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ABSTRACT
Based on transmissibility and high mortality rate of COVID-19, it has incapacitated the global health care systems
and economy. The emergence of 2019 novel coronavirus (2019- nCoV) outbreak has put the global population under
major life-threatening state. The global expeditious spread of COVID-19 pandemic from China is mainly based on
airborne transmission of aerosols and possibly through viral droplets due to close contact with infected individuals
especially during speaking, sneezing and breathing. Based on clinical requirements dental practitioners and patients
are under considerable huge risk of exposure to SARS-CoV-2 infection. Compared to other healthcare professions,
the epidemic period of COVID-19 has posed severe limitations in terms of diagnosis and treatment of oral health
emergencies due to lack of instructional guidelines, swift and contagious spread of virus presenting devastating
situation of cure and prevention. The aim of this article is to share the general perspective and associated challenges
of post pandemic impact from dental practitioners, clinicians and faculty affiliated to dental education and clinical
dentistry practice across the globe due to coronavirus disease (COVID-19) outbreak. In this article we will focus on our
recent understanding related to the prevalence, viral biological characteristic, and mode of transmission and clinical
manifestation of SARS-CoV-2. The potential risk of transmission among dental setup emphasizes the implementation
of effective strategies and policies to mitigate the transmission rate and impact of SARS-CoV-2.
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INTRODUCTION

With the advancement of disease, the millions of
lives are at risk. This outbreak has precede to more

than 38 million proved cases and has claimed
around 1,097,278 lives worldwide according
to John Hopkins Coronavirus Resource center.
It spread rapidly across the globe in more than
213 countries due to its contagious nature and
high mortality rate. Figures 1 and 2 represents
the worldwide status of the COVID-19 pandemic.
The airborne transmission route of SARS-CoV-2
makes it highly infectious specifically in dental
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Figure 1: Global Spread of SARS-CoV2 pandemic: The worldwide dissemination and relative incidence of 2019-nCoV is delineated as the percentage
of total confirmed cases affecting all the continents. COVID-19 prevail in the US and European countries more compared to other regions. These
graphs furnish an approximation of the current situation on October 13th, 2020 data taken from the John Hopkins corona resource centre.

Figure 2: Global Deaths Due to SARS-CoV2 Pandemic: The worldwide dissemination and relative number of deaths of 2019-nCoV is delineated as the
percentage of total confirmed cases affecting all the continents. It represents the percentage of total deaths across the globe. These graphs furnish an
approximation of the current situation on October 13th, 2020 data taken from the John Hopkins corona resource centre.

setting and become tremendous problem for
patients, clinicians and professional practitioners
[1]. The involvement of instruments during dental
practice can cause aerosols. This manuscript will
summarize and review the transmission, clinical
manifestation and biological features of the virus
in order to formulate the useful guideline in
relation to the preventive measures for dental
environment crucial for our understanding for
purposeful response in controlling of SARS-CoV-2
infection among professional and patients. The
perspective on post pandemic scenario from
dental professionals, researchers, clinicians and
academicians related to patient care, dental
emergency and on routine dental health practice
has been discussed with possible management
strategies since the implementation of worldwide
lockdown.

Clinical manifestation

According to the latest study six different types
of SARS-CoV-2 has been reported. Each type has
been linked to distinct sets and variable degree
of symptoms. The symptom most experienced by
the patients with pneumonia due to SARS-CoV-2
is fever followed by cough. Other symptoms
include shortness of breath, loss of appetite,
muscle aches, loss of sense of taste (ageusia), sore
throat, fatigue, diarrhea, loss of smell (anosmia)
and headache [2-4]. It is reported that 20% and
60% of COVID-19 patients have experienced
varying degree of loss of taste or smell [5].
What is SARS-CoV-2?

The SARS-CoV-2 a highly infectious member
of its family with high mortality and morbidity
rates makes it the most pernicious virus in the
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history of mankind. All members of CoVs possess
same genome organizations with single large
RNA genome that encodes 27 proteins. The ORF
at the 3’ end encode 4 structural proteins named
as the membrane (M), (S) spike, nucleocapsid
(N) and envelope (E) proteins [6-8]. The four
viral structural proteins are involved in virus
structure and in replication cycle (Figure 3).
Among all known structural proteins envelope
spike (S) protein serves as a main determinant
of host viral specificity and infectivity [9,10].
Among all structural proteins the E protein is the
smallest (∼8–12 kDa) transmembrane protein
with a C-terminal endodomain and N-terminal
ectodomain [11]. The N protein (43 to 50 kDa)
in size is an integral protein part of the helical
nucleocapsid and among all structural proteins
it solely interacts with the genomic RNA like a
bead on a string manner [12].
Transmission of SARS-CoV-2

Human to human dissemination is among the
major factor behind the rapid spread of infection
from symptomatic or asymptomatic infected
individuals. The primary transmission mode is
symptomatic transmission that refers to the viral
spread from an individual carrying symptom. It
is reported that level of viral shedding is high in
first 3 days of symptoms onset. The unrivaled
challenge in regulating the swift promulgation
of SARS-CoV-2 is presymptomatic patients that
might be infectious, they can transmit disease
before they become symptomatic [13-15]. The
main route of transmission is through respiratory
droplets or aerosol when infected individuals
talk, cough, sneeze or possible contact routes

J Res Med Dent Sci, 2021, 9 (3):154-164

due to close proximity, therefore use of face
mask and maintaining minimal distance of 6ft is
highly recommended also represented in figure
4 [16,17]. The distance of less than 1 m should
be avoided especially when one comes in contact
with individuals with respiratory symptoms for
infection control. The initial spread of human
infection was first identified from Huanan
Seafood Market in Wuhan city, China [4]. SARSCoV-2 has been detected viable in aerosols for up
to 3 hours followed by aerosolization, on copper
for 4 hours, on plastic and steel till 2-3 days, and
on cardboard till 24 hours thus becoming a main
source of infection once an individual comes in
contact with the contaminated objects followed
by the direct contact through nasal or oral cavity
[18,19]. The average incubation range of the
infection is around 4 to 5 days that could last
up to 14 days. The only cure to stop person to
person transmission of COVID-19 infection is
isolation of infected patients followed by several
treatments. The possible intermediate hosts that
promote the viral emergence among humans
are civet cats for SARS-CoVs and for MERS-CoV
are dromedary camels [20,21]. Transmission of
virus through animals in humans is still not clear
however it might be possible through taking raw
meat or milk of infected animals or when one
comes in direct contact with intermediated host
animals [22].

COVID-19 and Healthcare workers

Healthcare workers are potentially at high risk
of nosocomial incidents however with proper
infection control strategies and use of personal
protective equipment (shoe cover, N95 mask,

Figure 3: Structural organization of SARS-CoV 2 with their receptors: The structural features and associated receptors of SARS-CoV-2 is illustrated
is the figure. SARS-CoV-2 are large, positive-sense and non-segmented RNA viruses. The genome of coronavirus constitutes four main types of
structural proteins. The membrane (M), spike (S), nucleocapsid (N) and the envelope (E) protein. The glycoprotein S (spike) mediates virus and
host cell surface receptor attachment leads to membrane fusion and viral entry. The M is a multi-spanning, most amply present membrane protein
provides the shape of the virion envelope. (E) An integral membrane envelope protein involves in assembly and budding of virus. The only protein
that attached to the RNA genome is (N) nucleocapsid Protein that involves in RNA replication, assembly and budding of virus.
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Figure 4: Impact of non-pharmaceutical interventions on SARS-CoV-2 transmission: The effect of social distancing and use of face mask in viral
transmission is illustrated in the figure. The strategy of implementation of non-pharmaceutical interventions is remarkably efficacious against
epidemic growth and in COVID-19 incidence. The airborne transmission of virus from infected to normal person can be minimized by the use of
face mask with relative percent of risk is indicated in each case by maintaining the appropriate distance. The virus can be spread from infected
individuals through generation of aerosols or droplets during talking, sneezing and coughing. However, the risk of transmission can be minimized to
0% when infected and normal individual both uses face mask with maintenance of at least 6ft distance between them.

surgical gown, coverall, head cover, double
gloves, face shield) appropriate according
to the pathogen infection route this could be
minimized [4,23-25]. Health professionals and
workers who have been involved in national
crises management are working at forefront
against COVID-19 battle and potential risk posed
by SARS-CoV-2 for doctors and patients are
same [25]. However, compared to other health
professionals such as physicians and nurses,
dentists are more susceptible to infection as
shown in figure 5 due to cross -infection as
working closely with patients according to the
published article on 15 March 2020 [26].
Post-Pandemic COVID-19 scenario on dentistry

Dental profession has been facing multitudinous
and unprecedented challenges during SARSCoV-2 outbreak. The pandemic has affected the
academics, research, clinical practice, patient
management, safety procedures as well as the
wellbeing of the dental staff [27,28]. The dental
practitioners are at a high risk of COVID-19
infection because of being in close proximity
to their patients [29]. The cogent restriction
of clinical and surgical activities in the dental
practice has resulted in a precise drastic
impact on the economy of this profession [27].
Intervention by the government with respect to
setting up of informed policies to aligned public
and private sectors, educational institutes and
social policy makers towards implementation of
effective strategies for dental health crises is the

need of the hour [29]. The pandemic has caused
an immediate effect on the lives of professional
practitioners and students associated with dental
education. It has had a tremendous effect on the
personal and professional life of the members
of the dental fraternity and has led to having a
negative impact on their psychological health as
well [30]. In order to continue providing dental
care to the population, associated challenges
offered by the advancement and lengthening of
the pandemic to the dental professionals is also
enhancing tremendously [31,32].

COVID-19 Pandemic: A possible intimidation in the
world of dentistry

COVID-19 has affected the dental professionals
just like any other health care sector [33]. The
New York Times has mentioned dentistry as one
of the highest professions at risk of COVID-19
[34]. Since the spread of the disease is through
human-to-human transmission, chances of
infection spread in a dental set up are high. Since
the virus is still novel and not much is known
about the natural history of the disease, there
has been tremendous amount of apprehension
and uncertainty amongst the dental fraternity all
over the world as to how to go about their dental
practices safely [33].

The standard dental setup anywhere around the
globe is such that there is every possible chance
of spread of the infection through aerosols
produced during routine dental procedures,
between the dental practitioner and the
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Figure 5: Impact of COVID-19 on Dental Practice: The impact of COVID-19 on dentistry is illustrated in the figure. According to the data obtained by
American Dental Association in comparison to other professions such as physicians, and health practitioners, dentistry profession is more effected
due to the current pandemic. The data was taken from the American Dental Association from Jan- May 2020.

patient as there is direct face-to-face contact
between the two. Also, there are high chances of
contamination through aerosol emission during
dental treatment and the risk is further increased
due to the use of high-speed rotary instruments
[33-35]. The aerosols can settle on inanimate
objects and remain suspended in air long after
the completion of the dental procedure that
poses a serious concern regarding COVID-19
transmission. The dental practitioner, on
exposure may remain asymptomatic during the
incubation period of 7 to 24 days, and during
this time, there are high chances of infection to
patients as well as those professionals who are
working in close proximity to the exposed person
[35]. All this has led to a substantial amount of
intimidation among the members of the dental
fraternity and thereby tremendous decrease in
the number of patients that are being treated at
the dental clinics as the dentists try and tend to
only those cases that require immediate attention
and postpone all the elective procedures that
can wait for treatment and can be managed
without actual contact between the dental health
professional and the patient through telephonic
or live online consultation [33,35].
Impact on Dental clinical Setup: Post-treatment and
Pre-treatment

As evidence suggests, COVID-19 infection
spreads
via
droplet
inhalation,
with
asymptomatic carriers pose a greater threat of
silent transmission of the virus. It can spread
either through micro droplets that are inhaled
by a person due to being in direct proximity
of an infected person (a distance of less than
two meters and an exposure time duration of
greater than fifteen minutes), or it can also be
transmitted as a result of inhalation of core

droplets that remain suspended in air after being
released by coughing or sneezing by an infected
person [36]. In terms of dental practice, the risk
of acquiring COVID-19 virus is equal for both the
dentist and the patient due to their proximity
during various dental procedures [35]. In view
of this situation, all possible measures must be
taken to modify the dental clinical setup in such
a way that the chances of spread of COVID-19 are
minimized.

Safety precautions

The American Dental Association (ADA) and
the Centers for Disease Prevention and Control
(CDC) have suggested to keep the waiting rooms
empty without any overlap of appointments
and if that is not possible, maintenance of social
distance between two patients in the waiting
area. All the unnecessary items like brochures,
magazines etc. must be removed from the waiting
area [35,36]. All patients must be informed
beforehand regarding their appointment
schedules [36]. Furthermore, the patients can
be asked to wait in their automobiles, till they
can safely be seen by the dentist [37]. The
dentists should follow the protocol for personal
protection at all times which includes the use of
personal protective equipment (PPE) and these
should be properly disposed of according to the
given instructions. The percent use of PPE such
as KN95 mask, surgical masks, face shields and
gowns by solo and large group of dentists during
span of 1 to 14 days has been shown in the figure
6 and 7. The highest percent use of all PPEs has
been observed till maximum observed period
of 14 days as compared to shorter durations
[38]. Hands should be washed properly before
and after examining or treating a patient. Care
should be taken to avoid touching the face,
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Figure 6: Percentage of PPE usage by solo dental practitioners: The percent use of PPE such as KN95 mask, surgical masks, face shields and gowns
by individual dental practitioners with indicated duration is illustrated in the figure. The all types of PPEs have been extensively used as for longer
duration such as 14 days by solo dentists during COVID-19 pandemic compared to the shorter time period. The data was taken from the American
Dental Association from Jan- May 2020.

Figure 7: Percentage of PPE usage by large group of dental practitioners: The percent use of PPE such as KN95 mask, surgical masks, face shields and
gowns by large group of dental practitioners with indicated duration is illustrated in the figure. The all types of PPEs have been extensively used as
for longer duration such as 14 days by solo dentists during COVID-19 pandemic compared to the shorter time period. The data was taken from the
American Dental Association from Jan- May 2020.

eyes and nose until it safe to do so [35]. Use of
rubber dams reduces the aerosol production
significantly [34,35]. It is highly recommended
to use anti-retraction handpieces instead of
the usual high speed rotary instruments as the
reduce the backflow of pathogens from the
oral cavity into the handpiece tubes [34,35].
The treatment of patients who require aerosol
producing treatment should be done towards
the end of the day [37]. The use of extraoral
radiographic techniques is preferred in over
intraoral ones [36]. Use of intraoral radiography
should be avoided as it stimulates salivation and
coughing that can lead to the spread of infection.
Orthopantomography or CT (Computed
Tomography) scan can be used when absolutely
necessary. Use of four-handed dentistry also
helps reduce cross contamination [34]. Follow up
of all the patients must be done for any symptoms
of COVID-19 [36]. Clinical waste should be
properly disposed of in bags and marked in order
to facilitate their proper elimination of medical
waste [34,35]. The use of sodium hypochlorite
as a surface disinfectant surfaces for about 10

minutes along with steady ventilation of the
dental surgery room is suggested [34]. A proper
record of the body temperature and symptoms,
if any, of all the people working in the dental
clinical setup must be strictly maintained. This
record should be reviewed from time to time in
order to spot any suspected cases, and in case
any dental healthcare provider is a suspected
case of COVID-19, he or she should be asked not
to come to work and their primary healthcare
providers should be informed in order to decide
whether medical evaluation is necessary [36].

Patient care and management

Sound knowledge of COVID-19 is mandatory for
prevention of spread of the infection in a dental
clinic. Because of the novelty of the virus, much
is still unknown about the natural history of the
disease and hence proper patient screening is
an absolute necessity in order to minimize the
spread of the pathogen in a dental setup.
Use of telephone triage and questionnaire-based
information collection from the patients prior to
their visit to the dentist regarding symptoms, if
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Use of antiviral mouthwashes

any, and movements during the past two weeks
along with social history should be made an
essential norm in order to avoid unnecessary
contact with suspected cases of COVID-19
[34,35]. Use of tele-dentistry includes telescreening, tele-triage, and teleconsulting. Telescreening involves acquiring patient history
over telephone and teleconsulting is providing
consult to the patient via a live video [36]. This
remote service helps provide the required advice
and prescribe medication without actual contact
with the patient [35,36].

The use of antiviral mouthwashes could help
in reducing the viral load in throat and in
the oral cavity. It is assumed that the use of
mouthwashes through gargling can be effective
in decreasing the load of viruses and possibly
the transmission of disease for a short-term
period. The transmission of SARS-CoV-2 through
saliva, aerosol and droplet in the dental practice
could also be minimized by the use of antiviral
mouthwashes before dental procedures and
also among suspected COVID-19 individuals to
overcome the essential problems linked with
oral microbial flora [40].

During COVID-19 the daily number of patients
seen by solo, small and large group of dentists has
been decline compared to pre- COVID as shown in
the figure 8 [38]. The daily patient’s distribution
seen by dental practice by solo, small and large
group of dentists before and current COVID-19
scenario has been shown in the figure 8. It can
be seen that number of patients seen have been
decline during pandemic by all dental practices
in relation to pre-COVID. The data was taken
from the American Dental Association. Proper
patient screening should be done of the patients
entering the dental clinic. Obtaining sound
history from the patients for possible signs and
symptoms of coronavirus, such as cough, fever
and shortness of breath is an extremely essential
part of the patient screening process [37]. The
use of oral rinses like chlorhexidine or hydrogen
peroxide prior to the commencement of dental
treatment may help reduce the chances of cross
contamination through aerosols [34,35]. Persons
accompanying pediatric patients must not attend
the treatment in order to avoid aerosol inhalation
[34]. Disposable should be used during dental
treatment as much as possible in order to avoid
cross contamination [39].

Dental emergencies and COVID-19

Dental emergencies arise and escalate in a short
span of time and hence require immediate
attention [41]. Furthermore, it is extremely
important for the dental practitioners to follow
proper protocol for treatment of the patients
as well as assess the level of exposure risk
associated with the task involved. According to
Occupational Safety and Health Administration
(OSHA), there are various levels of exposure,
ranging from low to very high, associated with
the tasks to be performed by the dentists.
Examination and treatment of suspected or
confirmed COVID-19 patients falls under the
high caution category [42].

Various kind of dental emergencies include
uncontrolled bleeding or compromised airway
of the patient due to trauma, cellulites etc. [43].
Such cases should be treated only after proper
assessment of the patients as well as the risk to
the patient and the dental healthcare providers
[44]. Adequate supplies of all the necessary
items required for treatment procedures to
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Figure 8: Per day Patients distribution seen by Dentists before and after COVID-19: The daily patient’s distribution seen by dental practice by solo,
small and large group of dentists before and current COVID-19 scenario has been shown in the figure 8. It can be seen that number of patients seen
have been decline during pandemic by all dental practices in relation to pre-COVID. The data was taken from the American Dental Association.
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be conducted must be ensured. If in case the
supplies are limited, it is advisable to prioritize
the treatment of those patients who are at a
higher risk if treatment is further delayed, over
those cases that can be deferred [44]. Apart from
dental emergencies, some patients may require
urgent dental care, like those suffering from dry
socket or acute pulpitis. Such patients must be
handled with utmost caution and care and only
when the treatment cannot be deferred any
further [43].
COVID-19 Pandemic Impact on Dental Education

With the outbreak of COVID-19 came the
imposition of lockdowns and rules for social
distancing. This included shutdown of preclinics, clinics and educational institutes as well
with access provided only for emergency use and
vulnerable population. This hindered learning
opportunities for students thereby increasing
the difficulties of academicians in adapting to
the new guidelines. Therefore, it necessitated
alternative modes of imparting education
via webinars, online mode of presentations,
exams and assessments to avoid the spread
of COVID-19 [45]. With the advancement in
technology, students can attend lectures from
their homes using various software available
online without having to attend the lectures in
person which could risk spreading COVID-19
virus. This form of E-learning has increased selfpaced independent learning amongst students.
Dentistry being a skill-based profession
requires hands on training for better skill
development. To tackle this way to provide
Undergraduate training has been improved via
virtual reality (VR) simulation technology. The
haptic technology in VR simulators have been
effective and safe in helping the students to feel
and touch the tooth tissue virtually and helps
improve the hand-eye coordination and motor
skills via distance learning during this pandemic
[35]. Apart from this changes that have been
incorporated are reduction in clinical hours,
extension of various program dates, changes in
exam and assessment patterns. However, all the
virtual modalities cannot match up to the realtime patient experience required for learning
dentistry and has resulted in a deficit in clinical
exposure for undergraduates and trainees [46].
Looking at the current situation it is imperative
to say that COVID-19 will have a huge impact
on dental education which may bring about a
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change in the overall oral healthcare system in
the future [47].

COVID-19 pandemic Impact on Research

Research has been badly affected due to
COVID-19 with various institutes scaling back
research activities and stopping or slowing down
laboratory experiments which have resulted
in time and financial loss. There has been a
delay in research process, grant applications,
result publications and postponing of academic
conferences. Various academic institutes
have announced a hiring freeze leading to
unemployment in post-doctoral fellows affecting
them financially and mentally [28]. However, this
has opened an opportunity amongst researchers
with funding agencies prioritizing COVID-19
related research. Future researches in relation to
dentistry and COVID-19 can include: Issues related
to COVID-19 and Dental Public Health, Effect of the
pandemic on dentistry as a profession, Role of PPE
in dentistry, Screening, diagnosing, and managing
COVID-19 patients in a dental setup, Use of teledentistry in clinical and educational setup, effect of
COVID-19 on oral tissues [48,49].
Psychological impact of pandemic on dental
professionals

Due to the spread of COVID-19 virus via airborne
droplets, dental professionals have been
considered to be at a greater risk of acquiring
infection, as they work in close proximity with
their patients. The pandemic has led to limited
physical contact with family members and
friends as anxiousness has been on the rise
amongst medical and dental healthcare workers
about catching the virus and infecting their loved
ones [50,51]. As the incubation period before
symptoms of COVID-19 is long, fear developed
by working dentists is the risk of carrying the
virus home and infecting their families. This
along with the apprehensions of precautionary
quarantine in case of suspected disease or
mandatory quarantine in case of actual infection
has caused psychological distress amongst
dentists and other healthcare workers [52].
Dental academic staff who teach and train dental
students face stress due to overload of work in
proving e-learning in this current situation and
fear of not meeting the expectations [53]. Mild
anxiety has led to increased implementation of
precautionary measures against COVID-19 but
prolonged severe anxiety affects mental and
physical health [54].
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In order to counter these effects inspiration
has to be sought for joy and mental well-being.
Social media has an important role in keeping
everyone in touch with their family and friends
who are away. Counseling and psychological
support groups have to play a very crucial role
in motivating the students and the trainees
both during and post pandemic [35,55]. Several
surveys should be conducted in hospitals and
dental clinics, to evaluate the amount of physical
and mental exhaustion of the healthcare workers
and accordingly counseling should be provided
[55]. By following the recommended protocol,
dentists and dental healthcare workers can
curtail their fears and anxiety regarding catching
the COVID-19 virus [52].
Role of tele-dentistry in the pandemic

Tele-dentistry means the use of technology to
deliver educational, medical and healthcare
services in a virtual manner [56]. An alternative
method to provide healthcare facilities to
patients during lockdown keeping in mind
social distancing led to an increased use of teledentistry. This helped practitioners to provide
consultation, clinical care to patients and
conduct triage and categorize patients as acute
or chronic and decide who require face to face
consultation [57]. Tele-dentistry is carried out by
means of telephones, secure video conferencing
networks like Skype, Zoom, Face time, WhatsApp
etc., based on patients’ convenience and
availability of facilities. Before beginning with
the consultation, patient should be made aware
about the limitations of tele-dentistry and that
best possible diagnosis in the absence of actual
face to face consultation is being provided.
This should be documented [56]. Following
this patient should provide informed consent
verbally before the start of consultation. After this
complete history has to be obtained followed by
hand sanitization by the patient for retraction of
their lips or cheeks using their hands or a tongue
depressor, handle of spoon etc under adequate
light source for better visualization by the
dentist. Patients may be asked for photographs
of the lesion post video or tele-conference for
better judgment and record keeping purpose
[57]. Advantages of tele-dentistry include:
Reduction in social contact, travel cost and risk
of exposure to vulnerable patients. It has led to
tele-triage of acute patients who need immediate
face to face consultation or treatment and has
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improved access of care to rural community who
are unable to travel to larger cities. Limitations
of tele-dentistry include: Lack or inadequate
internet facilities for every patient and dentist,
Ill equipped communication facilities at
healthcare institutes, Technologically unsound
patients and practitioners, Two-dimensional
representation of lesions, Confidentiality issues
in sharing information online, lack of acceptance
by patients and high -cost factor [58]. With the
outbreak of COVID-19, we have adjusted to
various new norms and protocols for personal
protection against the virus, tele-dentistry still
being a new way of diagnosis and treatment
needs focus, funding and dedicated training of
dental professionals for it to be accepted and
used successfully both by patients and dentists
in the future [59].
CONCLUSION

The current situation requires strong law
enforcements in order to fight COVID-19. To
abrogate the spread of virus international
travel restrictions to suspected countries,
social distancing, proper use face mask,
gloves, contact tracing and sterilization are the
best weapons to neutralize the corona virus
infection notably in dominant viral hotspots.
The existing situation of COVID-19 outbreak
demands for the unprecedented global response
of government, academic and policy makers to
aligned together for adequate solution. Till the
availability of effective cure or vaccine against
SARS-CoV-2 there is an immediate need to
addressed the efficient policies and guideline
for optimum patient care and infection control
in oral diagnosis, dental emergencies and in
routine dental practice. However, like previous
epidemics this time again is still very challenging
to control and monitor the fast spread of virus
and to develop the effective cure of COVID-19
outbreak because it evolves continuously
among susceptible population. Dental practice
leads to high risk of infection due to airborne
transmission might occur while encountering
the aerosol and droplets producing procedures
necessitating the requirement of personal
protective equipment and appropriate training
of the healthcare professionals to ensure high
level of safety and care for patients, staff, visitors
and surrounding. Every one of us can make a
difference as the future is our own hands now.
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