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The oral surgery response to coronavirus disease (COVID-19).
Keep calm and carry on?

The iconic ‘Keep Calm and Carry On’ poster, first

designed by the British government in 1939, was

based on the words of Sir Arthur Newsholme, Princi-

pal Medical Officer responsible for the whole of Bri-

tain. Sir Newsholme recommended that no action be

taken against the 1918 flu pandemic as munitions

factories and public services needed to remain open

to help with the war effort. He made a huge mis-

take. Sir Newsholme’s recommendation contrasted

with Dr James Niven, Medical Officer of Health for

Manchester, who recommended that schools and

cinemas be closed to reduce people’s proximity to

each other and published leaflets that were displayed

around the city, advising residents on how to reduce

the risk of becoming infected. Niven meticulously

analysed statistics to be as informed as he could be

so that he could give the people of Manchester the

best advice on how to prevent exposure to the flu.

He saved countless lives.

Whilst it may be important to remain calm in

adversity, and oral surgery training prepares us for

this in the operating theatre, we need the best

proactive evidence-based advice and risk assessment

for managing our patients and ourselves in response

to the coronavirus (COVID-19) pandemic. Countries

are responding to the global pandemic in very differ-

ent ways, from strict control over movement of indi-

viduals to more liberal approaches, and reacting at

very different speeds. All strategies are based on the

best scientific evidence, but interpretation differs

according to regional philosophical, social, political

and economic ideology. Some have gone for con-

tainment with some success whilst others like the

UK and others in Europe, the current epicentre of

the pandemic, that are accepting delaying the inevi-

table spread of disease in their populations. China

has used unprecedented containment and social dis-

tancing measures that would not be acceptable, and

could not be readily be replicated in other countries,

especially democratic ones with institutional protec-

tions for individual rights.

Singapore, Taiwan and Hong Kong have brought

outbreaks under control without forced quarantines

and containment and are now seeing the number of

new cases reduce. Singapore authorities undertook

intensive efforts to trace the contacts of patients

known to be infected. Hospital staff went to great

lengths to interview patients about their recent

whereabouts; when information was unclear or

unavailable, the Ministry of Health retrieved addi-

tional data from transport companies and hotels,

including consulting CCTV footage.

Hong Kong has taken a different approach more

focused on preventing transmission within the com-

munity. Local clinicians were asked to report to the

city’s health authorities any patient with a fever or

acute respiratory symptoms when diagnosed. The

Universities of Hong Kong and Singapore closed in

January for 4 months, including their Dental Schools

and Hospitals other than for emergency care. South

Korea, probably one of the most technologically

advanced countries in the world, has gone like

others for early identification through widespread

testing. This is based on a belief that asymptomatic

individuals are infectious.

The UK National Health Service (NHS) advice has

been to continue with general dental care using rou-

tine personal protective equipment (PPE) unless a

patient has symptoms. Patients who have symptoms

should not be attending for dental treatment and

should self-isolate. Patients who are symptomatic

and/or who have COVID-19 and need urgent dental

care that cannot be delayed should be treated with

clinical staff using appropriate PPE by a service

equipped to deal with them. In this scenario, aprons,

gloves and a fluid repellent mask should be used

whilst assessing and treating patients. Gowns, gloves,

FFP3 masks and eye protection should be used

whilst performing aerosol-generating procedures.

China has had a different approach for general

dental care as described in a recent article by clinical

academics at Wuhan University School and Hospital

of Stomatology1. I understand from direct communi-

cation with one of the authors, Fang Hua, that all

provinces, one by one, initiated their ‘Level 1

Response to Public Health Emergencies’ around 20th

January when it was determined that COVID-19 was

spread by interpersonal transmission via respiratory

droplets and contact. This included the suspension of

all routine dental care and provision of care for

emergencies only. As new cases have reduced dra-

matically in most provinces, the provision of routine
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dental care is gradually getting back to normal. Find-

ing ways to reduce aerosol for emergency patients is

described in this article. Patients with serious oral

and maxillofacial injuries were admitted and a chest

CT was used to exclude suspected infection rather

than await the time-consuming RT-PCR test.

The Chinese view has been that due to the unique

characteristics of dental procedures, where a large

number of droplets and aerosols could be generated,

the standard protective measures in daily clinical

work are not effective enough to prevent the spread

of COVID-19, especially when patients are in the

incubation period, are unaware they are infected or

choose to conceal their infection.

Splatters occurring during oral surgery procedures,

like aerosols, are also contaminated by respiratory

pathogens. The UK initial view was that asymptomatic

patients should be treated as usual with standard PPE.

What therefore is the evidence for transmission from

asymptomatic patients? There are now reported cases

of transmission of infection during the incubation per-

iod,2 but there is little information about the quantifi-

cation of the viral shedding during the incubation

period or subclinical infection compared to symp-

tomatic infection. It is therefore difficult to assess the

risk of treating asymptomatic patients.

The National Health Committee of China has stated in

relation to COVID-19 that ‘Exposure to high-concen-

tration contaminated aerosols in a relatively closed

space for a long time, may lead to transmission of

COVID-19 via aerosols’. The Chinese recommenda-

tion to minimise aerosol-generating procedures dur-

ing dental procedures seems sensible and an article

produced during the SARS outbreak provides

detailed suggestions on this3.

It is important that oral surgeons act professionally

and with compassionate non-judgemental attitudes

to patients in this viral pandemic as we have learned

from previous experiences such as the HIV/AIDS

outbreak. We need to be confident in the clinical

care that we provide and knowledgeable of the pre-

cautions to prevent cross infection. The general pub-

lic would expect this of us. We are familiar with risk

assessment and surgical practice to reduce the preva-

lence of occupational-related health problems such

as percutaneous injury and hepatitis B and hepatitis

C. Interestingly, a systematic review has shown that

we are actually more concerned about musculoskele-

tal disorders!4

In my personal opinion, it would be sensible to

use gowns, gloves, FFP3 (N95) masks and eye pro-

tection for all oral surgical patients whether symp-

tomatic or not to achieve maximum protection. In

hospital and most primary care settings, this standard

is not so difficult to achieve. I would be anxious to

provide any type of dental clinical care without the

appropriate PPE and this is a real issue given the

huge increase in demand. I have made the decision

to close my own Barts and The London Dental School

at QMUL to patient care undertaken by students.

Non-clinical teaching has been moved to online

teaching. Students are at higher risk of occupational

incidents and our stocks of PPE are low. Staff who

themselves are at risk because of medical compro-

mise are being advised to work non-clinically from

home until the pandemic ends.

Planning for our own local service is important. I

set up a ‘Covid-19 Planning Team’ some time ago

with responsibility for collating information to

inform our decision-making. Views and advice have

been sources from the University, Dental School

Council, Medical School Council, General Dental

Council, affiliated Hospital Trust, WHO, the UK

National Health Service (NHS), Public Health Eng-

land (PHE), NHS England, Health Education England

and more. We need to be confident about our PPE,

communication and expectations, so that we can

look after ourselves as well as our patients. If you

are in hospital practice, then you will be already

receiving information on how to prepare in your

own setting. You will also have your own country’s

institutional recommendation.

The next few weeks will bring huge changes to

the UK healthcare provision as our NHS struggles to

cope. The UK delay approach is an attempt to man-

age COVID-19 disease to better match capacity of

services. It seems that ‘flattening the curve’ is not

intended to change the ‘area under the curve’ and

so the pandemic can be expected to be with us for

many months. Recently retired staff are likely to be

brought back into the workforce and clinical aca-

demics, including Academic Clinical Fellows (ACFs)

and Academic Clinical Lecturers (ACLs), and are

likely to be providing full-time clinical service. Elec-

tive hospital surgery will be cancelled so that the-

atres can be transformed into Intensive Care Unit

(ITU) wards, private sector hospitals will be used by

the NHS and it is expected that hotels will be trans-

formed to provide additional clinical capacity.

It is clear at this time that there is huge need for

research evidence in our world of oral surgery to

develop consensus on infection risk and research

evidence-based infection control guidance specifi-

cally for dentistry and our speciality. There has been

a proposal for a Clinical Oral Microbiology Hub and

Spoke Service to support healthcare professionals. I
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support such a proposal! The UK dental specialty of

Oral Microbiology needs development to ensure con-

tingency and succession planning. The speciality

would also have a role in diagnosis, surveillance and

the management of orofacial infections. Some dental

professionals and oral surgeons may have social and

psychological anxieties that prevent them from pro-

viding clinical care and this can be alleviated by

good underpinning science.

We are still in the ‘calm’ before the storm, so take

a leadership role and get planning if you haven’t

done so yet! It is going to be a while before oral sur-

gery, our health services and possibly society returns

to normal, probably a new normal. We need to

engage in a spirit of collaboration, looking out for

each other, our patients, especially our vulnerable

patients, our staff and our referrers. We also need to

take seriously our own mental health and well-being

and plan to support others in our oral surgery com-

munity. Keep calm, but plan ahead, and use appro-

priate personal protective equipment.

This article expresses the personal opinions of the

author.

Professor Paul Coulthard

BAOS President
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