
 
Reading List   

Urgent Care Information 

• COVID-19 guidance and standard operating procedure - Urgent dental care systems in the context of 

coronavirus - NHS England and NHS Improvement  

Publications approval reference: 001559 VERSION 1, 15 APRIL 2020  

• SAAD April 2020 Regard Inhalation sedation as an AGP 

Back to Work Guidance 

Resuming General Dental Services Following COVID -19 Shutdown 
 A guide and implementation tools for general dental practice. For Phase 2 of dental services remobilisation.  
CLICK HERE to view document. 
 
Guidance on COVID-19 
Guidance on Managing Infection Related Risks in Dental Services. 
CLICK HERE to view document. 

 
Denplan 
RE-OPENING DENPLAN PRACTICES - WHERE DO WE GO FROM HERE? 
CLICK HERE to view document. 

 
ADH Version  
COVID-19 – returning to clinic. Summary of relevant literature & opportunities to identify & manage risk  
CLICK HERE to view document. 
 
ADA 
Return to Work Interim Guidance Toolkit 
CLICK HERE to view document. 
 
ADA 
DENTAL SERVICE RESTRICTIONS IN COVID-19  
CLICK HERE to view document. 
 
 Recommendations for the re-opening of dental services: a rapid review of international sources. 
CLICK HERE to view document. 
 
OCDO 
A prompt to prepare. 
CLICK HERE to view document. 
 
 
Aerosol Management 

• Guo Z et al. Aerosol and surface distribution of severe acute respiratory syndrome coronavirus 2 in 

hospital wards, Wuhan, China, 2020. Emerg Infect Dis. 2020;26(7) in press 

Used sterile premoistened swabs to sample the floors, computer mice, trash cans, sickbed handrails, patient masks, 

personal protective equipment, and air outlets. We tested air and surface samples for the open reading frame (ORF) 

1ab and nucleoprotein (N) genes of SARS-CoV-2 by quantitative real-time PCR. The study has 2 limitations. First, the 

results of the nucleic acid test do not indicate the amount of viable virus. Second, for the unknown minimal infectious 
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dose, the aerosol transmission distance cannot be strictly determined. The virus was widely distributed on floors, 

computer mice, bins and was detected in air 4metres from patients.  

 

• Szymanska J, Dental bioaerosol as an occupational hazard in a dentist's workplace.  Ann Agric Environ Med. 

2007;14(2):203-7 

The range of splatter is from 15 to 120 cm from a patient’s oral cavity. This is though not aerosol. Aerosol definition: 
“liquid or solid particles, 50 μm or less in diameter, suspended in air”  

• Peng X, Xu X, Li Y, Cheng L, Zhou X, Ren B. Transmission routes of 2019-nCoV and controls in dental 
practice. Int J Oral Sci. 2020; 12:9. 

Dental care settings invariably carry the risk of 2019-nCoV infection due to the specificity of its procedures, which 
involves face-to-face communication with patients, and frequent exposure to saliva, blood, and other body fluids, and 
the handling of sharp instruments. The pathogenic microorganisms can be transmitted in dental settings through 
inhalation of airborne microorganisms. Particles of droplets and aerosols are small enough to stay airborne for an 
extended period before they settle on environmental surfaces or enter the respiratory tract. In addition, it was shown 
at room temperature that HCoV remains infectious from 2 h up to 9 day and persists better at 50% compared with 
30% relative humidity.  

Body temperature of the patient should be measured in the first place. A contact-free forehead thermometer is 
strongly recommended for the screening. A questionnaire should be used to screen patients with potential infection 
of 2019-nCoV before they could be led to the dental chair-side. If a patient replies “yes” to any of the screening 
questions, and his/her body temperature is below 37.3 °C, the dentist can defer the treatment until 14 days after the 
exposure event. The patient should be instructed to self-quarantine at home. Appropriate hand hygiene is the routine 
prerequisite for dental practice. Airborne droplet transmission of infection is considered as the main route of spread, 
particularly in dental clinics and hospitals, barrier-protection equipment, including protective eyewear, masks, gloves, 
caps, face shields, and protective outwear, is strongly recommended for all healthcare givers in the clinic/hospital 
settings. 2019-nCoV is vulnerable to oxidation, preprocedural mouthrinse containing oxidative agents such as 1% 
hydrogen peroxide or 0.2% povidone is recommended, for the purpose of reducing the salivary load of oral microbes, 
including potential 2019-nCoV carriage. A preprocedural mouthrinse would be most useful in cases when rubber dam 
cannot be used. rubber dam could significantly reduce airborne particles in ~3-foot diameter of the operational field 
by 70%. When rubber dam is applied, extra high-volume suction for aerosol and spatter should be used during the 
procedures. Implementation of a complete four-hand operation is also necessary. 

• RM Madden, WJ Hausler JR Study of some factors contributing to aerosol production by the air-turbine 

handpiece J Dent Res May-June 1969 

Shows that 95% of aerosol particulates can enter the lungs and 75% were infected by bacteria 

• Hu, T., Li, G., Zuo, Y. & Zhou, X. Risk of hepatitis B virus transmission via dental handpieces and evaluation 

of an anti-suction device for prevention of transmission. Infect. Control Hosp. Epidemiol. 28, 80–82 (2007). 

Anti suction devices on handpieces might reduce transmission of infective material.  

• Zemouri C, de Soet H, Crielaard W, Laheij AA Scoping Review on Bio-Aerosols in Healthcare and the Dental 

EnvironmentPLoS One 2017 May 22;12(5) 

https://pubmed.ncbi.nlm.nih.gov/18247451/?from_term=Szymanska%2C+2007&from_filter=years.2007-2007&from_pos=1
https://journals.sagepub.com/doi/abs/10.1177/00220345690480030201
https://journals.sagepub.com/doi/abs/10.1177/00220345690480030201


 
Searched in PubMed and EMBASE from inception to 09-03-2016. References were screened and selected based on 
abstract and full text according to eligibility criteria. Full text articles were assessed for inclusion and summarized. 
The results are presented in three separate objectives and summarized for an overview of evidence. The search 
yielded 5,823 studies, of which 62 were included. Dental hand pieces were found to generate aerosols in the dental 
settings. Another 30 sources from human activities, interventions and daily cleaning performances in the hospital also 
generate aerosols. Fifty-five bacterial species, 45 fungi genera and ten viruses were identified 

• AL Wyllie, J Fournier, A Casanovas-Massana et al Saliva is more sensitive for SARS-CoV-2 detection in COVID-19 

patients than nasopharyngeal swabs https://doi.org/10.1101/2020.04.16.20067835 

Data on viral load vary but there is a substantial viral load in spat out saliva (~106copies/ml) in hospitalised 
inpatients. This appears to exceed that in the nasopharynx (~105 copies/ml) but this was not refereed article. 

• S Zheng, F Yu, J Fan, Q Zou, G Xie, X Yang, W Chen Saliva as a diagnostic specimen for SARS-CoV-2 by a PCR-
based assay: a diagnostic validity study Preprint with Lancet 2020 

Compared to other data available on saliva infection from severe cases’ respiratory samples saliva infection appears 
higher than respiratory infection early in the course of symptoms (~4 days of symptoms ~105copies/ml) 

• KKW To, OTY Tsang, CCY Yip, KH Chan Consistent detection of 2019 novel coronavirus 

in saliva Clinical Infectious Diseases, Feb 149, 2020 

The load is highest in a ‘saliva’ sample (coughed up early in morning from oropharynx which may contain sputum) in 

the first week of symptom onset 

• Tran K, Cimon K, Severn M, Pessoa-Silva CL, Conly J. Aerosol-generating 
procedures and risk of transmission of acute respiratory infections to healthcare workers: a systematic review. 
PLoS One 2012;7 
 
Independent reviewers screened abstracts using pre-defined criteria, obtained full-text articles, selected relevant 
studies, and abstracted data. Disagreements were resolved by consensus. The outcome of interest was risk of ARI 
transmission. The quality of evidence was rated using the GRADE system. They identified 5 case-control and 5 
retrospective cohort studies which evaluated transmission of SARS to HCWs. Any conclusions drawn from this 
systematic review must be interpreted with caution, given the number and quality of the identified studies. However, 
the evidence included in this review, considered to be of very low quality based on GRADE, does suggest that some 
procedures potentially capable of generating aerosols have been associated with an increased risk of SARS 
transmission from SARS-CoV infected patients to HCWs. 
 

• T.M.Cook Personal Protective Equipment During the Coronavirus Disease (COVID) 2019 Pandemic - A 

Narrative Review Anaesthesia . 2020 Apr 4.  

Particles ≤10μm are most likely to penetrate into the lung and cause infection and airborne transmission of SAR-CoV-

2 occurs when smaller respiratory particles (≤5μm) circulate in the area for prolonged periods and are absorbed 

across the respiratory mucosa and conjunctiva. SAR-CoV-2 is not considered to be an airborne virus though this 

becomes an issue when aerosol is generated by the patient or a procedure. Aerosol generation can be considered 

respiratory or surgically generated with procedures involving respiratory secretions often having a higher viral load. 

 Each air exchange removes ~63% of the virus and after n exchanges the remaining virus is 0.37n  

• S.K. Harrel, J. Molinari Aerosols and splatter in dentistry: a brief review of the literature and infection 
control implications  

https://scholar.google.com/citations?user=OBbmlwgAAAAJ&hl=en&oi=sra
https://scholar.google.com/citations?user=ExRqamMAAAAJ&hl=en&oi=sra
https://academic.oup.com/cid/article-abstract/doi/10.1093/cid/ciaa149/5734265
https://academic.oup.com/cid/article-abstract/doi/10.1093/cid/ciaa149/5734265


 
              J Am Dent Assoc, 135 (2004), pp. 429-437 
Importance of high-volume suction and stratifies risk including 3 in 1 syringe Dam can reduce spatter by 90% 

• SK Harrel, JB Barnes, F Rivera-Hidalgo Aerosol and Splatter Contamination from the Operative Site During 

Ultrasonic Scaling JADA, Vol. 129, September 199: p 1241 

Suggests use of large bore, high volume suction reduces splatter by 93% but significant amounts of aerosol are 

produced by the scalers which vary depending on the setting 

• Jacks ME A laboratory comparison of evacuation devices on aerosol reduction. Journal of Dental 
Hygiene:  01 Jan 2002, 76(3):202 

 

Standard 8mm attachments and funnel-shaped attachments to HFHVE resulted in reduction of particulates by 90.8% 

and 89.7%, respectively, when compared to the intraorally positioned standard saliva ejector. This lends support for 

the ADA and CDC recommendation that HVE be used during aerosol producing procedures.  

• Timmerman MF, Menso L, Steinfort J, van Winkelhoff AJ, van der Weijden GA Atmospheric contamination 

during ultrasonic scaling.  J Clin Periodontol. 2004 Jun;31(6):458-62 

High volume suction (8mm diameter tip at 6l/min) decreases aerosol and air microbial index1  in comparison to less 

effective suction. Air microbial index at 40cm at 20-25m of piezoelectric scaler use was 1.6CFU (lesser suction was 

1.8CFU) at 150cm (~5ft) at 20-40m of scaler it was 2.7 versus 4.0CFU. All these readings are considered ‘good’ 

• RL Miller, WE Burton, RW Spore Aerosols produced by dental instrumentation Proc. First Intern. Symp, 

Airobiol., Berkeley, Calif., 1963 

Dry cutting (by 50%), polishing and disking (by 150%) produces less aerosol than any water spray  

• van Doremalen N, Bushmaker T, Morris DH, et al. Aerosol and surface stability of SARS-CoV-2 as compared 
with SARS-CoV-1. N Engl J Med 2020;382:1564–1567 

 
The half-life of SARS-COV-2 in a laboratory study was found to be longer on plastic and steel (half-life 5-7 hours with 
viable virus still detected at 72 hours) which had not been cleaned. 

 

• AM Bennett, MR Fulford, JT Walker, DJ Bradshaw Microbial aerosols in general dental practice  Brit Dent J 

volume 189, pages664–667(2000) 

Microbiological study using both ultrasonic and sonic scalers alongside a variety of unspecified dental drills tended to: 

decrease to background levels within 10-30mins of cessation of the procedure due to deposition to the ground within 

a c1m radius; does not spread outside the treatment room with the door closed; more associated with scaling 

• F. Nejatidanesh, Z. Khosravi, H. Goroohi, H. Badrian, O. Savabi Risk of contamination of different areas of 
dentist's face during dental practices Int J Prev Med, 4 (2013), pp. 611-615 
 

Contamination of different areas of dentist's face was significantly different (P < 0.05). The areas around nose and 
the inner corner of eyes were the most contaminated areas. Zygoma was the least contaminated area. The 
contaminated areas during periodontal treatments were significantly more than prosthetic treatments (P < 0.05). 
There was no significant difference between contamination on left and right sides of the face. 
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https://apps.dtic.mil/dtic/tr/fulltext/u2/614709.pdf#page=111
https://scholar.google.com/citations?user=3T9W4bwAAAAJ&hl=en&oi=sra
https://www.nature.com/articles/4800859


 

• T El Din, A Mahmoud, NAH Ghoname Efficacy of rubber dam isolation as an infection 

control procedure in paediatric dentistry Eastern Mediteranean Health J. Vol 3; No3 1997 

 

Distribution of bacterial contamination varied depending on the position of the tooth in the mouth. The highest 
airborne bacterial contamination was found on the plates positioned on the patient's chest. There was 98.8% 
bacterial reduction at 1 metre when rubber dam was used. This reduction increased when antiseptic mouth rinse was 
used before rubber dam application. 
 

• Veena HR, Mahantesha S, Joseph PA, Patil SR, Patil SH Dissemination of aerosol and splatter during 

ultrasonic scaling: a pilot study.  J Infect Public Health. 2015 May-Jun;8(3):260-5 

Goggles/eye protection receives more contamination from splatter or aerosol than mask. The operator dominant arm 
receives high contamination as does assistant’s left arm (assuming nursing for right-handed operator) At 1 foot 
(30.48cm) the following areas are contaminated by aerosol using ultrasonic scaler after 15 mins: 12, 2, 4, 6, 8 and 10 
o’clock (patient’s vertex of skull is 12 o’clock). At 2 foot (60.96cm) this changes to only 4, 8 and 10 o’clock, 
presumably because contamination to posterior of patient [12,10,2 o’clock] is ‘blocked’ by operator and assistant. At 
4 foot (1.21m) there is one reading at 2 o’clock There was no evidence of air contamination 30mins post cessation of 
procedure in a normal ventilation room. 

 

• C Chen, B Zhao, W Cui, L Dong The effectiveness of an air cleaner in controlling droplet/aerosol particle 

dispersion emitted from a patient's mouth in the indoor environment of dental clinics J R Soc Interface 

2010, 7: 1105 

Complex paper calculating where air evacuation units should be placed and these are not always best near the 

patient. 

• H-W Lia, C-Y Wua, F Tepper, J-H Lee, C N Lee Removal and retention of viral aerosols by a novel alumina 

nanofiber filter  

Consideration of the use of HEPA filtration and UVC systems to improve air quality, but their efficacy over and above 
precautions taken under above is uncertain and there are potential both structural and financial problems with wide-
spread implementation  
 

• TD Prasad, SK Chaitanya Evaluation of minimum required safe distance between two consecutive dental 
chairs for optimal asepsis Journal of Orofacial Research, 2013 

Confirmation of 2 metres safety zone for aerosol 

• JR Grundy Enamel aerosols created during use of the air turbine handpiece J Dent Res 1967  

Shows risk is higher with anterior teeth than posterior teeth 

• CD Bentley, NW Burkhart, JJ Crawford Evaluating spatter and aerosol contamination during dental 

procedures. JADA, Vol. 125,  1994 : 579 

Further confirmation and shows drilling different teeth made different aerosol patterns. Also, the Cavitron used with 

only saliva ejector had more splatter and aerosol than high volume suction  

• RE Micik, RL Miller, MA Mazzarella Studies on Dental Aerobiology: I. Bacterial Aerosols Generated during 

Dental Procedures J Dent Res January-February 1969 

• RL Miller, RE Micik, C Abel Studies on Dental Aerobiology: II. Microbial Splatter Discharged from the Oral 

Cavity of Dental Patients J Dent Res May June 1971 

https://scholar.google.com/citations?user=33BG6d0AAAAJ&hl=en&oi=sra
https://apps.who.int/iris/handle/10665/117606
https://apps.who.int/iris/handle/10665/117606
https://pubmed.ncbi.nlm.nih.gov/25564419/?from_term=Veena+2015&from_filter=years.2015-2015&from_pos=2
https://pubmed.ncbi.nlm.nih.gov/25564419/?from_term=Veena+2015&from_filter=years.2015-2015&from_pos=2
https://scholar.google.com/citations?user=tQ_bXFAAAAAJ&hl=en&oi=sra
https://scholar.google.com/citations?user=QOfauRYAAAAJ&hl=en&oi=sra
https://core.ac.uk/download/pdf/267953488.pdf
https://core.ac.uk/download/pdf/267953488.pdf
https://journals.sagepub.com/doi/pdf/10.1177/00220345670460021701
https://europepmc.org/abstract/med/8195499
https://europepmc.org/abstract/med/8195499
https://journals.sagepub.com/doi/abs/10.1177/00220345690480012401
https://journals.sagepub.com/doi/abs/10.1177/00220345690480012401


 

• RE Micik, RL Miller, AC Leong Studies on Dental Aerobiology: III. Efficacy of Surgical Masks in Protecting 

Dental Personnel from Airborne Bacterial Particles J Dent Res   May-June 1971  

3 articles on early work to show spread of aerosols, use of High-Volume Suction and the efficacy of masks 

• CY Chuang, HC Cheng, S Yang, W Fang Investigation of the spreading characteristics of bacterial aerosol 

contamination during dental scaling treatment J Dent Sciences Volume 9, Issue 3, September 2014, Pages 

294-296 

Work on spread from ultrasonic scalers 

• Z Ge, L Yang, J Xia, X Fu, Y Zhang Possible aerosol transmission of COVID-19 and special precautions in 

dentistry J of Zhejiang University-SCIENCE B (Biomedicine & Biotechnology) 2020 

Good overview of sensible precautions 

• Hallier C , Williams DW, Lewis MAO, A Pilot Study of Bioaerosol Reduction using an Air Cleaning System 

During Dental Procedures Brit Dent J 09, page14(2010) 

Activation of the ACS in each of the clinics, with no dental procedure being performed, produced a significant (p 
<0.05) reduction of between 72 - 87% in baseline bioaerosol levels. Assessment of bioaerosol levels during the 
four dental procedures with the ACS in operation revealed a significant reduction in bacterial levels for all four 
procedures with this reduction being statistically significant for cavity preparation (p = 0.018), ultrasonic scaling 
(p = 0.027) and tooth extraction (p = 0.036). The reduction in the bioaerosol associated with history and 
examination was not significant. 

• H Yamada, K Ishihama, K Yasuda Aerial dispersal of blood-contaminated aerosols during dental procedures. 
Quintessence International . 2011, Vol. 42 Issue 5, p399-405 

This study showed that blood-contaminated aerosols can be suspended in air, even in general dental settings, 
and that extraoral evacuators are useful for reducing contaminated aerosols at 50 and 100 cm from the mouth 
but did not give % reductions 

• WHO, 2007 :  

WHO interim guidance explains natural ventilation can be improved by cross-ventilation (two opposite openings 
e.g. window and door) and can be estimated by air change rate = (0.8*wind speed m/s*smaller opening 
area*3600)/ room volume. So effectively how windy is it?  

      Air changes per hour (ACH) Volume of air moved in one hour. One air change per hour in a room, home, or 
building means that all the air in that environment will be replaced in one hour  

PPE  

https://www.gov.uk/government/collections/coronavirus-covid-19-personal-protective-equipment-ppe  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID

-19_Infection_prevention_and_control_guidance_complete.pdf 

https://www.sciencedirect.com/science/journal/19917902/9/3
http://search.ebscohost.com/login.aspx?direct=true&profile=ehost&scope=site&authtype=crawler&jrnl=00336572&AN=60759254&h=%2BKTEqI9OmB8ZPvEmOmPxq3avCx%2F7jTCyls%2F7CaGfLIk0%2FyrtiR%2BtLLce2ATKPHCU%2FObrwbNeEiYVhTAkz0eDFQ%3D%3D&crl=c
https://www.gov.uk/government/collections/coronavirus-covid-19-personal-protective-equipment-ppe
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf


 

• P. Magennis, P. Coulthard Re-using FFP3 Masks and risk mitigation as we move from emergency to urgent 

care. BAOS (22 March 2020) 

UK group saying not to re-use PPF3 masks 

• CR MacIntyre, Efficacy of face masks and respirators in preventing upper respiratory tract bacterial 

colonization and co-infection in hospital healthcare workers Preventive Medicine Volume 62, May 2014, 

Page1 

Looked at N95 masks against surgical masks and no masks with viruses (Flu) showed significant reduction of any 

infection over 1 year  

• H Fathizadeh, P Maroufi, M Momen-Heravi, S Dao Protection and disinfection policies against SARS-CoV-2 

(COVID-19) Le Infezioni in Medicina, n. 2, 185-191, 2020 

Good overview on masks and surface disinfection 

• M.A. Cochran, C.H. Miller, M.A. Sheldrake The efficacy of the rubber dam as a barrier to the spread of 
microorganisms during dental treatment J Am Dent Assoc, 119 (1989), pp. 141-144 

Rubber dam is highly effective in reducing aerosol (between 98% reduction of aerosol in 15m procedure) 

• LP Samaranayake, J Reid, D Evans, The efficacy of rubber dam isolation in reducing atmospheric bacterial 

contamination. ASDC Journal of Dentistry for Children, 01 Nov 1989, 56(6):442-444 

• WO Dahlke, MR Cottam, MC Herring, JM Leavitt Evaluation of the spatter-reduction effectiveness of two 

dry-field isolation techniques JADA 143(11) 2012 

Evidence for reduction of aerosol with rubber dam against high volume suction alone 

• M Feres, LC Figueiredo, M Faveri, B Stewart The effectiveness of a preprocedural mouthrinse containing 

cetylpyridinium chloride in reducing bacteria in the dental office JADA, Vol. 141 : 2010 p 415 

• B Retamal-Valdes, GM Soares, B Stewart Effectiveness of a pre-procedural mouthwash in reducing bacteria 

in dental aerosols: randomized clinical trial Brazil Oral Res 2017 :  31; e21 

Evidence that Cetylpyridinium Chloride CPC is more effective than Chlorhexidine to reduce bacterial load as pre-

preparation mouthwash. Not virus. 

• AA Caruso, A Del Prete, AI Lazzarino May hydrogen peroxide reduce the hospitalization rate and 
complications of SARS-CoV-2 infection? https://doi.org/10.1017/ice.2020.170 Infection Control & 
Hospital Epidemiology Published online by Cambridge University Press: 22 April 2020 

H2O2 3% (10 vol) gargling for 1 minute effectively destroys COVID Virus 
 

• Kirk-Bayley, J, Sunkaraneni, V., Challacombe, S, The Use of Povidone Iodine Nasal Spray and Mouthwash 
During the Current COVID-19 Pandemic May Reduce Cross Infection and Protect Healthcare Workers 
(May4th) https://ssrn.com/abstract=3563092 
  

Either Hydrogen Peroxide (1%) mouthwashes or Providone Iodine (0.2-0.5% 5mg/ml2) mouthwashes are likely to 
reduce viral load through oxidation of coronaviruses, but their substantivity for doing so is unknown although 
hypothesised as perhaps lasting up to 20 minutes. NB: (A 10% solution of PVP-I licensed for oral mucosal use (e.g. 
Videne® Antiseptic Solution Povidone-iodine 10% w/w solution, Antiseptic Cleanser for Skin and Mucous 
Membranes, ECOLAB Ltd) can be diluted to 1:20 using sterile water to yield a 0·5% solution) 
 

                                                            
 

https://www.sciencedirect.com/science/journal/00917435
https://www.sciencedirect.com/science/journal/00917435/62/supp/C
https://scholar.google.com/citations?user=IbnO5cYAAAAJ&hl=en&oi=sra
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https://scholar.google.co.uk/citations?user=D9qVRTEAAAAJ&hl=en&oi=sra
https://scholar.google.com/citations?user=sJenXPMAAAAJ&hl=en&oi=sra
https://scholar.google.com/citations?user=mqrbqKgAAAAJ&hl=en&oi=sra
http://www.scielo.br/scielo.php?pid=S1806-83242017000100221&script=sci_arttext
http://www.scielo.br/scielo.php?pid=S1806-83242017000100221&script=sci_arttext
https://doi.org/10.1017/ice.2020.170


 

• G M Fair, et al. The behavior of chlorine as a water disinfectant Journal American Water Works 
Association 1948 40 1051–1061 
 

For waterline cleaning Hypochlorous acid (HOCL) is the most effective disinfectant in the chlorine family available in 

dilute solution. It is suggested that HOCL is 80 to 120 times more efficacious than sodium hypochlorite. Only need 

2000 ppm. Some manufacturers do not recommend the use of this though. 

 
 

 

 

 

General Useful Supplementary Information  

 

• Department of Health and Human Services - Centers for Disease Control and Prevention Guidelines for 

Infection Control in Dental Health-Care Settings 2003 / Vol. 52 / No. RR-17 

 

• L Long, K Corsar The COVID-19 effect: number of patients presenting to The Mid Yorkshire Hospitals OMFS 

team with dental infections before and during The COVID-19 outbreak British Journal of Oral and 

Maxillofacial Surgery, 2020 Available online  

             Potential harm may have arisen as a result of the cessation of routine dentistry 

• SB Omer, P Malani, C Del Rio The COVID-19 pandemic in the US: a clinical update JAMA . 2020 Apr 6.  

Mortality rates vary because of uncertainty over denominator currently: 0.7% (Germany) to 10.8% (Italy). 

Wuhan’s initial mortality thought to be 5.8% now with newer approach and data thought to be 1.4% {Omer 

et al., 2020, #6133}. UK based data are as yet unavailable due to unknown number of community (untested) 

cases. 

Testing: either polymerase chain reaction (PCR) or serological testing. PCR is most common and reliability 

increases if sampling lower down the respiratory tract (lower than nasopharynx e.g. by bronchial lavage). 

Sensitivity and specificity are unknown as there is no reference standard 

 

• Zhao Q, He Y. Challenges of Convalescent Plasma Therapy on COVID-19 J Clin Virol . 2020 Apr 10;127  

Potential increased mortality associated with older age, hypertension and cardiovascular disease, diabetes, 

chronic renal disease, BMI>40, COPD. Increased disease severity with lymphopenia, thrombocytopenia and 

increases in LDH, CRP and D-dimer. 

 

• Public Health England COVID-19: infection prevention and control guidance GOV.UK guidance April 2020 

The guidance explains that in some circumstances PPE can be worn for an entire session (such as a ward round) and 

does not need to be changed between each patient • patient contact is now defined as being within 2 metres (rather 

than within 1 metre) of a patient, which is more precautionary and is consistent with the distancing 

recommendations used elsewhere • hand-washing advice has been updated to include washing of forearms, when 

forearms have been exposed or may have been exposed to respiratory droplets or other body fluids • FFP2 and N95 

respirators may be used for some aerosol-generating procedures if FFP3 respirators are not available. FFP3 

respirators offer a slightly higher level of protection than FFP2 respirators • advice on re-usable PPE components, 

including the need to refer to manufacturer’s guidance on decontamination recommendation on the use of 

disposable fluid repellent coveralls as an alternative to long sleeved fluid repellent gowns for aerosol generating 

https://www.jstor.org/stable/41234959
https://www.sciencedirect.com/science/article/pii/S0266435620301844
https://www.sciencedirect.com/science/article/pii/S0266435620301844
https://scholar.google.co.uk/citations?user=CnYjMpkAAAAJ&hl=en&oi=sra
https://scholar.google.co.uk/citations?user=S2qlQmwAAAAJ&hl=en&oi=sra
https://jamanetwork.com/journals/jama/article-abstract/2764366


 
procedures or when working in higher risk acute areas. Staff need to be trained in the safe removal of coveralls [10 

April 2020] 

The rate of clearance of aerosols in an enclosed space is dependent on the extent of any mechanical or natural 

ventilation – the greater the number of air changes per hour (ventilation rate), the sooner any aerosol will be cleared. 

The time required for clearance of aerosols, and thus the time after which the room can be entered without a filtering 

face piece (class 3) (FFP3) respirator, can be determined by the number of air changes per hour (ACH) as outlined in 

WHO guidance; in general wards and single rooms there should be a minimum of 6 air changes per hour, in negative-

pressure isolation rooms there should be a minimum of 12 air changes per hour. Where feasible, environmental 

decontamination should be performed when it is considered appropriate to enter the room or area without an FFP3 

respirator. A single air change is estimated to remove 63% of airborne contaminants, after 5 air changes less than 1% 

of airborne contamination is thought to remain. A minimum of 20 minutes, that is 2 air changes, in hospital settings 

where the majority of these procedures occur is considered pragmatic.  

PPE guidance by healthcare context. Aerosol generating procedures A long-sleeved disposable fluid repellent gown 

(covering the arms and body) or disposable fluid repellent coveralls, a filtering face piece class 3 (FFP3) respirator, a 

fullface shield or visor and gloves are recommended during AGPs on possible and confirmed cases, regardless of the 

clinical setting. Subject to local risk assessment, the same precautions apply for all patients regardless of case status 

in contexts of sustained COVID-19 transmission. Where an AGP is a single procedure, PPE is subject to single use with 

disposal after each patient contact or procedure as appropriate. This specifically mentions dental procedures. 

FFP3 respirators filter at least 99% of airborne particles. The HSE states that all staff who are required to wear an 

FFP3 respirator must be fit tested for the relevant model to ensure an adequate seal or fit (according to the 

manufacturers’ guidance). The HSE has stated that FFP2 and N95 respirators (filtering at least 94% and 95% of 

airborne particles respectively) offer protection against COVID-19 and may be used if FFP3 respirators are not 

available. 

 

 


