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EDITORIAL

Endodontics in the era of COVID-19

implicated in the transmission of many infectious
diseases. Analysis of the SARS (Severe Acute Res-
piratory Syndrome) outbreak, nearly 20 years ago
and due to another coronavirus (SARS-CoV), sug-
gested that approximately 75% of infections were 
caused by a small number of ‘super-spreaders’3. 
Hence, the counter-argument is that not only is
it impossible to avoid the risk of being infected,
if it happens, there is the danger that health care 
professionals may end up being ‘super-spreaders’,
inadvertently contributing rather than preventing 
the further transmission of COVID-19. In addition,
health care professionals are often in daily contact 
with patients with less than optimum health, and
well-meaning intentions of continuing to provide 
dental care could potentially put these patients 
at unquantifiable risk. Therefore, for maximum 
safety, it is not unreasonable to suspend all routine 
and elective dental care.

We remain guided by and must follow official 
advice. However, given the dynamic situation, inev-
itably, there is variance in the advice and guidelines 
issued. Unfortunately, not only do they not concur 
on all matters, advice and guidelines are country-
specific, based on epidemiological data and avail-
ability of, especially, local resources and critical care 
services. Within legitimate limits, we must carefully 
interpret the official advice and guidelines. On a 
case-by-case basis, as part of the decision-making 
process, we must weigh the risks versus the ben-
efits. We should only provide treatment considered 
prudent and necessary to enable patients to main-
tain an acceptable level of oral health.

We cannot and do not wish to be prescriptive. 
We can only share with everyone the commonly 
accepted recommendations based on current 
knowledge2,4-9, which can be adapted accordingly 
if required. In principle, for risk assessment, an ini-
tial COVID-19 screening questionnaire should be
completed for each patient beforehand (in the last 
14 days: fever, cough, shortness of breath, loss of 

Dear Readers,

We sincerely hope that you, your family and your 
loved ones are well.

The coronavirus (COVID-19) outbreak has
become a pandemic and is now a global crisis.
Its impact is widespread and limitless. Everyone
is affected in one way or another and it is a fast-
moving situation, changing minute by minute. 
However, indications are this COVID-19 pandemic
will not be over quickly. Consequently, we are all
facing many challenges, on many fronts, both pro-
fessional and personal.

As part of the health care community, we are 
stakeholders in the battle against this pandemic. 
We all need to help and support each other, collabo-
rate and cooperate, so that we can see it through 
together. These include abiding by mandated social 
distancing and movement control orders and prac-
tising meticulous personal hygiene. Many of us may
have also been redeployed to help support frontline 
services. We all have to do our part, in any way we 
can, if we are to defeat this invisible enemy. Above 
all, as health care professionals, we have to keep
calm and not knowingly or unknowingly contribute 
to the panic or mania surrounding the pandemic.

Currently, a moral dilemma that dental health 
care professionals are facing is the need to balance 
the provision of essential dental care for patients 
and yet mitigate the risk to our own personal health
and welfare. In endodontics, emergency treatment 
for acute pain and dental trauma are undoubtedly
the most pressing1. It has even been argued that 
dental treatment can still be provided, in certain
circumstances, if the patient is symptom-free1,2,
i.e. if the patient is not considered, or there is no
reasonable suspicion of being, infected. However,
epidemiology has identified ‘super-spreaders’ –
individuals who can pass on an infection to large
numbers of people without themselves suffering
any signs or symptoms. Super-spreaders have been
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taste or smell, gastrointestinal symptoms, severe 
runny nose; patient or a family member from, or 
had visited, a high transmission risk region, or has 
had contact with a COVID-19-positive person); a 
body temperature check should also be considered. 

Although not exhaustive, the following infec-
tion control measures and dental treatment pro-
tocols for COVID-19-positive or -suspected
patients2,4-9 are worthy of note:
• Ideally, treatment should be carried out in neg-

ative pressure rooms.
• Use of appropriate personal protective equip-

ment (gown, masks [FFP2 or FFP3] or respira-
tors, goggles and/or face shields, two pairs of
gloves, etc.).

• Preoperative mouth rinse of either 0.2% pov-
idone-iodine or 0.5% to 1.0% hydrogen per-
oxide; note that chlorhexidine is not effective 
against COVID-19.

• Extraoral radiographs are preferred. Intraoral
radiographs stimulate the production of saliva 
and can sometimes trigger a cough.

• Avoid aerosol-generating procedures (high-
speed handpieces, ultrasonically or sonically
activated instruments).

• If possible, refrain from using the 3-in-1 syr-
inge; if unavoidable, only air should be used
and not a combination of air-water spray.

• Take measures to reduce circulating aerosols 
(high-volume suction and time for air clearance).

• Wherever and whenever possible isolate the 
working field using a dental dam9; the dental 
dam should also cover the patient’s nose.

• Ensure safe and meticulous waste disposal (e.g.
double bagging contaminated waste).

• Thorough disinfection of the entire treatment 
room.

• Disposable, single-use instruments and devices
are preferred.

In the effort to limit the likelihood of COVID-19
transmission, understandably, access to dental care 
during this pandemic will be very limited. There are 
bound to be many guidelines, statements, algo-
rithms, etc., released on the management of dental
patients. For the sake of everyone, we have to be
careful with any information in the public domain;

just because it is issued by a specialist society or 
advisory group, it does not necessarily mean it has 
been universally agreed or is safe. The overrid-
ing principle to keep in mind is, as expressed in
the guidance issued by the General Dental Council
(UK)10, “We do not expect any dental professional
to provide treatment unless, in their professional
opinion, it is safe to do so for both patients and
the dental team.”

We hope by the time this Editorial is published 
we have all returned to some normality.

Keep well, stay safe and all the best.

Bun San Chong Edgar Schäfer
Editors
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