 days, but there Within the prodromal
phase we can find primary specific to reduce the risk of
transmission, providing early diagnosis, as well as isolation
and supportive care for affected patients [8]. The first-line
treatment for patients with fever includes antipyretic therapy
with paracetamol, while expectorants can be used as a
treatment for non-productive cough [20].

Those patients who present severe acute respiratory
infection, shortness of breath, hypoxemia or shock that
require the administration of immediate oxygen therapy [11].

During the course of the pandemic, chloroquine and
hydroxychloroquine have attracted much attention due to
their use in the treatment of SARS-COV?2. Several countries
have announced the use of this drug in trials for the
eradication of the disease since scientists have stated that this
drug inhibited the viral replication of SARS-COV?2 in vitro
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and the clinical application in humans indicated an apparent
efficacy [21].

However, clinical trials conducted so far are limited,
calling into question the reported results [22].

Vaccination would represent the most reliable form of
prevention and monitoring for SARS-COV2 positive
patients. Various clinical trials have been carried out in search
of the production of vaccines that help to eradicate this
disease, without currently having proven success in the
research and development of any of them [23].

Despite this, the first human clinical trial reported in the
literature of a SARS-COV?2 vaccine was recently published,
with promising results. In this clinical trial 108 patients
underwent low (36), medium (36) and high (36) doses, the
results revealed a significant increase in antibodies at 14 and
28 days, despite the existence of adverse effects such as fever,
pain muscle and headache, these did not persist more than 48
hours after inoculation [24].

VII. DENTAL PRACTICE

Among the recommendations are given by the Mexican
government, priority emergency care will be given as of
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March 21, 2020, postponing dental appointment and
treatments until further notice.

In recent months, the area of dentistry has had various
concerns about the care that should be given to the patient,
since the risk of SARS-COV?2 infection to which health
professionals are exposed has been reported by publications
and the media [25], being the dentists the ones that present
the highest percentage, even higher than the doctors and
nurses [26].

This situation has given rise to a series of questions
regarding the protocol to follow for the care of patients
suspected or confirmed by SARS-COV?2, generating anxiety
and the environment for most dentists [27].

Dental professionals have a high risk of contagion due to
close face-to-face contact with the patient, being able to
classify transmission routes through four main routes [28],
[29].

e Direct exposure of mouth and respiratory secretions

(saliva and blood).
e Direct contact with contaminated surfaces /
instruments.

e Inhalation of airborne pathogenic microorganisms.
e Mucosal contact (nasal, oral and conjunctiva).

In order to better understand the explanation of direct
contagion, it is important to mention that the SARS-COV2
uses the angiotensin-converting enzyme receptor 2 (ACE2)
that is located in the respiratory tract, transmitted through
fluid drops that spread when coughing, sneeze or through
saliva. The distance and duration in which the particles are
suspended is determined by their size and speed as well as
humidity and air flow. Particles >5 pum in diameter can extend
up to 1 meter, in contrast, particles <5 pm have a greater
extension capacity [8], [30].

As an initial filter, patients requesting dental care should
be asked a questionnaire to evaluate those suspected or
positive of SARS-COV2 before being treated. Likewise, it
must be remembered that under the ethical principles of good
practice, efficiency and justice that govern the practice, it is
important to mention that by deferring or suspending
treatments we are protecting our patients and our community
[31], [32].

A. Patient Evaluation. Identification of suspected cases of
SARS-COV2.

You should do a detailed medical history, as well as to
inquire about your history of travel to risk areas or if you have
been in contact with suspected or confirmed SARS-COV-2,
take the temperature with a thermometer on your forehead
that does not make contact with the skin for measurement [5].

For dental care, the following classification of patients
according to the treatment they require has been suggested
[28]:

a) Emergency treatments that require hospital care.

b) Emergencies that can be attended with minimally
invasive procedures without the generation of aerosols.

c) Emergencies that require attention to invasive
procedures that generate aerosols.

d) Non-urgent procedures.

e) Elective procedures.

It is recommended that a patient suffering from the acute
febrile phase of the disease does not attend a dental
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consultation, in case the patient comes in these conditions, the
professional should not provide care and will have to inform
the corresponding infection control department to isolation
and monitoring [28].

Only treatments that represent real urgency will be carried
out, so the following flow chart is suggested for patient care
(Fig. 2).

B. Hand Washing.

Despite being a routine prerequisite, compliance with it is
relatively low, so the emphasis is placed on reinforcing its
mandatory compliance before any procedure as well as after
contact with surfaces without disinfection, oral mucosa and
body fluids, likewise, the emphasis is placed on avoiding
touching eyes, mouth or nose, protocols involving 5 hand
washes (2 before and 3 after treatment) have been proposed
[5], [30].

C. Protective measures for Dentist, Support Staff and
Patient.

Among the measures to prevent the spread of infection, the
use of a waterproof gown or apron, a cap, sterile gloves,
surgical mask, mouth covers, lenses, and surface protection.
They should be used during care and discarded after each
patient in the infectious waste bin. They should be used while
having direct contact with the patient [5].

Gowns should be closed at the back, surface protectors
should cover critical areas, areas or surfaces of support of the
instruments, especially the regions of difficult cleaning to
avoid direct contamination and ensure the protection of the
patient and the operator.

Protective materials such as hats, disposable gowns, and
shoe covers must be 30-gram polypropylene. In cases of
performing surgical procedures, it is necessary to perform
surgical decontamination of the hands with 2%
chlorhexidine-based antiseptics and dry with a sterile towel.

The use of face shields is necessary during dental care
where there is direct contact with the patient and removed
immediately aftercare once the patient has withdrawn. The
physical workspace must be disinfected between each
consultation. N95 protectors are recommended for
procedures where aerosols are generated (airway
manipulation, invasive exams) and must be changed after
each care [5].

Surgical masks should be used in all patients suspected or
confirmed by SARS-COV2, it is recommended to
complement with face shields. The masks can be used a
maximum of 4-5 times in exceptional situations, it is
recommended after use to place them in a ventilated container
before their next use and there should be no contact with the
outside of the mask.

Within the dental practice, we must consider the protection of
auxiliary personnel who are also in the percentage of the high
risk of contagion. It is important that their healthcare work is
carried out remotely within a radius of 1m from the patients
and when they perform the previous evaluation of the patient
as a preventive measure, use sterile gloves as well as to
discard any handkerchief that the patient uses. Support staff
must use the same protective measures and equipment as the
dentist, which must be discarded immediately after finishing
the treatment and placed in the dedicated waste container [5].
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Fig. 2. An overview of the detection of confirmed or suspected SARS-COV-2 patients during dental treatment.

D. Mouth Rinses.

A wide variety of recommended solutions for oral hygiene
contain antimicrobial substances with maintained antiseptic
capacities, however, these may not be effective against
SARS-COV?2, for which agents such as hydrogen peroxide
have been recommended, the use of povidone 0.2% for 1
minute followed by gargling to reduce the bacterial load
present in the oral cavity, therefore a mouthwash is
recommended beforeany procedure in cases where absolute
isolation cannot be performed [33].

E. Rubber Dam.

Within the dental practice, mainly in the endodontic area
in adults and children as well as cases that require post-
endodontic restoration or dental surgery, the use of rubber
dam is considered a mandatory measure, however, its
compliance does not it is always carried out.

As it is already known, the use of a rubber dam
significantly reduces aerosols by up to 70%, also reducing the
percentage of transmission to the dentist and support
equipment as well as the contamination of inanimate objects.
The use of suction devices is recommended during
procedures as well as four-hand operation with adequate
protection. In cases where absolute isolation cannot be carried
out, an alternative is and exploration with dentin spoons in
cases of dental surgery, and substances such as Carisolv can
be used to minimize the production of aerosols [5].

F. Reduction of Aerosols.

During dental treatments, high-speed parts generate
aerosols, leaving microorganisms in the environment and

DOI: http://dx.doi.org/10.24018/ejdent.2020.1.4.16

water tubes inside the dental unit therefore, it is
recommended to use high-speed handpieces with anti-
retraction valves. Different studies have shown that these
parts significantly reduce the return flow to the air tubes and
the dental unit, avoiding cross infections [34].

G. Radiographs.

The use of extraoral radiographs has been recommended as
an auxiliary diagnostic method (orthopantomography or
computed tomography), if the use of intraoral radiographs is
essential, during treatment, double protection should be
applied to digital sensors or radiographic films [7].

H. Desinfection of Surfaces.

Disinfection measures must be effective both in dental care
environments and in waiting areas. 0.1% NaOCI should be
used for surfaces and 1% for blood spills [8].

I. Waste Management.

All waste from dental procedures must be transported to
the temporary storage area of the clinic or institution. The
waste from suspected or confirmed patients should be treated
as infectious waste and placed in double-layered yellow
ligation bags. Instruments that are not disposable should be
washed before sterilizing [5].

VIII.

Urgent dental care must adhere to the provisions of the
Official Mexican Standard NOM-013-SSA2-2015 For the
Prevention and Control of Oral Diseases [35].

URGENT CASES
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One concern is that, with the suspension of routine dental
care, more patients than usual may require admission for
treatment of acute dental infections that threaten the airways
and require intensive care [29].

In dental practice, it is common to observe a large number
of patients requesting urgent care, generally presenting pain,
inflammation, or infection that can occur independently or
associated with each other. Most of the emergencies that
come to the consultation are 90% of pulp or periapical origin,
however, due to the pandemic, dentists must evaluate the
patient's conditions to decide to provide or defer [12].

Suspension of urgent care can progress to acute infectious
processes that threaten the airways. Patients with significant
swelling can progress to life-threatening emergencies, which
can increase risks in the context of reduced availability of
medical care. For patients with substantial inflammation that
could progress to an emergency, tooth extraction should be
prioritized over restoration [29].

Therefore, it is of utmost importance to carry out a
questionnaire on the problems referred by the patient (Fig. 3).

What is the level of pain

1-Do you have pain?
Yes or No

2.-On scale of 1-10 what is tehe level of pain you have?

3 .- When did the pain begin?

4 -Do you have swelling? Intra oral or extra oral?
Yes orNo

5-Do you have fever?
Yes orNo

6.-Do you have difficulty opening his mouth or when swallowing?
Yes orNo

7-Did you have a traumatic experience?
Yes orNo

Fig. 3. Dental emergency questionnaire.

To help dentists have a clear idea of what constitutes
emergency conditions, refer to the ADA recommendations.
(ADA, Develops Guidance on Dental Emergency,
Nonemergency Care 2020) [36].

Where cases that present continuous bleeding, serious
infections, cellulitis, or intra or extra-oral inflammation that
compromises the patient's airways, as well as trauma
involving facial bones that likewise involve the airways.

A. Pharmacology.

For patients suspected or positive of SARS-COV2 who
require emergency treatment for inflammation or severe pain,
pharmacological therapy with acetaminophen as an analgesic
has been recommended instead of ibuprofen since it could
alter the functions of the immune system and in the case of
antibiotics amoxicillin or clindamycin in patients allergic to
penicillins [22].

The endodontic area represents a unique situation, since
doctors most often face treatments that involve pain and
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inflammation, in these situations the doctor must limit
himself to performing emergency procedures, reducing or
eliminating the bacterial etiology and preventing secondary
infection [37].

It is worth mentioning that patients diagnosed with an

acute alveolar abscess may have a fever and palpable lymph
nodes, making it of utmost importance to establish a
differential diagnosis to determine the cause of the feverish
state.
In the case of dental trauma, it is necessary to assess the
severity of the trauma, the development of the root, and the
time elapsed since the trauma, the absorbable suture is
recommended in cases that require it, as well as rinsing the
traumatic area, severe cases require hospital treatment (Table
).

Because orthodontic treatment is a long, continuous
process, many patients who were already undergoing
treatment were affected by SARS-COV?2 infection. However,
there are considered non-true emergencies that represent
problems that cause pain or inflammation due to problems
with the devices. Several studies have published certain
recommendations for solving these problems. It is
recommended to suspend any orthodontic treatment until the
health regulatory authorities allow it [31], [38].

IX. CONCLUSION

The worldwide appearance of this new disease forces to
modify all sanitary and preventive measures in the
transmission of diseases that had been taken so far, regarding
dental care by the professional, as well as auxiliary personnel
and in the protection of patients to avoid contagion.

Based on the articles and magazines analyzed, we can
consider it as an endemic disease since it has all the
characteristics to be classified as such, significantly affecting
the lives of millions of people, having far-reaching economic,
social and cultural consequences that will cause changes in
daily life.

It will require a major change in attitude and the way of
performing dental practice in all its specialties, since new and
greater strategies for care, prevention and protection must be
considered that allow us to continue offering professional
services without compromising their quality.

It is important to highlight that in these conditions, the fact
of facing a new infectious-contagious disease requires strict
control by the health authorities, as well as the dissemination
of the great responsibility of raising awareness in the general
population regarding the problem to prevent its spread,
highlighting the preventive role that accurate and timely
information occupies and insisting on respecting measures of
social distancing, frequent hand washing, surface disinfection
and radical change of sanitary attitudes to contain the ways of
transmission.

In the dental practice environment, we must highlight the
revision and updating of the care protocols, taking care of all
the aspects that represent the changes that allow a safe
practice since, as is known, transmission can occur through
saliva, in the formation of aerosols produced by different
dental procedures and in the possibility of care for
asymptomatic patients if they are not properly cared for,
representing an important route in the chain of transmission.
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Carrying out the evaluation of the patient's health conditions
before care through questionnaires, taking temperature and
constant disinfection of the work areas will represent an
important step in the prevention of this and future diseases.

An updated review of new disease outbreaks is
recommended, through timely diagnoses that can give
guidelines for marking sanitary fences as well as advances in
its prevention or cure, supported by general and timely
information based on consultations of real cases with
scientific evidence. of qualified programs and health records
that provide figures on the actual state of the disease.

ORIGINAL ARTICLE

For all this, it is necessary to highlight the role of
prevention, to educate and inform to avoid fear or panic
caused by this disease, where dentists participate importantly
in the interruption of the transmission chain if the way of
propagation and management of patients with this infection,
recognizing cases that represent a true emergency such as
those with pain, inflammation or infection and that require
effective and immediate care, delaying those that can be
carried out routinely when the peak of the disease has been
contained, controlled or at least decreased.

TABLE |: RECOMMENDATIONS FOR DENTAL EMERGENCY MANAGEMENT DURING SARS-COV-2 OUTBREAK

1.- Symptomatic Irreversible Pulpitis
2.-Symptomatic apical periodontitis
3.-Acute intraoral apical abscess

4.-Extraoral acute apical abscess

1.- Pulpotomy, intrachannel medication and provisional restoration.

3.- Incision and drainage.

Diagnosis Treatment
* Analgesic therapy. ** Antibiotic therapy.
Acetaminophen 325-500mg. Amoxicillin 750mg.
Clindamizine 300mg.
Pulpal Pain

* analgesic therapy.

2.- Mechanical chemical preparation with irrigation, abundant 2.5%. NaOCl, intracanal
medication and provisional restoration.

* analgesic therapy.

** antibiotic therapy.

4.-Referral to the oral and maxillofacial surgery department.

Periodontal Pain
1.- Gingival abscess
2.- Periodontal Abscess

therapy.
3.- Third molar pericoronitis

1.- Incision and drainage, irrigation with saline or chlorhexidine 0.2%.

2.- Establish drainage, tooth extraction if necessary.

3.- Anesthesia, operculum irrigation or excision if necessary.

* analgesic therapy.

** antibiotic

* analgesic therapy.

Dental trauma
1.- Extrusion
2.- Complicated coronal fracture

3.- Root fracture

4.- Alveolar fracture

5.- Avulsion

1.- Replacement and flexible splint 3 weeks.

2.- Pulpotomy (open apex).
Pulp capping.

3.- Reposition and flexible splint 4 weeks (horizontal).
Extraction (vertical).

4.- Reposition and rigid slint 4 weeks.

5.- Reposition and rigid slint 2 weeks.

ACKNOWLEDGMENT

The authors responsibilities were as follow: J Palma and P
Palma designed the research and wrote the manuscript, O
Macias analyzed data and edited the manuscript, P Olivares
had primary responsibility for the final content of the
manuscript; and all authors: read and approved the final
manuscript. None of the authors had a conflict of interest.

REFERENCES

[1] Wynants L, Van Calster B, Bonten MMJ, et al. 2020. Prediction
models for diagnosis and prognosis of covid-19 infection: Systematic
review and critical appraisal. BMJ. 369.
doi:https://doi.org/10.1136/bmj.m1328.

[2] PoonLC, Yang H, Lee JCS, et al. 2020. ISUOG interim Guidance on
2019 novel coronavirus infection during pregnancy and puerperium:
Information for healthcare professionals. Ultrasound Obstet Gynecol.
55:700-708.
doi:https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1002/uog.2201

3.
[3] XuZ, ShiL, Wang Y, etal. 2020. Pathological findings of COVID-19

associated with acute respiratory distress syndrome. Lancet Respir
Med. 8(4):420-422.

DOI: http://dx.doi.org/10.24018/ejdent.2020.1.4.16

doi:https://www.thelancet.com/pdfs/journals/lanres/P11S2213-
2600(20)30076-X.pdf.

[4] Kamate SK, Sharma S, Thakar S, et al. 2020. “Assessing Knowledge,
Attitudes and Practices of Dental Practitioners Regarding the
COVID-19 Pandemic: A Multinational Study.” Dent Med Probl. 57
(1): 11-17. doi:https://doi.org/10.17219/dmp/119743.

[5] Peng X, Xu Xin, Li Y, Cheng L, Zhou X, Ren B. 2020. Transmission
Routes of 2019-NCoV and Controls in Dental Practice. Int J Oral Sci.
12(1):1-6. doi:https://doi.org/10.1038/s41368-020-0075-9.

[6] Fallahi HR, Keyhan SO, Zandian D, Kim S-G, and Cheshmi B. 2020.
Being a Front-Line dentist during the Covid-19 Pandemic: A Literature
Review. Maxillofac Plastic Reconstr Surg 42 (1):1-9.
doi:https://doi.org/10.1186/s40902-020-00256-5.

[7] Baghizadeh M. 2020. “What Dentists Need to Know about COVID-
19.” Oral Oncol. 105(104741):1-5.
doi:https://doi.org/10.1016/j.oraloncology.2020.104741.

[8] Meng L, Hua F, Bian Z. 2020. “Coronavirus Disease 2019 (COVID-
19): Emerging and Future Challenges for Dental and Oral Medicine. J
Dent Res. 99.

[9] Nicola M, O’Neill N, Sohrabi C, et al. 2020. Evidence Based
Management Guideline for the COVID-19 Pandemic - Review Article.
Int J Surg. 77:206-16. doi:https://doi.org/10.1016/j.ijsu.2020.04.001.

[10] Leal da Silva CA, Martelli-Junior H, Ferreti BPR, Kowalski LP, Perez
ED 2020. COVID-19, head and neck cancer, and the need of training
of health students and practitioners regarding to tobacco control and
patient counseling. Oral Oncol. 106: 104739

Vol 1| Issue 4 | August 2020




ORIGINAL ARTICLE
European Journal of Dental and Oral Health
www.ejdent.org

[11] Sohrabi C, Alsafi Z, O’Neill N, et al. 2020. Corrigendum: World Health [33] Pattanshetty S, Narayana A, Radhakrishnan R. 2020. Povidone-iodine

Organization Declares Global Emergency: A Review of the 2019
Novel Coronavirus ( COVID-19).Int J sURG. 76:71-76.
doi:https://doi.org/10.1016/j.ijsu.2020.03.036.

[12] Ather A, Patel B, Ruparel NB, Diogenes A, Hargreaves KM. 2020.

Coronavirus Disease 19 (COVID-19): Implications for Clinical Dental
Care. J Endod. 46 (5):584-95.
doi:https://doi.org/10.1016/j.joen.2020.03.008.

[34]

gargle as a prophyhlacgtic intervention to interrupt the trasmission of
SARS-Cov-2. Oral Dis. 00;1-2. doi:https://doi.org/10.111/0di.13378.
Hu T, Li G, Zuo Y, Zhou X. 2007. Risk of Hepatitis B Virus
Transmission via Dental Handpieces and Evaluation of an Antisuction
Device for Prevention of Transmission. Infect Control Hosp Epidemiol
28(1):80-82.

doi:https://doi.org/10.1086/510808.

[13] van Doremalen N, Bushmaker T, Morris DH, et al. Aerosol and [35] Norma Oficial Mexicana. NOM-013-SSA2-2015. Para La Prevencion
Surface Stability of SARS-CoV-2 as Compared with SARS-CoV-1. N y Control de Enfermedades Bucales. 2016. Secretaria de Salud. Diario
Engl J Med. 382(16):1564-1567. Oficial de La Federacion, 28.
doi:https://doi.org/10.1056/NEJMc2004973. doi:https://doi.org/10.1017/CB09781107415324.004.

[14] Xiao L, Sakagami H, Miwa N. 2020. ACE2: The key Molecule for [36] ADA. Develops Guidance on Dental Emergency, Nonemergency Care.
Understanding the pathophysiology of Severe and Critical Conditions 2020. [accessed 2020 Jun 11].
of COVID-19: Demon or Angel? Viruses 12(491):1-11. https://www.ada.org/en/publications/ada-news/2020-
doi:https://doi.org/10.3390/v12050491. archive/march/ada-develops-guidance-on-dental-emergency-

[15] Vinayachandran D, Balasubramanian S. 2020. Is Gustatory Impairment nonemergency-care.

the First Report of an Oral Manifestation in COVID-19?” Oral Dis.
00:1-2. doi:https://doi.org/10.1111/0di.13371.

[16] Wang FS and Zhang C. 2020. What to do next to control the 2019-ncov

epidemic? Lancet. 395(10222):391-393.
doi:https://doi.org/10.1016/S0140-6736(20)30300-7.

[37]

[38]

Siqueira JF and Rogas IN. 2005. Exploiting Molecular Methods to
Explore Endodontic Infections: Part 2 - Redefining the Endodontic
Microbiota. J Endod. 31(7): 488-98.
https://doi.org/10.1097/01.don.0000157990.86638.49.

- Suri S, Vandersluis YR, Kochhar AS, Bhasin R, Abdallah M-N. 2020.

[17] Segal A and Wong DT. 2008. Salivary diagnostics: enhancing disease Clinical Orthodontic Management during the COVID-19 Pandemic.
detection and making medine better. Eur J Dent Edu (Suppl.1) 22-29. The Angle Orthod 0(00):1-12. https://doi.org/10.2319/033120-236.1.
doi: https://doi.org/10.1111/j.1600-0579.2007.00477.X.

[18] Lo Giudice R. 2020. The Severe Acute Respiratory Syndrome
Coronavirus-2 (SARS CoV-2) in Dentistry. Management of Biological Dr. José R Palma.

Risk in Dental Practice. Int J Environ Res Public Health. 17(9):1-12. 28-11-1988.
doi:https://doi.org/10.3390/ijerph17093067. DDS, UNAM, Mexico.

[19] Gobierno de México. 2020. Todo lo que debes saber del Coronavirus MSc Estacio de Sa University, Brazil.

(COVID-19). [accessed 2020 Jun 11].
doi:https://coronavirus.gob.mx/covid-19/. |

[20] Wang D, Hu B, Hu C, et al. 2020. Clinical Characteristics of 138 T

Hospitalized Patients With 2019 Novel Coronavirus—Infected
Pneumonia in  Wuhan, China. JAMA. 2020;323(11):1061-1069.
doi:10.1001/jama.2020.1585.

Huang C, Wang Y, Li X, et al. 2020. Clinical features of patients
infected with 2019 novel coronavirus in Wuhan, China. Lancet.
395(10223):497-506. doi:https://doi.org/10.1016/S0140-
6736(20)30183-5.

Odeh ND, Babkair H, Abu-Hammad S, et al. 2020. COVID-19: Present
and Future Challenges for Dental Practice. Int J Environ Res Public
Health. 17(9):3151. doi:10.3390/ijerph17093151.

Li H, Zhou Y, Zhang M, Wang H, Zhao Q. 2020. Updated Approaches
against SARS-Cov-2. Antimicrobial Agents and Chemotherapy
64(6):1-7. doi:https://doi.org/10.1128/AAC .00483-20.

Zhu F,Li Y,Guan X, et al. 2020. Safety, Tolerability, and
Immunogenicity of a Recombinant Adenovirus Type-5 Vectored
COVID-19 Vaccine: A Dose-Escalation, Open-Label, Non-
Randomised, First-in-Human Trial. Lancet 395(10240):1845 -
1854.doi:https://doi:10.1016/S0140-6736(20)31208-3.

Sabino-Silva R, Jardim ACG, Siqueira WL. 2020. Coronavirus covid-
19 impacts to dentistry and potential. Clini Oral Investiga 24: 1619-
1621.

Spagnuolo G, De Vito D, Rengo S, and Tatullo M. 2020. “COVID-19
Outbreak: An Overview on Dentistry.” Int J Environ Res Public Health.
17 (6): 3-5. doi:https://doi.org/10.3390/ijerph17062094.

Ahmed MA, Jouhar R, Ahmed N, et al.2020. Fear and Practice
Modifications among Dentists to Combat Novel Coronavirus Disease
(COVID-19) Outbreak. Int J Environ Res Public Health. 17(8):2821.
doi:https://doi.org/10.3390/ijerph17082821.

Alharbi A, Alharbi S, Algaidi S. 2020. Guidelines for Dental Care
Provision during the COVID-19 Pandemic. Saudi Dental Journal.
32(4):181-86. doi.https://doi.org/10.1016/j.sdentj.2020.04.001.

Dave M, Seoudi N, Coulthard P. 2020. Urgent Dental Care for Patients
during the COVID-19 Pandemic. Lancet. 395(10232):1257.
doi:https://doi.org/10.1016/S0140-6736(20)30806-0.

Izzetti R, Nisi M, Gabriele M, Graziani F. 2020. Covid-19 transmission
in dental practice: Brief review of preventive measures in italy. J Dent
Res. 00(0)1-9. doi:https://doi.org/10.1177/0022034520920580.
Caprioglio A, Pizzetti GB, Zecca PA, et al. 2020. Management of
orthodontic emergencies during 2019-NCOV. Prog Orthod. 21(1):10.
https://doi.org/10.1186/s40510-020-00310-y.

Cohen DF, Kurkowski MA, Wilson RJ, et al. 2020. Ethical Practice
during the COVID-19 Pandemic. JADA. 151(5):377-78.
doi:https://doi.org/10.1016/j.adaj.2020.03.038.

Dr Pedro J Palma.
21-07-1957.

DDS, UNAM, México.
MSc UNAM, México.

[21]

[22]
Dra Patricia N Olivares.
03-05-1984.

DDS, UANL, México.

MSc UAG, Mexico.

PhD Estacio de Sa University, Brazil.

[23]

[24]
Dra Olivia Macias.

16-10-1967.

DDS Universidad Latinoamericana Mexico.
MSc UNAM México.

[25]

[26]

[27]

[28]
[29]
[30]
[31]

[32]

DOI: http://dx.doi.org/10.24018/ejdent.2020.1.4.16 Vol 1] Issue 4 | August 2020 n


https://doi.org/10.1186/s40510-020-00310-y
https://www.ada.org/en/publications/ada-news/2020-archive/march/ada-develops-guidance-on-dental-emergency-nonemergency-care
https://www.ada.org/en/publications/ada-news/2020-archive/march/ada-develops-guidance-on-dental-emergency-nonemergency-care
https://www.ada.org/en/publications/ada-news/2020-archive/march/ada-develops-guidance-on-dental-emergency-nonemergency-care
https://doi.org/10.1097/01.don.0000157990.86638.49

